
 

 

 

 

Referral Request Form 
Fax to 888-491-5348 

 
Patient Name: _________________________________________ DOB: ____________ 
 
Patient Telephone (H): ____________  (W): ____________  (Cell): ____________ 
 
 Primary Insurance Co.: _________________________ 
 
 Secondary Insurance Co.: _______________________ 
 
Referring Physician (print name): _______________________________________ 
 
Physician Address: __________________________________________________ 
 
Physician Tel: ______________________ Fax: _________________________ 

 
Reason(s) for referral 

!  Obstructive Sleep Apnea  !  Restless Legs Syndrome 
!  Narcolepsy    !  Insomnia 
!  Other________________________________________________________ 

 
Physician Signature: _________________________________ Date: ______________ 

 
Please select preferred office location for referral: 

 
!  Dublin Office 

4975 Bradenton Ave. 
 (Off of I-270/Tuttle Crossing and 
 Frantz Road.) 
 
!  New Albany Office 

7277 Smith’s Mill Rd. 
 (Take Johnstown Road or  
 Rt 62 exit just north of Rt 161) 
 

   !  Either office or first available 


