
SAN FRANCISCO SLEEP DIAGNOSTICS 
WWW.SFSLEEP.COM 

2001 UNION STREET, SUITE 250 
SAN FRANCISCO, CA 94123-4107 

T: 415-359-9999 F: 415-359-9998 

THANK YOU FOR YOUR REFERRAL! – SAN FRANCISCO SLEEP DIAGNOSTICS – 2001 UNION STREET, SUITE 250 
TELEPHONE: 415-359-9999 FAX: 415-359-9998 

PATIENT NAME: DOB: 

E-MAIL:

PHONE: ALTERNATE PHONE: 

HEIGHT: WEIGHT: GENDER: 

PLEASE FAX THE FOLLOWING INFORMATION TO (415) 359-9998: 
1. THIS FORM

2. COPY OF INSURANCE CARD

PLEASE TELL US ABOUT THIS PATIENT – PLEASE CHECK ANY & ALL THAT APPLY

           WITNESSED APNEA    SNORING     GERD     SLEEP DEPRIVATION RELATED COGNITIVE IMPAIRMENT 

             SLEEP TALKING     SLEEP WALKING         SLEEP EATING            INSOMNIA 2° TO RESTLESS LIMBS 

         OBESITY  NONRESTORATIVE SLEEP    EXCESSIVE DAYTIME SLEEPINESS   TROUBLE CONCENTRATING 

 GRINDS TEETH   FREQUENT AWAKENINGS    MORNING HEADACHES         FREQUENT URINATION 

GASPS FOR AIR       SLEEP PARALYSIS         HIGH BLOOD PRESSURE          TYPE-2 DIABETES 

     UNWANTED NAPPING         WEIGHT GAIN              JERKS OR MOVES LEGS DURING SLEEP    FAMILY HX OF OSA 

       OTHER: _________________________________________________________________________________ 

PSG (DIAGNOSTIC SLEEP STUDY)  

DIAGNOSTIC SERVICES ORDERED: 
CPAP (TITRATION STUDY)

FOLLOW-UP: 

UNLESS OTHERWISE REQUESTED BY THE REFERRING, OUR POLICY IS TO COMPLETELY MANAGE A PATIENT’S SLEEP HEALTH WHILE 

KEEPING THEIR REFERRING PHYSICIAN CONTINUOUSLY INFORMED OF THE CARE PLAN AND THE PATIENT’S PROGRESS ALONG THAT 

PATH – THIS CARE IS PROVIDED BY IN-HOUSE PHYSICIAN WHO IS AN  AMERICAN BOARD OF SLEEP MEDICINE DIPLOMAT  

ORDERING PROVIDER: 

ADDRESS: PHONE: 

OFFICE CONTACT PERSON: FAX: 

PROVIDER SIGNATURE: DATE: 
I certify that the above ordered diagnostic test(s) is/are medically indicated and in my opinion is/are reasonable and necessary with 

reference to the standards of medical practice and treatment of this patient’s condition.
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