Ontario Email: info@ontariosleepcare.ca
SIe ep Fax: 905-878-0660
c are CPAP Toll Free: 1-844-823-0685

Sleep Services Referral Form

This facsimile contains PRIVATE AND CONFIDENTIAL INFORMATION, INCLUDING PERSONAL HEALTH INFORMATION, intended only for the use of addressee(s). If
you are not the intended recipient, you are hereby notified that any dissemination or the copying of this communication is strictly prohibited. If you received this
facsimile in error, kindly notify ONTARIO SLEEP CARE immediately at the telephone number listed above, and either destroy the original or return to us at the

address above via postal service.

Patient Information
First Name Sex

Last Name
M F

Address City Prov Postal Code

Daytime Telephone Other Telephone Date of Birth

Diagnosis

O PAP Trial (Auto-Titration device) D PAP Device Purchase

Min Pressure cmH20
Max Pressure cmH20

OPAP Therapy - Fixed Pressure cmH20

Max Pressure cmH20

OAPAP Therapy - Min Pressure cmH20

OBI-LeveI Auto Therapy - IPAP cmH20 EPAP cmH20 Other

FFM Patient Choice

O PAP Mask & Accessories - Nasal Mask Nasal Pillows

D Oximetry Overnight Screening

Notes:

Referrer Information

Physician Name Tel Fax

Date Physician Signature

CONSIDERED A VALID PRESCRIPTION WHEN SIGNED BY A PHYSICIAN

CONFIDENTIAL PATIENT INFORMATION
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