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 PRESCRIPTION FOR ORAL APPLIANCE THERAPY 

 Pa�ent : ______________________________   Date of Birth:  _____________________ 

 Pa�ent Phone Number: _________________________ 

 Pa�ent Signs & Symptoms: 
 _____ Chronic Snoring 
 _____ Poor Sleep Quality 
 _____ Witnessed Apneas 
 _____ Gasping or Choking at night 
 _____ Day�me Fa�gue 

 _____ Nigh�me GERD 
 _____ Headaches 
 _____ Sleep Bruxism 
 _____ Anxiety or Depression 
 _____ Other _____________________ 

 _____ The pa�ent is unable or unwilling to tolerate PAP therapy. 

 Diagnosis 
 ___ The pa�ent has been diagnosed with Obstruc�ve Sleep Apnea, Adult/Pediatric G47.33 (  mild moderate severe ) 

 ___ Other: _________________________________________________________________________________ 

 Addi�onal Informa�on, if needed: 
 ___________________________________________________________________________________________ 
 ___________________________________________________________________________________________ 
 ___________________________________________________________________________________________ 
 ___________________________________________________________________________________________ 

 Prac�ce and/or Provider Name  : _______________________________________ 
 Address: ______________________________________________________________ 
 City: ______________________________________ Zip: _______________________ 
 Office Phone: ________________________________ Fax: _______________________ 

 ________________________________________________________________ 
 This Prescrip�on is to treat this pa�ent with Oral Appliance Therapy, E0486 or K1027, if applicable. 

 Referring Provider Name: _______________________________________________________ 

 Provider Signature: _______________________________________ Date: ________________ 

 Provider NPI # _____________________________________ 
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