
ORDER FOR SLEEP STUDY 

 

Cardinal Sleep  
2610 N. Glenstone Ave 
Springfield MO 65803 

 
Patient name: __________________________________________DOB:__________________ 
 
Address: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
State: _________________________________Zip Code: _______________________________ 
Home Phone: __________________________ Cell Phone: _____________________________ 
Social Security #: _______________________________________________________________ 
 
Sex:    M     F       Height: ________” Weight: _________ BMI: __________ Neck: __________ 
 
Epworth Score (if available): ______________ 
 
History (check all that apply): 
Obesity _____      Observed 
Apnea_______________ 
Depression________     Morning dry mouth_____________ 
Hypertension_______     Morning headaches_____________ 
Type II Diabetes______    Awakening gasping for air________ 
Snoring______      Enlarged tongue________________ 
Acid reflux_______     Narrowed airway_______________ 
 
Diagnostic orders: (check desired test) 
 
HOME SLEEP TEST________________ 
 
PSG/SPLIT  ________________ CPAP/BIPAP TITRATION:___________________ 
 
Provider signature:  ___________________________________________Date: ____________ 
 
Provider name: ________________________________________________________________ 
 

 
 
   


