- REFERRAL FORM FOR THE ASSESSMENT
! LE:S'FS:\),‘A'E’ OF ORAL APPLIANCE THERAPY FOR
SNORING/OBSTRUCTIVE SLEEP APNEA

Dr. Sylvie Renoir, Dentist Midtown Sleep + Airway Clinic
Certified Provider for Obstructive Sleep Ph: (587) 442-8527

Apnea and the Management of Sleep- Fax: (123) 436-7890

Disordered Breathing, with a Special info@mtsleep.ca

Interest in Dental Sleep Medicine.
Suite #1020, 5555 Calgary Trail NW.,

Clark Builders Place Edmonton, AB T6H 5P9

[] Assess patient for treatment of Primary Snoring

[] Assess patient for treatment of Obstructive Sleep Apnea

[] Patient has not been able to tolerate CPAP

[] Patient prefers to use Oral Appliance Therapy (OAT)

[0 Patient requests oral appliance for occasional wear in addition to CPAP
[0 Patient needs CPAP and oral appliance

[] Other:

Note: If available, please send sleep study including data pages with referral.
Dentists can play an important role in your The patient will be referred back to you
chain of care. We will perform a thorough for follow-up evaluation if they elect oral
evaluation and consultation with the patient  appliance therapy, or you will be contacted if
on the benefits and limitations of oral they decline or are if they are not a suitable
appliance therapy. candidate.

Patient Information:

Name: Phone:

Address: Email:

Referred By:

Name: Clinic:

Phone: Fax:

Email: Signature:
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