
PATIENT INFORMATION

PHYSICIAN INFORMATION

TREATMENT DEVICES/SUPPLIES DIAGNOSIS

Patient Name: ___________________________________ DOB: _____ /_____ /_____ Gender:   ❑ M   ❑ F

Address_____________________________ City____________________ State________ Zip: __________

Home Phone:  ( ____ ) ________________________Work Phone:  ( ____ ) _ ________________________

SSN:  _________ / _________ /_________                    Insurance Co: ________________________________                   

Name: ______________________ TEL:  ( ___ ) __________________FAX:  ( ___ ) _ ___________________

Physician UPIN #: ______________________________  NPI #: _ __________________________________

Physician’s Signature: ________________________________________ Date:_______________________

Please fax this SIGNED form ALONG with a copy of the patient’s
SLEEP STUDY REPORT(S), INSURANCE CARD, and FACE SHEET

to (866) 906-8198 or call us Toll-Free at (877) 7-SLEEP-7

❑ CPAP DEVICE

	 Pressure Setting:_____________________ CM H20

	 Mask Size/Type (If Known): _ _________________

❑ BI-LEVEL DEVICE

	 Pressure Setting:

	 IPAP_______________________________ CM H20

	 EPAP ______________________________ CM H20

	 Mask Size/Type (If Known): _ _________________

❑ HEATED HUMIDIFIER

❑ FULL REPLACEMENT SUPPLIES/ACCESSORIES   
	 Length of Need_________________ (99=Lifetime)

❑ OTHER (Please Specify): ______________________

❑ OBSTRUCTIVE SLEEP APNEA

❑ EXCESSIVE DAYTIME SLEEPINESS

❑ HYPERTENSION

❑ PULMONARY HYPERTENSION

❑ CARDIAC ARRHYTHMIAS

❑ FATIGUE

❑ STROKE

❑ DOCUMENTED ISCHEMIC HEART DISEASE

❑ OTHER (Please Specify): ______________________

(Please Check) (Please Check)

Revised 02/2008

DURABLE MEDICAL EQUIPMENT PRESCRIPTION

Please Fax To:
(866) 906-8198

Advanced
SLEEP MEDICINE SERVICES, INC.

“Better Sleep for a Brighter Tomorrow”


