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Tri-Hospital Sleep Laboratory West
COOKSVILLE COLONNADE
3024 HURONTARIO STREET, SUITE 208, MISSISSAUGA, ONTARIO L5B 4M4

Sleep Study Requisition                        DATE_ _________________________

Patient will be notified directly. Please fill in all information accordingly.

last name	 first name

date of birth	  Male	  female

address

	 postal code

phone (home)  (             )	 phone (work)  (             )

health card #	e -mail

Clinical Information

reason for referral	  urgent	  elective

 sleep study and consultation	  sleep study only 	  Consult only

clinical profile

relevant medical history

medications

allergies

previous study?      yes      no	 Date:

Referring Physician

name	signature

ohip billing #

address

	 postal code

telephone (             )	 fax (             )	e -mail

copy to

address

	 postal code

telephone (             )	 fax (             )	e -mail

sleep study appt.	 follow-up appt.

Dr. M. R. Goolam Hussain, MD, CCFP, FCFP, DABSM, FAASM – Medical Director

SL01 (12 17 09) REL

 SNORING/Sleep Apnea

	DAYTIME SLEEPINESS/Fatigue

 Morning Headaches

 non-restorative sleep

 COPD/Asthma

 Hypertension/CHF

 cpap Reassessment

 Mood Disorder

 Insomnia

 Sleep Walking/Narcolepsy

 Fibromyalgia/CFS

 Restless Legs/
Periodic Limb Movement

 Nocturnal seizure

Telephone: (905) 566-1010
Fax: (905) 566-0440

For Office use only

 NPSG

 CPAP Titration/Follow up
@ __________ cm

 BiPAP______ /______

 Servo-vent _____ /_____ /_____ 

 mslt/mwt         ETCO2

 TRIAGED___________________


