PULMONARY PHYSICIANS REFERRAL FORM

PULMONARY CONSULT

Canton Office Located @ 2600 West Tuscarawas St. Suite 100 Canton, Oh 44708 Phone-330-452-8844
Fax: 330-452-7012

Name DOB:

Referring Dr. Phone Fax

Reason for referral.

Patient Preference/Limitation

***please fax patient demographics, insurance, H&P, Medication Sheet. All testing to include: Chest
Xray,CT scans of chest (current and previous), PET Scans, Pulmonary Functions (Report and Graph),
Echocardiograms, Sleep Studies, Heart Cath

Appointment Date: Time Physician

(PULMONARY PHYSICIANS WILL FAX APPT. INFORMATION TO YOU)

SLEEP CONSULT/SLEEP TESTING

Sleep Office location: 2600 Tuscarawas Street West Phone: 330-244-1879
Suite 100, Canton, Ohio 44708 Fax:  330-244-1958
Referring Dr. Phone Fax

Reason for Referral

PSG (Initial sleep study) MSLT
Titration with CPAP/BIPAP MWT_

Consultation with Sleep Dr.

Patient Preference/Limitations

DIAGNOSIS:

Does the patient: Snore Daytime Sleepiness Legs Move/Jerk @ Night

Fall asleep Driving Fall asleep uncontrollably

History of: Cardiac CHF DM Seizures Pacer Lung Disease______

***please Fax Demos, last office note, previous sleep studies (PPl will fax appt. date to you)

Appointment Date Time Physician




