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  Premier Sleep Disorders Center

                     Sleep sound  (   Sleep safe  (  Sleep well

       111 N. Park, Victoria, TX 77901   (   (361) 572-9654  (  Fax:  (361) 573-7972

PATIENT NAME:_________________________________________

DATE:_____________________
TECHNOLOGIST:________________________________________

ORDERING PHYSICIAN:___________________________________

I understand that the above named physician who ordered this sleep study examination will receive a report and is responsible for informing me of the results and recommended treatment.  The recommended treatment will be under his/her supervision unless he/she chooses to refer the patient  to another physician with expertise in sleep medicine.


I also understand that if I am told that I have sleep apnea that requires treatment, several nights of treatment with nasal CPAP or BiPAP will be necessary before the full benefit is attained and I am at a decreased risk for sleep related accidents.  It is for this reason Premier Sleep Disorders Center strongly recommends that every patient make arrangements for someone to drive them home following the sleep study to avoid the risk of falling asleep while driving.

____________________________________   _____/_____/_____

Patient’s Signature






Date

_____________________ _______________  _____/_____/_____

Witness




Relationship

Date

If the patient is unable to sign, express consent, or is a minor, please complete the following:

_____  Patient’s condition is such that he/she is unable to sign.

Explain:________________________________________________________________________________________

______________________________________________________________________________________________

_____  Patient is a minor, _____ years of age.

______________________  ________________ _____/_____/_____

Signature of closet relative


Insured/Relationship
        Date

______________________  ________________ _____/_____/_____

Witness




Relationship

        Date

