
 

 

REFERRAL FORM 

Sultan Niazi, MD, Deborah Risa, NP-C, Katherine O’Toole, NP-C 
2417 S Berkshire Drive 

Goshen, IN 46526 
Phone: (574)534-9911 

Fax: (574) 534-6915 
 

NAME:_____________________________________________________ SEX:_____________ 

ADDRESS:____________________________________________________________________ 

CITY:_____________________________ STATE:___________________ ZIP:______________ 

PHONE:___________________________ CELL:_________________________ 

DATE OF BIRTH:_________________________ 

REFERRING PROVIDER:__________________________________________________________ 

PHONE:__________________________________ FAX:________________________________ 

INSURANCE:___________________________________________________________________ 

REASON FOR CONSULT:__________________________________________________________ 

_____________________________________________________________________________ 

• SLEEP CONSULT- evaluate and treat 
• SLEEP STUDY 
• ALLERGY CONSULT 
• ALLERGY TESTING 

In addition to this form please send the following: 

• Demographic sheet 
• Office notes 
• Insurance card(s) 
• Any sleep studies (if patient has had prior studies) 

 

 


