REFERRAL FOR CONSULTATION & ASSESSMENT

Please Fax To 604-876-7121

Patient Name: DOB DD/MM/YR):

Phone Number:

PHN: Today’s Date <=

ASSESSMENT FOR MANDIBULAR REPOSITIONING DEVICE IN THE TREATMENT OF SNORING
AND/OR OBSTRUCTIVE SLEEP APNEA.

REFERRING DENTIST - STAMP SIGNATURE

L. Wayne Halstrom .., p.D.s., Dip.A.B.D.S.M., Dip.A.S.B.A. Dr . H O ISfrO m

Sleep Apnea & Snoring Clinics

Diplomate American Board of Dental Sleep Medicine

. . . Administration Office
Dlplomate American Sleep & Breathing Academy 17335~ 56th Aye
Adjunct Professor of Respiratory Therapy Surrey, BC V3S 1N9

Faculty of Science - Sleep Program, Thompson Rivers University
604-876-8993 Tel 604-876-7121 Fax

www.drhalstrom.com
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