
Date:
Last

Patient’s Name:
First

PHN#: Date of Birth: Gender:  M            F 

Address:

Diagnosis:

Comments:

Patient Referral Form
Please Fax To: (403) 457-1288

Dream Sleep Respiratory

Unit 222, 5149
Country Hills Blvd. NW

Calgary, AB T3A 5K8

Tel: 403.457.1127
Fax: 403.457.1288
www.dreamsleep.ca

Tel: (Home) Tel: (Work)

City: Postal Code: Email:

1 Sleep Study (Level-3) with respirologist interpretation and intervention as per Respirologist Directive 
  (May include – CPAP Trial, Treatment, or Oral Appliance)
2 May require Level 3 Sleep Study
³ Flow volume loop, lung volumes, diffusion capacity and oximetry
⁴ Flow volume loop and oximetry

TEL: FAX:

PHYSICIAN: SIGNATURE:

Note: Please be advised that patients referred for pulmonary function testing will be asked unless otherwise 
directed by referring physician to not use bronchodilators Ventolin (Salbutamol, Airomir), Bricanyl , Formoterol, 
Salmeterol, Advair, Symbicort, and Atrovent for at least 4 - 6 hours prior to the test, and not to use Spiriva 48 hours 
prior to testing. Patients should not smoke or use any caffeine for at least 4 hours prior to testing.

Level 3 Sleep Study 1

CPAP Reassessment

CPAP Trial

Dental Appliance 
Therapy Assessment 2

Sleep Therapy 
and 
Diagnostics

Sidestream Nebulizer Aerochamber & TeachingMedication/
Aerosol Delivery

Complete Pulonary Function Testing³ Spirometry Testing⁴

Query Lung Disease

Evaluate Lung Disease

Pre-Operative

Chronic Cough

S.O.B.

I.L.D.

Patient Information or Patient Label

Reason For Test (Check all that Apply)

Pulmonary Function Testing

Query COPD or Asthma Amiodarone / 
or other drug use Other: _______________________

initiator:troy@dreamsleep.ca;wfState:distributed;wfType:email;workflowId:a44dccd5a87b9547b7d8604f2c440387
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