
   
 

   
 

 

PEDIATRIC OVERNIGHT NON-DIAGNOSTIC OXIMETRY REQUISITION 

Patient Information 

Surname: Given Name: 

PHN: DOB: Sex:    M    F 

Height: Estimate if unsure 

Cm___________ (or)  feet/In_____________ 

Weight: 

Lbs_______________(or)  Kgs____________ 

Parent/Guardian: Phone #: 

Address: City: 

Prov: Postal Code: 

 

Prescriber 
Name:  

Prescriber 
Signature:  

Date:  Phone:  

Forward Result to GP ? 
Yes (Fill 
below) No (Leave below blank) 

GP Details    

Dr Name  Clinic Name  

Clinical Observations (Completed by Dentist) 

Narrow / High-Arched Palate (V-shaped maxillary arch)    
Retrognathia / Micrognathia (Recessed or underdeveloped lower jaw)    
Tonsillar Hypertrophy (Enlarged tonsils - Mallampati/Brodsky Grade 3 or 4)    
Severe Dental Crowding / Anterior Crossbite    
Ankyloglossia (Tongue-tie restricting normal tongue posture)    
Severe Wear Facets (Indicative of sleep bruxism/grinding)    
Gingival Inflammation (Particularly localized to upper anterior teeth from mouth breathing)    

 



   
 

   
 

Sleep & Behavioral Symptoms (Completed by Parent or Guardian) 

Nighttime Symptoms 

Question Yes No Unsure 
Does your child snore loudly or frequently? (More than 3 nights a week)        

Have you ever noticed your child gasping, choking, or struggling for 
breath while asleep?        
Does your child sleep in unusual positions (e.g., neck hyperextended 
backward, sitting up, tossing and turning excessively)?        

Does your child frequently sweat heavily during sleep?        
Does your child breathe through their mouth while sleeping?        

Does your child wet the bed (and is older than the typical age for 
bedwetting)?        

 

Daytime Symptoms 

Does your child wake up unrefreshed, groggy, or complain of morning 
headaches?        
Is your child a habitual daytime mouth-breather?        
Does your child experience daytime sleepiness or seem easily fatigued?        

Has your child been diagnosed with, or exhibit signs of, ADHD, 
hyperactivity, or inattention?        

Does your child experience frequent emotional outbursts, irritability, or 
mood swings?        

 

Medical History & Medications 

Has the child previously had a tonsillectomy and/or adenoidectomy?        
Does the child have a history of chronic allergies, asthma, or nasal 
congestion?        
Has the child had any previous test or treatments to address this?       
Please List       

        
Is the child currently taking any regular medications?        
Please List       

        
 


