Onslow Medical Specialties Clinic
Eusebio Desuyo, MD, MBA, MPH
123 Pompano Place, Suite 100
Jacksonville, NC  28546
Phone 910-455-9398   
Fax:  910-455-5407
Sleep Disorders Evaluation Request/ Referral
Patient: _____________________________________SS# ______________ 

DOB: ___________ Height: ______(feet/inches)Weight :___________(lbs) 
Address: ________________________City/State____________ Zip:______

Home Phone:____________________  Work/ Cellphone:_______________

We will need fax copies of patient’s  health insurance card (front & back ),  Driver’s License/State ID,   and   History & Physical Notes/Progress Notes/ Medications list.
Referring Physician:  _______________________________UPIN:______

Referring Physician’s Address:____________________________________






___________________________________



Phone & Fax
_____________________________________

Reasons for Referral: (please encircle reasons that apply)
(  ) Suspected Sleep Apnea     (   ) Witnessed Apneas during Sleep       (  ) Loud Snoring
(  )  Excessive Daytime Sleepiness          (   ) Choking/gasping/gagging during sleep

(  )  Morbid Obesity                           (    )  Obesity-Hypoventilation Syndrome    

(  )  Car Accident due to Excessive Daytime Sleepiness     (   )  Morning Headaches
(  )  CPAP Titration Study     (   ) Previous Upper Airway Surgery for Sleep Apnea

(  )   Narcolepsy        (   )  Others:_____________________________________________
Sleep Study Types:  please check.
(   )  Please evaluate and treat as appropriate.

(   )  Diagnostic Sleep Study/ Polysomnograpy
CPT Code  95810

(   )  CPAP/BIPAP Polysomnography

CPT Code   95811
(   )  Others:  _______________________________________

CPAP= Continuous Positive Airway Pressure
BIPAP = BiLevel Positive Airway Pressure
I authorize  Onslow Medical Specialties Clinic  to  see  above patient  for further evaluation and treatment  of    sleep  disorders as stated above,   as a medical necessity.
Referring Physician Signature:___________________ Date:___________
123 Pompano Place Suite 100
Jacksonville, NC  28546





Sleep Study Date: ___________________ 
Time: ________
Sleep Consultation Date:______________
Time: ________

