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GP Referral to Adult Sleep Disordered Breathing Clinic Royal Free London NHS Trust
Dear Colleague, 
Please complete the referral form below for all referrals to the Royal Free London Sleep Disordered Breathing clinic. Please note that we do not offer a service for non-respiratory sleep disorders (for example insomnia, narcolepsy, parasomnias etc...) 
Patient Information:
Surname
 FORMTEXT Surname 
NHS Number
 FORMTEXT NHS Number 
First Name
 FORMTEXT Calling Name 
MRN (if available)
 FORMTEXT      
D.O.B
 FORMTEXT Date of Birth 
Date of referral
 FORMTEXT Short date letter merged 
Address
 FORMTEXT Home Full Address (single line) 

Does the patient snore loudly?
Yes  FORMCHECKBOX   No   FORMCHECKBOX 
Does the patient feel tired or sleepy during the day?
Yes   No  
Has anyone observed the patient stop breathing during their sleep?
Yes   No  
Is the patient being treated for hypertension?
Yes   No  
BMI >35kg/m2?
Yes   No   
 FORMTEXT BMI
Age >50 years old?
Yes   No  
Neck circumference> 16 inches (40cm)?
Yes   No  
Male Gender?
Yes   No  
Screening questions: (please answer yes or no to the following questions)

Epworth Sleepiness Score:
How likely is the patient likely to doze off or fall asleep in the following situations, in comparison to feeling just tired? Use the following scale to choose the most appropriate number for each situation:
0 = would never doze
1 = slight chance of dozing
2 = moderate chance of dozing
3 = high chance of dozing
Situation
Chance of dozing (0=low, 3=high)
Sitting and reading
0  FORMCHECKBOX   1  FORMCHECKBOX   2  FORMCHECKBOX   3  FORMCHECKBOX  
Watching TV
0   1   2   3 
Sitting still in a public place (e.g. theatre, cinema or a meeting 
0   1   2   3 
As a passenger in a car for an hour without a break
0   1   2   3 
Lying down to rest in the afternoon when the circumstances allow
0   1   2   3 
Sitting and talking to someone
0   1   2   3 
Sitting quietly after lunch without having drunk alcohol
0   1   2   3 
In a car or bus while stopped for a few minutes in traffic
0   1   2   3 
TOTAL



Is the patient currently being investigated or treated for any of the following conditions?
(Please answer yes or no)
Ischaemic heart disease
Yes   No  
Diabetes mellitus
Yes   No  
Atrial fibrillation
Yes   No  
Hypothyroidism
Yes   No  
Cerebrovascular disease
Yes   No  
Epilepsy
Yes   No  
Neuromuscular Disease (e.g. MND)
Yes   No  

We currently triage urgent referrals in accordance with NICE guidance: (https://www.nice.org.uk/guidance/ng202/)
Is the patient an occupational driver?
Yes   No  
Is the patient currently pregnant?
Yes   No  
Is the patient undergoing pre-operative assessment for major surgery?
Yes   No  
Do they have non-arteritic anterior ischaemic optic neuropathy?
Yes   No  

Please attach a list of medications and current co-morbidities
 FORMTEXT Medication 

Please inform the patient that they may be contacted by the sleep and ventilation team to arrange testing prior to an appointment.  The sleep service is very busy and if the patient is not contactable or they do not undertake the testing within a pre-specified period, they will be discharged and require a re-referral.

Please confirm that the patient has been informed about the referral:  Yes   No   



Thank you

