
I nsr!,J�e� R� 
PHONE: 519-410-5008 

FAX: 519-419-5201 

EMAIL: referrals@inspiair.ca 

REFERRAL FORM FOR DIAGNOSTICS, OXYGEN, & PAP THERAPY 

PATIENT INFORMATION 

Patient's Name: Address: 
M/F NUMBER STREET 

Date of Birth: 
yyyy MM DD CITY PROVINCE 

Health Card #: Telephone#: 
OHIP # VERSION CODE 

Next of Kin: Telephone#: 

DIAGNOSIS ROOM AIR ABGs (CHRONIC) 

D Pal liative □chronic 02 Need D Acute 02 Need 

Ox: 

Date: 
-------

MM DD 

PaC0
2 
-------

Sa0
2 

-------

OXYGEN THERAPY OXIMETRY TESTING 

pH 

Pa 2 

Hours of use per day: Testing on room air unles s specified otherwise: 
------------

APARTMENT 

POSTAL CODE 

-----

Nasal Cannula: _ __ _ _ _ _ _ _ _ __ (LPM) D Daytime Resting D Daytime Exertion D Nocturnal (Sleep)

REST EXERTION SLEEP 

Comments: ______________ _ Comments: 

XYGEN FUNDING PROGRAM 

D Long Term Resting Hypoxemia 

D Long Term Exertional Hypoxemia D IEA Included 

THERAPY 

---------------

D Pal liative Care (90 days) 

D Short Term Hypoxemia (60 days) 

Pressure: ______ cm H20 Comments: _____________________ _ 

PRESCRIBER SIGN OFF 

x __________ _ 

Prescriber Signature Prescriber Name Bil ling # 
D Physician D Nurse Practitioner

If completed by other,_: ____________________ _ Date: _______ _ 
NAME DESIGNA TION 

TELEPHONE# 

PrimaryCare Provider Name: ______________ _ 

Hospital/Clinic Name: 

Discover the lnspiAIR Difference 
55 Edinborough St Suite 130A, Windsor, ON NSX 3C3 

yyyy MM DD 
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