
   

m-Health Solu-ons 
Phone: 1-844-636-0180 
70 Frid Street, Unit 3 Hamilton, ON L8P 4M4 
info@mhs.healthcare 
www.m-healthsoluGons.com  

 
Please select: 
o Home Sleep Test only o Home Sleep Test followed by ConsultaGon (if necessary) 

 

 

PATIENT INFORMATION 
Name  Gender  

Address  

City  Postal Code  

Phone #  Other #  

Email  

Health Card #  VC  DOB  

CC Provider Name  Fax/Email  

REASON FOR REFERRAL 
 

o R/O Sleep Apnea 
o Witnessed Apneas 
o Other: 

 
o Snoring 
o Insomnia 
o Morning Headaches 

 

 
o Excessive Day-me Sleepiness 
o Restless Legs/ Leg Cramps 
o Obesity 

 

Special Instruc-ons:     ______________________________________________________________ 
Medica-ons/Allergies: ______________________________________________________________ 

REQUESTING PHYSICIAN INFORMATION 
Reques-ng Physician  CPSO #  

Address  Billing #  

Phone #  Fax #   

Physician Signature  Date  

SECONDARY PROVIDER INFORMATION 
Secondary Provider  Fax #  

Note: We must be in contact with your paGent to confirm their shipping address & collect payment prior to 
mailing the device. 

  HOME SLEEP TEST
 FAX: 1-888-636-0181

info@mhs.healthcare

mailto:info@mhs.healthcare
http://www.m-healthsolutions.com/
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