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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 #

Spirometry

Arterial Blood Gas (ABG)

<60 PaO  start O

Medical Hx / Notes:

Snoring Hypertension Diabetes Cardiovascular Disease

Name: Clinic:Fax:

May include CPAP Treatment, Oral Appliance, 
As Indicated

CPAP Treatment
Requires previous diagnosis

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

Other

Last Name:
First Name:

(mm/dd/yy):
Address:

Email:
Health Card #:
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(403) 526-0208
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(403) 526-0208

MEDICINE HAT SOUTH
#303, 2810  -13 Ave SE

Medicine Hat, AB
(403) 526-0208

MEDICINE HAT NORTH
536A Rutherford St NW

Medicine Hat, AB
(403) 526-0208
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