
8792 SE 165th Mulberry Lane
The Villages, Florida 32162

Phone: 352-753-0784
Fax: 352-753-0796

www.villagesleepdentistry.com
info@villagesleepdentistry.com

Oral Appliance Therapy
for Sleep Apnea

PATIENT INFORMATION

ORDERING PHYSICIAN CONTAC T INFORMATION

REASON FOR REFERR AL

AT TACHED SUPPORTING DOCUMENTS
Fax completed referrals to:

352-753-0796
or scan and email to:

info@villagesleepdentistry.com

SLEEP DIAGNOSTIC REFERRAL FORM

Name: ________________________________________

PHN: _________________________________________

Address: _______________________________________

City: _____________________________Zip___________

Clinic Name: _______________________________________________________________

Referring Physician: _________________________________     MSP#:____________________

Phone: _________________________________________    Fax:_____________________

❑ Oral Appliance Therapy

❑ Signed prescription for Oral Sleep Appliance 		  ❑ Letter of Medical Necessity

Comments: _______________________________________________________________ 

Physician Signature: _______________________________    Date:_____________________

Gender:   Male  ❑   Female  ❑

DOB: (day)____(mo)____(yr)_____

Phone (home): _______________

Business/Cell: ________________ 

Primary Diagnosis: ___________________________________________________________


