
Fatigue and Sleep Apnea Requisition

Last Name:
First Name:
Sex:      M       F       Other   l   Date of Birth (mm/dd/yy):
Address: City:
Postal Code: Province:
Phone: Email:
Personal Health #:

□ Please forward screening results to treating physician. (If checked please include the following information)
Name:                                                                                                           Fax: Clinic: 

Patient Information (complete or affix label)

Diagnostics and Treatment

□ Sleep Apnea/SDB Diagnostics (HSAT)¹

□ CPAP Treatment (requires a record of diagnosis)

□ Reassessment of CPAP Treatment

□ Oral Appliance Therapy Consultation

□ Pre/Post Surgical or Oral Appliance Therapy HSAT *

Behavioural Change

□ Insomnia Treatment5 *

□ Registered Dietitian Services³ *

□ Registered Psychologist Services4 *

□ Pulmonary
Function Test

□ Spirometry □ Arterial Blood
Gases

Other Diagnostics

Referring Physician / Practitioner Information 
(complete or affix label)

Name:
Practitioner ID:
Date:
Fax:
Phone:
Clinic:

Medical HX / NotesAuthorization

* Considered a prescription when signed by an authorized physician/practitioner

HSAT with independent specialist interpretation to confirm or rule out SDB diagnosis. Treatment may include CPAP, OAT, positional therapy, and/or referral to a sleep specialist - if indicated.

psycho-social, and/or physical factors. Patient to consult with an independent medical doctor, and receive therapeutic recommendations/treatment. CPAP, OAT, dietitian 
services, referral to a registered psychologist, insomnia treatment including CBTi, sleep hygiene education, and/or referral to a specialist - if indicated.
3. Registered dietitian services specializing in weight concerns, eating disorders, menopause, shift work, chronic disease, gastrointestinal issues, and other medical concerns.
4. Registered psychologist services specializing in insomnia therapy, anxiety, depression, cognition, behavioural change, and other factors contributing to fatigue and wellness.
5. May include sleep hygiene education, sleep coaching, CBTi, referral to a registered psychologist, and/or referral to a sleep specialist - if indicated.
* May include Fee for Service Options. Insurance health benefits often cover the cost of private services.

Fax: 587.387.3235

Phone: 403.313.5424

referral@rebelsleep.ca

rebelsleep.ca

Physician / Practitioner Signature

1-888.815.6035

HSAT with independent specialist interpretation to confirm or rule out a diagnosis. 
Includes a prescription for treatment, which may include CPAP, Oral Appliance, 
Positional, Lifestyle, and/or a referral to a sleep specialist. - if indicated.

The Ministry of Health HSAT form must 
be used for sleep apnea testing in BC. 
Some additional provincial restrictions 

may also apply.
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