REFERRAL for ORAL APPLIANCE THERAPY
To

DENTAL SLEEP MEDICINE of CONNECTICUT

ARNOLD L CHASSANOFF  DMD, D,ABDSM

FOR MEDICALLY NECESSARY TREATMENT

Date:

Referring Physician:

Patient Name:

Dr. Chassanoff,
The above patient has opted to pursue the modality of Oral Appliance Therapy.
Please consult with and evaluate regarding Oral Appliance Therapy for the treatment of sleep disordered breathing.  If the patient meets the criteria for oral appliance therapy, please proceed with the proper dental/medical workup and treatment at the patient’s earliest convenience.  Following delivery of the appliance proceed with short term titration procedures and long term follow up care.  Please provide me with ongoing assessment of patient care and refer the patient back to me when you determine that they are ready for a follow up sleep study.

PHYSICIAN SIGNATURE_______________________________

Attachments:

Sleep Studies __
Clinic Notes __
4 Wildwood Medical Center, Essex, CT 06426
FAX 860 767 2327

