AVEIRD SLEEP

An Integrative Approach

Serving the Alberta sleep industry for over 15 years

Sleep Services Referral

Fax: 1.877.221.9327

Tel: 1-800-931-9306

www.aveiroportal.com

Patient Information

Clinic Information

Last Name:

First Name:

DOB: /
YY MM

AHC Number:

Gender:

Preferred Contact Number:

Alternate Number:

Occupation:

Sleeping Hours: From

Date Referral Sent:

.

J

.

Clinic:

Referring Physician:

PRACID:

When contacting this clinic please call:

Contact Name:

Contact Number:

Primary Care Physician if different than above:

Dr. Name:

Fax:

Sleep and Respiratory Services

Sleep Services

[] Home Sleep Apnea Test (HSAT — Level 3)
[0 Referral Sleep Specialist Consultation *
] CPAP Trial / Treatment

Oral Appliance Therapy

[] Dental Appliance Therapy Consultation

Medical Conditions

O cHF

Neuro Muscular Disease [ ] Asthma/ COPD

(] cardiac Arrhythmias
[ Chronic Pain

Hypertension

Diabetes

Depression

Pulmonary Function Testing (Calgary Only)
[C] Routine PFT
[0 Spirometry

Sleep Related Problems

] Excessive Daytime Sleepiness [ ] Cataplexy

[] Morning Headaches [] Sleep Walking

] Insomnia
(] shift Work

(] Frequent Awakenings
[] Witnessed Apneas

] Snoring [ Professional Driver

[ Violent Sleep Behaviour ] Drowsy Driving

1 - Referral and consultation by Sleep Specialist at Centre for Sleep and Human Performance Cinic, located at Suite 106, 51 Sunpark Drive SE, Calgary, AB, T2X 3V4
&

Calgary Clinics:
NW - 230, 8 Varsity Estates Circle NW
SW -142,371551 Street SW

Alberta Clinics:

NE - 160, 495 - 36 Street NE
SE - 202-580 Acadia Drive SE

Bonnwville - Cold Lake - Drayton Valley - Drumheller - Edson - Fort McMurray -
Hinton - Lacombe - Lloydminster - Okotoks - Olds - Oyen - Provost - Red Deer -
Rocky Mountain House - Slave Lake - Spruce Grove - Strathmore - Three Hills -

Wainwright - Westlock - Whitecourt

FJACCURO

Electronic Medical Records

Dr. Signature:

*Considered avalid prescription when signed by a physician




	SleepTest Referral V6 20181003.vsdx
	Page-1


	AHC Number: 
	Preferred Contact Number: 
	Contact Name: 
	Alternate Number: 
	Contact Number: 
	Occupation: 
	Sleeping Hours From: 
	To: 
	Dr Name: 
	Date Referral Sent: 
	Fax: 
	Phone: 
	Home Sleep Apnea Test HSAT  Level 3: Off
	Referral Sleep Specialist Consultation 1: Off
	CPAP Trial  Treatment: Off
	Dental Appliance Therapy Consultation: Off
	Hypertension: Off
	Neuro Muscular Disease: Off
	Diabetes: Off
	Depression: Off
	CHF: Off
	Asthma  COPD: Off
	Cardiac Arrhythmias: Off
	Chronic Pain: Off
	Excessive Daytime Sleepiness: Off
	Morning Headaches: Off
	Frequent Awakenings: Off
	Witnessed Apneas: Off
	Snoring: Off
	Violent Sleep Behaviour: Off
	Cataplexy: Off
	Sleep Walking: Off
	Insomnia: Off
	Shift Work: Off
	Professional Driver: Off
	Drowsy Driving: Off
	Last Name: 
	First Name: 
	DOB_YY: 
	DOB_MM: 
	DOB_DD: 
	Combo Box2: [ ]
	Clinic: 
	Referring Physician: 
	PRACID: 
	Routine PFT: Off
	Spirometry: Off
	Dr: 
	 Signature: 



