
Patient Referral, Prescription & Statement of 
Medical Necessity

Patient Name: (First, MI, Last):

Address:

Email:

Phone:

-- Clinical Notes --Patient Demographics --Sleep Study --Copies of Insurance Card(s)

Please Forward the Following:

Date of Birth:

This patient has undergone a sleep study for a sleep related breathing disorder. This evaluation confirmed the diagnosis of 
Obstructive Sleep Apnea (G47.33) and that an Oral Sleep Appliance (E0486) is medically necessary for the length of a 
lifetime. Oral Appliance Therapy is used as an alternative to surgery and/or CPAP at this time as the patient does not 

tolerate CPAP or does not feel he/she will be able to tolerate CPAP

Provider's Signature

Provider's Printed Name

Date NPI

Diagnosis & Therapies:

Obstructive Sleep Apnea (G47.33) AHI:

Sleep Apnea, Unspecified (G47.30) CPAP USE:    Yes/NO

info@bachsleepcenter.com 1814 14th Ave NE, Watertown, SD 57201
P: 605.882.0747
F: 605.882.2196

Thank You for Your Referral!


