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SLEEP DISORDER REQUEST FOR TESTING

PT Name : Date of Birth:
Phone : Sex: |:| Male |:| Female
Weight Height: Neck Size:

DURING SLEEP THE PATIENT EXPERIENCES:
|:| Snoring
|:| Breathing Interruptions
|:| Gasping and Choking Sensations
[ ] Awaken With A Dry Mouth

DURING THE DAY THE PATIENT EXPERIENCES:
|:| Morning Headaches
|:| Fatigue Upon Awakening
|:| Daytime Sleepiness

Other:

Medical Clinic
Phone

Physician Name

Physician Signature :

Vancouver o North Vancouver ° Richmond ° Surrey ° Cloverdale
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