
SLEEP CONSULT REFERRAL 
Pediatric Sleep Medicine Services 

To request a new outpatient evaluation, please fill out this form and fax to 
(585) 785-9901. A member of our team will contact you in a timely manner. 

Patient Name:            

MRN #:       DOB :  SEX :    

Referral Number (if needed):          

Address:          

City:      State :  ZIP: 

Mother’s Name:     Father’s Name:   

Home Phone:    

Work Phone (Mother):    Work Phone (Father):   

PCP First and Last Name:          

Reason for referral: 

❑ Nightly snoring ❑ Nocturnal hypoxemia ❑ Chronic respiratory insufficiency 

❑ Delayed sleep phase syndrome ❑ Difficulty initiating/maintaining sleep ❑ Insomnia 

❑ Bedwetting ❑ Nightterrors/sleepwalking    ❑ Nightmares 

❑ Other    

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  

Referring Physician:     
(Please print clearly) 

 Phone:    Fax: 

Referring Physician Signature:      Date: 

Thank you. 

Strong Sleep Disorders Center 
2180 South Clinton Ave. 
Rochester, NY 14618 
Phone: (585) 340-8949 |  Fax: (585) 785-9901 




