
step5
sign + date + fax

step4
select one service option

 option 1

Full Sleep Evaluation: 
Consultation by Sleep Specialist,  
Necessary Testing, Therapy, 
Equipment, and Sleep Related 
Follow-up

 option 2

Sleep Study and Follow-up: 
Westside Sleep Provides Sleep Apnea Follow-up & Equipment

 option 3

Sleep Study only: 
Ordering Physician Provides Follow-up

chooSE typE oF Study

 Standard Polysomnogram (Split Night if Indicated)         CPAP/BiPAP titration

 Note: (MSLT/MWT available, requires consult)

step3
why referring

WESTSidE SlEEP CENTER
SCOTT d. FROmhERz, md
7450 SW BEvElANd ST, SuiTE 120, TigARd, OR  97223
PhONE: (503) 639-7000    FAx: (503) 639-7006

referral form

PhySiCiAN SigNATuRE  dATE

please fax to: (503) 639-7006

 Snoring         Observed Apnea         daytime Sleepiness         insomnia         Am headaches         gasping         Narcolepsy

 Restless legs     Nighttime limb movements         Frequent Awakenings         Sleep Walking         unrefreshing Sleep

 Sleep Paralysis         Shift Work d/O         Night hallucinations         Circadian Rhythm d/O     Other:

Prior diagnosis of Sleep Apnea:  yes    No         When  Ahi 

lAST NAmE  FiRST NPi

STREET CiTy STATE ziP

PhONE FAx

referring physician
step2

Please complete the following information and return by fax. Submit pertinent medical history 
and a copy of the patient’s insurance card (both sides). Thank you for your referral.

step1
patient

lAST NAmE  FiRST  middlE 

STREET CiTy STATE ziP

PhONE AlTERNATE PhONE

dOB hT WT gENdER m  F


