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	SLEEP APNOEA

REFERRAL FORM
	
	HOSPITAL USE

Technician appointment date:  

……………….

Consultant appointment date: 
………………






	
	
	 Date of referral: 


	Patient NHS No: ....................................
Surname: ................................................
Forename: ...............................................
Address:
                  ................................................
Post code: ................................................
	DOB: .............................................................................
Age: ................................................................................
Hospital No: .................................................................... COMMENTS  \* FirstCap  \* MERGEFORMAT  COMMENTS  \* Lower  \* MERGEFORMAT 
Patient’s Telephone No: .................................................
Temporary address (if applicable): .......................................                                      

  .......................................................................................         



	Referring GP: ............................................
Registered GP: .........................................
GP’s Telephone No: ..................................
GP’s Fax No: .............................................
	GP Practice: ......................................................................
GP Practice Address: ........................................................
                     .......................................................................



	Epworth Questionnaire Score (must be more than 12 to meet criteria for referral) 
	

	Berlin Questionnaire domains positive (must have 2 or more to meet criteria for referral)
	

	BMI: .............................................................................

	Collar size: .......................................................................

	Patient experiences waking with choking / obstructive episodes: Yes   FORMCHECKBOX 
      No  FORMCHECKBOX 


	Alcohol intake (units/week): ........................................................

	Spouse has noticed frequent episodes of stopping breathing (although any snorer will have occasional such events, especially supine): Yes   FORMCHECKBOX 
      No  FORMCHECKBOX 


	Neck circumference over 17.5 inches (thus usually but not always overweight): Yes   FORMCHECKBOX 
      No  FORMCHECKBOX 


	Has weight loss and or alcohol reduction already been attempted: Yes   FORMCHECKBOX 
      No  FORMCHECKBOX 
                    

	Comments: (Other illnesses and medication): ...........................................................................................
.....................................................................................................................................................................
.....................................................................................................................................................................

.....................................................................................................................................................................

.....................................................................................................................................................................

......................................................................................................................................................................

.......................................................................................................................................................................
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