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Patient Referral for Oral Sleep Appliance for Treatment of a Sleep Disorder 

Patient Information (Please complete or attach face sheet with information) 

Patient Name:_____________________________________________________  Date of Birth: __________________________ 
 

Home Phone: _____________________________________    Work/Cell Phone: _____________________________________ 

Please provide the following items with your referral: 
 

□ Insurance information (if available) 
□ Baseline sleep study (not titration) 
□ Chart notes PRIOR to PSG discussing sleep issues 
 

CPAP History     CPAP Trial     Y           N                      How long on CPAP? ______________________ 

The patient has not been able to tolerate CPAP due to the following reasons: 

____Mask leaks ____Disturbed or interrupted sleep caused by the presence of the device 

____CPAP restricted movements during sleep ____Noise from the device disturbing my and/or bed partner’s sleep 
____CPAP does not seem to be effective ____Pressure on the upper lip causing tooth related problems 

____Has latex allergy  ____Has an unconscious need to remove the CPAP apparatus at night 

____Claustrophobic associations ____Discomfort caused by the strap or headgear  

____Not able to get the mask to fit properly ____ Other _________________________________________________ 
 

 

Patient’s Diagnosis       Comorbidities     Y         N                     

   
____  G47.33 Obstructive Sleep Apnea (only Dx insurance will cover)  ____ Hypertension 
____ Other Diagnosis: ______________________________  ____ Insomnia with Sleep Apnea 
  ____ Malaise & Fatigue NEC 
  ____ Hypoxemia 
  ____ Other: ___________________________ 

  Patient is being referred for evaluation and fitting of a medically necessary oral sleep appliance (E0486) as indicated.  
The patient will be asked to return to provider’s office for consideration of objective follow up after the appliance has been 
clinically titrated. 
 

 
Referring Provider (print name): ________________________________________________ 
 
 

Referring Provider Signature: __________________________________________________       Date of Order: __________________ 
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