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[JSleep Apnea [] Snoring

[J other
Sleep Test Completed? Y/N [ Sleep Test Present for Consultation

Teeth for Evaluation:

12 3 4 5 6 7 8 9 10 1M 12 13 14 15 16
A B C D EF G H I J

T S R Q@ P O NMIL K
32 31 30 29 28 27 26 25 24 23 22 21 20 19 18 17

Referral Notes:

NOTE TO PATIENT: When calling to make your appointment, please have your medical/dental insurance
information available. Please bring this referral and any X-rays with you to your appointment. After your
specialty appointment is complete you will be referred back to your regular dentist for your continued
care. If unable to keep your appointment, please notify us 24 hours in advance.



