
(Tel) (Cell)

Patient Name:

E-Mail:

Name:

Reason for Referral:

Therapies Attempted:

Doctor’s Signature:

Rx: Fabricate Custom Oral Appliance

Phone:E-mail:

Diagnostic Sleep Study Available?: (If Yes, please forward by fax or email)Yes No

Sleep Apnea Upper Airway Resistance Syndrome Snoring

Bruxism TMD Therapy

Yes No

Phone Number:

PATIENT INFORMATION

REQUESTING DOCTOR

Les Priemer DDS. Diplomate ABDSM

40 Sheppard Avenue West, Suite 100 Toronto ON M2N 6K9

Phone: 416.224.9998   Fax: 416.224.9960

info@dentalsnoringsolutions.ca


