
PLEASE FAX ORDER ALONG WITH PATIENT DEMOGRAPHICS TO 

FAX: (866) 624-1411 
 

Any Questions Please Call (877) 202-1191 

DIAGNOSTIC TESTING ORDER FORM 

Patient Name: ___________________________________      Sex: M    F    DOB: ___________________ 

Address: __________________________________________________ City: ___________________________ 

State: ________________Zip: _________________________ Phone: _________________________________ 

Primary Insurance: ________________________________________ ID#: ____________________________ 

Secondary Insurance:  ______________________________________ ID#: ____________________________ 

Referral Office: __________________Phone: ___________ __Fax: ______________ Attn: _______________ 

Dx: __________________   Dx: ___________________ Dx: __________________ Dx: ___________________ 

Home Sleep Test 

 On Room Air               On Oxygen                One Night          Two Night  

Ht: _______      Weight: _______       BMI: _______        Neck Size: ______ (in.) Sleep Epworth Score: _______ 

DX:    G47.30      G47.33     G47.10     R09.02     Other:  _____________________________________   

Pulse Oximetry Test 

 Overnight Oximetry    Awake Oximetry     W/Oxygen @ _____ LPM     PAP Device   Other: _________ 

Rest and Exertion Test 

 6 Minute Walk Test @ ______ LPM    Conserving Device ______ Setting  Titrate Patient?  Yes  No 

Physician Name: ________________________________      NPI: _____________________________________ 

Phone: ________________________________________      Fax: _____________________________________ 

Physician Signature: ___________________________________        Date: _____________________________ 

  

  

  

    


