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          Barker Sleep Institute
          Patient Referral Form

             Phone: (865)584-3850

                                                        Fax: (865) 342-0018 
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BarkerSleep

Medicine Professionals, PLLC



                                   Preferred location for patient to be evaluated & treated:

 □ Knoxville Location
            □ Sevierville Location    

                  
                1388 Papermill Pointe Way         1101 Fox Meadows Blvd. Ste. 101   
                                                              
                               Knoxville, TN 37909
            Sevierville, TN 37862                
                                           

        
                 

Date:___________________________
Name: ________________________________Guardian: ___________________________________________
Address: __________________________________________________________________________________                                                     

Home #:_______________________Cell#:  



 Work#: ____________________________         

Date of Birth: 


 Sex:   Male __    Female: __   
Symptoms/ Diagnosis: 





                         





Health Insurance:



                                     
 ID# 






Office Contact: 

            Office #: 




 Fax: 





Referring Physician Signature: ___________________________Referring MD’s NPI # ___________________
Office Address: 












                                     




                 PLEASE ATTACH A COPY OF  INSURANCE CARDS 
                   ****************** If Insurance requires a written referral from PCP Please include**************  
                                                                                        SLEEP INSTITUTE USE ONLY BELOW THIS LINE



Initial Consultation Scheduled for: Date: 

 Time: ___________BSI Contact Name: 
                              


Diagnostic Sleep Study Scheduled for Patient on: Date ________ Time:__________
              Therapeutic Sleep Study Scheduled for Patient on: Date _________ Time: _________

Appointment Date and Time Faxed to Practitioner: Yes______No______ Date and Time Faxed______________________________

Paperwork Mailed and Faxed to Patient: Yes________ No________ Date and Time Sent___________________________________

Unsuccessful Attempts to contact Patient:
1st call Date:________ Time:___________LM:___________________ Comments:_____________________________________
2nd call Date:________ Time:___________LM:___________________Comments:_____________________________________







