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infroducing my patient

Patient Name (First) Patient Name (Last)
DOB (MM/DD/YY) Phone Number Email Address
Address

clinical indicators for referral

Additional Comments
[] Loud Snoring [] Fatigue [] Bruxism

[] Daytime Sleepiness  [] Insomnia [] CPAP Intolerance

[] Witnessed Apneas [ Hypertension [] Adjunct to CPAP

dental clearance for oral appliance therapy

For effective freatment of obstructive sleep apnea, the patient should have good oral health determined by the following criteria:

[] Patient does not have significant restorative treatment needs (] Patient has had a dental exam, radiographs, and dental

cleaning/periodontal maintenance in the past 12 months
[] Patient is periodontally stable, maintained, and healthy

Last Dental Exam (MM/DD/YY):

If the patient does not meet these criteria, please list outstanding treatment and dates scheduled or any concerns you may have:

referring dentist / dental provider

First Name Last Name Credentials
Office Address

Phone Fax

Signature Today's Date

Please fax the completed referral form to (541) 844-1370 or send via secure email to
care@eugenedentalsleep.com. If you have any questions, please contact our office at 541-844-1517



