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214-614-4277

TREATMENT ORDER
Patient Name: Physician :
Patient Email: Physician
Phone# :
DOB: NPI:
Patient Phone# : HCPC Code:
Treatment Indications for Prescribed PT:
0 G47.33 Obstructive Sleep Apnea
Type of Treatment (Select All that apply):
[JHome Sleep Study [ Oral Appliance
[JPositive Airway Pressure [JCombination Therapy

Select All that apply to the prescribed patient:
[CJCPAP intolerant
[JComplimentary OX
[JAHI or RDI greater than or equal to 30 events per hour.

CJAHI or RDI greater than or equal to 15 events per hour with a minimum of 30 events.

CJAHI or RDI greater than or equal to 5 and less than or equal to 14 events per hour with a minimum of

the following (select at least one):

[CJExcessive Daytime Sleepiness Oimpaired Cognition
OOMood Disorders [ Insomnia
[OHypertension [Diabetes
Oischemic Heart Disease [JHistory of Stroke

Chief Complaint/ Patient Notes:

~sleep study attached

Physician Signature ( NO STAMP )

please attach any clinical notes prior to the sleep study, blood work, and/or additional information that

may be helpful
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