
Physician Recommendation for Oral Appliance Therapy
To: Dr. Robert S. Semco

Oral Appliance Referral for:

Patient Name:  ________________________________  DOB:  ______________________

Address: _____________________________________  Ht:  __________  Wt:  _________

____________________________________________  Sleep Study Date:  ____________ 

City, State, Zip:  ________________________________  AHI:  _________  RDI:  _________

Telephone:  (Home) ____________________________  CPAP Pressure:  ______________

 (Cell)  ______________________________

Diagnosis (please check)
  Obstructive Sleep Apnea      Primary Snoring

  Other: ______________________________________________________________ 

Treatment Orders (please check)

  Mandibular Advancement Device for treatment of OSA

  Mandibular Advancement Device for treatment of primary snoring

  Mandibular Advancement Device to be used in combination with CPAP

  Other: ______________________________________________________________ 

Medical Justification  
(Patient has tried CPAP and has not tolerated and/or complied with treatment for the following reasons):

  Unable to tolerate mask/straps  Skin sensitivity
  Unable to tolerate effective CPAP pressure  Claustrophobia

  Other: ______________________________________________________________ 

Due to history and diagnosis above, I am recommending oral appliance therapy for the treatment of 
this patient. I, the undersigned, certify the procedure prescribed above is medically necessary for the 
treatment of this sleep disorder. I understand the oral appliance will be needed for an indefinite period  
of time.

Referring Physician:  ________________________________  Phone:  ______________
  Date:  _______________
  NPI#:  _______________

(please print)

Signature:  _______________________________________

Dr. Robert S. Semco DMD, MS, D. ABDSM
58 E. Main Road, Middletown, RI 02842

Call/Text 401-848-5252   Fax 401-848-5225
www.sleepri.com          info@sleepri.com  


