
 

 
                                                

           SLEEP DISORDERS CENTER 
Phone:  610-973-8464      Fax: 610-366-9672 

 
 
*** PATIENT INFORMATION *** 
 
__________________________________      _____________________________        _____        ______________ 
Last Name                                                         First Name                                                MI             Sex   (M/F) 
 
______________________________________________________________________________________________ 
Address 
 
_____________________      ____/____/______     __________________________     ________________________ 
SSN                  Date of Birth              Home Phone                                    Other Phone 
_______________________________________________________________________________________________ 
*** INSURANCE INFORMATION *** 
 
___________________________________________             ______________________________________________ 
Primary Insurance Company Name                                          Secondary Insurance Company Name 
 
___________________________________________            ______________________________________________ 
ID#                                                                                            ID # 
 
___________________________________________            ______________________________________________ 
Group#                                                                                      Group# 
 
__________________________________________               ______________________________________________ 
Subscriber Name/DOB                                                   Subscriber Name/DOB 
 
_________________________________________      _________________________________________     
Employer Name              Employer Name                                      
 
*** SERVICE REQUESTED (Please check one) *** 
 
____ Pre- and post- diagnostic sleep study consultation by a Sleep Specialist 
 
____ CPAP study followed by a consultation and treatment by a Sleep Specialist 
________________________________________________________________________________________________ 
*** SLEEP DIAGNOSIS/ SYMPTOMS (Please check all that apply) *** 
 
_____ Severe snoring         ______ Insomnia        ______ Witnessed Apnea     ______ Restless Leg Syndrome       
 
_____ Awakenings with Choking/Gasping     ______ Periodic Limb Movement Disorder    ______ Oxygen Use 
 
_____ Excessive Daytime Sleepiness    _______ Nocturnal Awakenings       ______ Enlarged Tonsils     
 
_____ Sleep Terrors/Nightmares    ______ Previous CPAP Use      ______ Hyperventilation or Hypoventilation       
 
_____ Other __________________________________________________________________________ 
________________________________________________________________________ 
*** ORDERING PHYSICIAN *** 
 
Printed Name: _________________________________ Phone #:  ___________________ 
 
Signature:  __________________________________________ Date:  __________________________ 
 

 Fax completed form to 610-366-9672.   
Westfield’s Sleep Disorders Center will call the patient to schedule. 
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