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NYU Sleep Disorders Center Physician Referral Form 

*FOR PHYSICAN USE ONLY 
 

 
You may send us the form (and, if possible a recent EKG and blood work) via: 
Fax:   212-562-4677 
Email: Sleep@nyumc.org 
Mail:  NYU Sleep Disorders Center, 462 First Avenue, Room 7n2, New York, NY 10016 
 
 
Patient Name 
(first, last) 

  

Address:  

Day Phone :  
Cell Phone:  
Evening Phone:  
Date of Birth:  
Social Security #:  
Gender:  
Insurance:  ID# 
Primary 
Complaint: 

 Snoring 
 Gasping/choking during sleep 
 History or suspicion of Sleep Apnea 
 Sleepiness/fatigue 
 Twitching/jerking or kicking of limbs during sleep 
 Pre-operative evaluation 
 Insomnia 
 Narcolepsy 
 Other 

Other Medical 
Problems: 

 

Medications:  
 
 

Referring Physician Information: 
 
Name: _____________________________________________________________________ 
 
Specialty: _____________________________________________________________________ 
 
Phone #: _____________________________________________________________________ 
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