
 
 
 

 
 
 
 
 

 
 

 
Sleep Medicine     Neurology & EMG 
SOE AUNG, MD     MICHAEL HUMMER, MD 
Dental Sleep Medicine    IRIS WINGROVE, MD 
CAROL LARUE, DMD    SOE AUNG, MD 

 
PATIENT INFORMATION    

 
Patient Name:  _____________________________________ DOB:  _____/_____/_____ Date of Order:  _________________ 
 
Cell Phone:  (____) _____________ Home Phone:  (____)_____________ Work:  (____) _____________ 

 
Address:  _____________________________________________ City:  _______________________ Zip Code:  _______________ 

 
Primary Insurance:  _________________________ Phone:  (____) ____________ ID#   _______________ Group#   ____________ 
 
Secondary Insurance:  _______________________Phone:  (____) ____________ ID#   _______________ Group#   ____________ 

 

ORDER   
Sleep Medicine                  Neurology                                                
□   Sleep Consultation      □   Neurology Consultation                             
□   Diagnostic PSG       □   Routine EEG 
□   Split Night PSG (Diagnostic & Titration – same night if indicated) □   Video EEG Monitoring  
□   CPAP/BiPAP Titration          □   Neuromuscular Consultation 
□   MSLT (Multiple Sleep Latency Test) Preceded by PSG               □   Botox injection (spasticity / movement disorders / headaches) 
□   CPAP/BPAP Set-up (----------------------cmH2O)  □   EMG / Nerve Conduction Studies  
□   Oral appliance (Mandibular Advancement Appliance)        Instruction/site of Study: ____________________________ 
□   Notes: _____________________________________         □   Notes: __________________________________________ 
 

DIAGNOSES / SYMPTOMS / REASON FOR REFERRAL 
   

□    ______________________________________________ □    ______________________________________________ 
 
□    ______________________________________________ □    ______________________________________________ 
 

PROVIDER’S SIGNATURE AND CONTACT INFORMATION 
 
Physician Signature:  __________________________________________________  Date:  _______________________ 
 
Referring Physician Name:  _____________________________________________  Phone:  ______________________ 
 
Address:  ___________________________________________________________  Fax:  ________________________ 

PLEASE FAX ORDER TO (512) 682-6299 

Austin Neurological Institute 
& 

Austin Sleep Disorders Center 
Accredited by American Academy of Sleep Medicine 

     Comprehensive Quality Care in Austin 
 

711-E1 West 38th Street | Austin, TX  78705 | (512) 477-5337    
www.austinsleepmd.com       www.austinneuromd.com 

 

http://www.austinsleepmd.com/
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