
SEND TO: info@ncdentalsleep.com

Date: _____________

Referring Physician:_______________________________Phone:_____________________

NPI: ___________________________Address:_____________________________________

Patient’s Name:______________________________Phone:__________________________

Date of Birth:_______________________

Medical Insurance:_____________________________ID:____________________________

RX: Oral device/appliance cusfab

CPT CODE __E0486____________ Diagnosis Code______G47.33________________

Signature:___________________________________________________

Please include the following items with Referral:

Face to Face Clinical Notes

Most Recent Sleep Study

mailto:info@ncdentalsleep.com

