McLAREN FLINT SLEEP DIAGNOSTIC CENTER
ENCOUNTER FORM

Referral Date: Packet Mailed:

INSURANCE: Group #:

Contract Number:

SPECIAL INSTRUCTIONS:

TEST #1 TEST #2 SCHEDULING NOTATIONS
Test Ordered
Scheduled Date
Arrival Time
Bedroom Used
Technician
Patient:
DOB: SS #: Ref Phys:
Address: Phys Phone #:
Phys Fax #:
Home Phone: Att. Phys:
Alt. Phone #: Alt. Phys. Phone #:
Alt. Phys. Fax #:
EPSS: Height: Weight: AHI:

Interpreting Physician:

PT.

1] —
ENCOUNTER FORM

17556 (7/14) 025B DR.




