
REFERRAL FORM 
 

Patient Name  

Address  

Telephone  Date of Birth:  

 
 

Please fax this form to 604-876-7121. 
 
 
 

INDICATION: 
 

Patient is referred for evaluation and treatment of snoring & sleep apnea. 
 
 
 

 
 

 

 

As prescribed by: 

Dr.’s Stamp Here 

 

 

 

Date:    

Doctors Signature  

 

 

 

 

CONTACT INFORMATION 

Wayne Halstrom B.A., D.D.S. 
F.A.D.I., F.P.F.A., F.A.C.D., F.I.C.D. 

Diplomate American Board of Dental Sleep Medicine 
Adjunct Professor – Respiratory Therapy, Thompson Rivers University 

Suite 507, 805 West Broadway, B.C., Canada, V5Z 1K1 
604-876-8993 Tel     604-876-7121 Fax     www.drhalstrom.com 


