
OXYGEN

Oxygen Therapy
Maintain SpO  > 89% | +/- ABG, PFT, HSAT, Exercise 
Oximetry as required by AADL Funding

Assess Oxygen Requirement

Name:
Signature:
Prac ID:
Date:
Fax Mandatory:
Phone:
Clinic:

Clinic Stamp Including Fax #

DIAGNOSTICS 

Complete Pulmonar Test

Spirometry

Arterial Blood Gas (ABG)

<60 PaO  start O

Medical Hx / Notes:

Snoring Hypertension Diabetes Cardiovascular Disease

Please forward screening results to trea hysician. (If checked please include the following informa

Name: Clinic:Fax:

SLEEP & RESPIRATORY REQUISITION 
Sleep Diagnos cs & Therapy | Oxygen Therapy | Pulmonary Diagnos cs

Please confirm receipt of fax

Phone: (403) 217-5337 | Fax: (403) 243-7058

Sleep Apnea & Snoring Diagnos
Interpreted Home Sleep Apnea Tes ng (HSAT Level III)
May include CPAP Treatment, Oral Appliance, 
As Indicated

CPAP Treatment
Requires previous diagnosis

Re-assessment of Treatment
May include HSAT. CPAP treatment - As Indicated

Oral Appliance Therapy Consulta

Other

SLEEP - NO COST AT HOME SLEEP TESTING

Pa ent LabelLast Name:
First Name:
Sex  □ M   □ F  |  Date of Birth (mm/dd/yy):
Address:

City:
Phone (Day
Email:
Health Card #:

Postal Code:

rhscanada.com
Virtual Care Appointments Available

□ Home Oxygen Assessment
Oxygen Services available to pa ents with Extended
Health Benefits or Private Payees.

OXYGEN

Medical Hx / Notes:

Snoring Hypertension Diabetes Cardiovascular Disease

SLEEP - NO COST AT HOME SLEEP TESTING

□ Sleep Apnea & Snoring Diagnos cs 
Interpreted Home Sleep Apnea Tes ng (HSAT Level III.)
The pa ent will require a CPAP machine and mask for 
sleep apnea to use on a permanent basis if the 
results are posi ve. 

□Direct to CPAP
Requires previous diagnosis

□ CPAP Re-assessment
May include HSAT, CPAP Trial / Treatment - As Indicated

Referring Physician/Prac oner Informa on
Name:
Signature:
Prac ID:
Date:
Fax Mandatory:
Phone:
Clinic:

Clinic Stamp Including Fax #

Please forward screening results to trea ng physician. (If checked please include the following informa on):

Name: Clinic:Fax:

Please confirm receipt of fax (op onal)

□ Oxygen Therapy
  Prescrip on
□ @ ________ LPM - Dura on ________
□ Maintain SpO2 > 89% 

Pa ent Label

Pa ent Informa on
Last Name:
First Name:
Sex  □ M   □ F  |  Date of Birth (mm/dd/yy):
Address:

City:
Phone (Day me):
Email:
Health Card #:

Postal Code:

rhscanada.com
Virtual Care Appointments Available

SLEEP & RESPIRATORY REQUISITION
Sleep Diagnos cs & Therapy | Oxygen Therapy | Pulmonary Diagnos cs

Phone: (604) 630-1212 | Fax: (604) 630-0100
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Airdrie

Calgary NE

Calgary NW

Calgary
Seton

Calgary
SW

Okotoks

CALGARY SW
2439  - 54 Ave SW, #12

Calgary, AB 
403-217-5337

3
CALGARY NE

1011 - 53 Ave NE
Calgary, AB 

403-217-5337

7 8
OKOTOKS

31 Southridge Dr, #161
Okotoks, AB 

403-217-5337

P: (866) 374-0202
rhscanada.com

AIRDRIE
28 Gateway Dr NE, #227

Airdrie, AB 
403-217-5337

1
CALGARY NW

60 Crowfoot Cres NW, #102
Calgary, AB 

403-217-5337

2

4

CALGARY SETON
Inside Rocky View Medical

Calgary, AB, 
403-217-5337

6

11
BROOKS W *

220  - 4 St W
Brooks, AB 

877-526-0208

9
LETHBRIDGE *
542  - 7 St S. #102

Lethbridge, AB
403-328-1190

MEDICINE

 

HAT *
536A Rutherford St NW

Medicine Hat,  AB
403-526-0208

BROOKS E *
620 Cassils Rd E

Brooks, AB 
877-526-0208

10

*LOCATIONS ARE NOT ON MAP

 5
AVENIDA PLACE*

12100 Macleod Trail SE #222
Calgary, AB  

403-217-5337

7

6
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