
The personal information collected on this form is collected under the authority of the Personal Information Protection Act. The personal information is used to provide medical services requested on this referral. The information collected is used for quality assurance

management and disclosed to healthcare practitioners involved in providing care or when required by law. Personal information is protected form unauthorized use and disclosure in accordance with the Personal Information Protection Act and when applicable the Freedom of 

Information and Protection of Privacy Act and may be used and disclosed only as provided by those Acts. 

PATIENT INFORMATION

Address

First Name

Allergies and Medications

Date of Birth (DD/MM/YYYY)

Yes No

Community

Last Name

Primary Contact Number

Patient History, Reason for Referral, and Comorbid Conditions 

PHN 

Email

Name (printed)

Territory/Province

Clinic Name and Fax Number

Gender

Height (in)

Postal Code

Weight (lb)

REFERRING PRACTITIONER

Safety Critical Occupation - If Yes, please provide detail in Patient History

(e.g. truck, taxi, bus drivers; airline/marine pilots; emergency personel; construction workers; ect.)

DIAGNOSTIC / REFERRAL DECISION PATHWAY

Does the patient have an increased risk of moderate-to-severe OSA as indicated by the presence of excessive daytime
sleepiness or fatigue and at least two of the following three criteria?

A patient with an increased risk of moderate-to-severe OSA should be sent for a Home Sleep Apnea Test (HSAT), unless one or
more of the following HSAT exclusion criteria apply (any one item precludes HSAT):

Chronic / regular opiate medication use.

Significant cardiopulmonary disease (e.g. history of stroke, heart failure, moderate-to-severe lung
disease) or requires continuous home oxygen.

Patient has had 2 pevious negative or equivocal HSAT.

Children < 16 years old.

Inability to complete necessary steps for self-administered HSAT (e.g. cognitive, physical, or other

barriers)

Witnessed apneas or gasping or choking

Habitual loud snoring

Diagnosed hypertension

DECISION AND SIGNATURE

Yes No

If Yes, please forward referral directly to (867) 675-0018 
If No, patient should be referred to a sleep disorder consultant specialist

X

Is patient eligible for HSAT?

Referring Practitioner Signature Date signed (DD/MM/YYYY)

REFERRAL FOR HOME SLEEP
APNEA TEST (HSAT)

205 Utsingi Dr, Yellowknife, NT
Phone: (867) 920-2555

Fax: (867)675-0018
info@northcair.com


