
AASM Accredited Sleep Center      

Insurance & Study Request Form 
 
Patient Name: First: ________________MI:______Last: _________________________Sex: ______Male_____Female 
 
Address: ______________________________________City: __________________State________ Zip: ___________ 
 
Phone: (H) ____________________(W) ___________________Date of Birth: ____/____/____SS#: _______________ 
 
Requesting MD:________________________________Primary Care MD: ___________________________________ 
 
Phone: ________________________________________Fax: ______________________________________________ 
 

Please submit a photocopy of the patient’s insurance card (FRONT & BACK) 
  
Requesting MD contact person:____________________________ Insurance ID#: ___________________________   
 
Primary Ins. Carrier _______________________________Secondary Ins. Carrier____________________________ 
 
Insurance contact person: _____________________________________ Phone #: _____________________________ 
 
Pre-Certification #: ___________________________________ Date of Precertification: ____/____/____ 
 
Test Requested: 
 
__Polysomnography (PSG)                             __Polysomnography (PSG) with Seizure Montage 
__ Polysomnography (PSG) with Multiple Sleep Latency Test (MSLT) 
 
__Split-Night Study 
__CPAP Titration                              __CPAP Re-titration 
 
      
PHYSICIAN SIGNATURE: ______________________________________________________ Date: ____/____/____ 
 

Office Use Only 
Test Scheduled: 
 
__Polysomnography (PSG)                         __ Polysomnography (PSG) with Seizure Montage 
__Polysomnography (PSG) with Multiple Sleep Latency Test (MSLT) 
 
__Split-Night Study 
__CPAP Titration                           __CPAP Re-titration 
 
                                                                                                             
Date of study: _______________________________   
 
 
Assigned Medical Record #: _______________________           Approved by:___________________ ____/____/____ 

 
255 Lafayette Avenue, Suffern, New York 10901  Tel: 845/368-5510  Fax: 845/368-5516 Good help to those in need. 
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