SLEEPCYCLECENTER PLEASE COMPLETE & FAX FORM TO:

NORTH: 10900 RESEARCH BLVD, STE. 140-C, AUSTIN, TX 78759 (512) 645 -0646
WEST: 317 RANCH RD 620 S, STE. 101, LAKEWAY, TX 78734
WEBSITE: WWW.SLEEPCYCLECENTERS.COM OR SUBMIT VIA EMAIL TO:
PHONE: (512) 645-0148
FAX: (512) 645-0646 REFERRALS@SLEEPCYCLECENTER.COM
REFERRING
PATIENT NAME: PROVIDER NAME:
DOB: LICENSE:
PHONE: NPI:
EMAIL: OFFICE NAME:
ADDRESS: PHONE:
INSURANCE PROVIDER: EMAIL:
INSURANCE SUBSCRIBER NUMBER: ADDRESS:
INSURANCE GROUP NUMBER: GROUP NPI:
INSURANCE PROVIDER NUMBER: OFFICE TAX ID:
SECTION 1: PRESCRIPTION FOR HOME SLEEP TEST
SLEEP HISTORY & PRESENTING SYMPTOMS: SUSPECTED DIAGNOSIS:
Ll SNORING O R/O SLEEP APNEA G47.33
L WITNESSED APNEA O TREAT OSA G47.33
O MORNING HEADACHES O TREAT CSA G47.31
O NOCTURIA O TREATS COMPLEX SA G47.31
O DAYTIME SLEEPINESS O RE-TITRATION FOR OSA G47.33
O FATIGUE O R/O G47.61
[0 CONGESTIVE HEART FAILURE O R/O NARCOLEPSY G47.419
O NOCTURNAL AWAKENINGS O RESTLESS LEG SYNDROME G25.81
O IMPAIRED COGNITION [0 SNORING R06.83
O DIABETES
0 INSOMNIA [0 TESTING CONSULTATION & TREATMENT MANAGEMENT
[0 NON-RESTORATIVE SLEEP (Once the study is completed, Sleep Cycle Center will review the Results
O BRUXISM with the patient at a consultation appointment after the study. Initiation
O RESTLESS LEG / PERIODIC LIMB MOVEMENTS of treatment and on-going management by Board-Certified Sleep
O CENTRAL SLEEP APNEA Physician & Sleep Cycle Center.)
0 STROKE
O HYPERTENSION
L OBesiTy (BME_____ ) PROVIDER SIGNATURE ([0 ELECTRONICALLY SUBMITTED) DATE

O OTHER SYMPTOM(S):

SECTION 2: PRESCRIPTION FOR ORAL APPLIANCE THERAPY TO TREAT OBSTRUCTIVE SLEEP APNEA

THIS PATIENT IS:
[0 INTOLERANT OF CPAP THERAPY
[0 1S NOT A CANDIDATE FOR CPAP THERAPY

THE PATIENT IS BEING SENT FOR E0486
MANDIBULAR ADVANCEMENT SPLINT THERAPY WITH:

[0 OBSTRUCTIVE SLEEP APNEA O THE APPLIANCE CHOSEN BY THE PATIENT AND SLEEP CYCLE
O SNORING CENTER, AS MOST SUITABLE
O OTHER:

LETTER OF MEDICAL NECESSITY FOR THE TREATMENT OF OBSTRUCTIVE SLEEP APNEA (OSA)

The above patient has undergone a sleep study for a sleep related breathing disorder. This evaluation confirmed the diagnosis of obstructive sleep
apnea. This evaluation confirmed that an ORAL APPLIANCE is medically necessary. Currently, Medicare has a code (E0486) with the following
descriptor “Oral Device/Appliance used to reduce upper airway collapsibility, adjustable or non adjustable, custom fabricated includes fitting and
adjustment.” Treatment duration will last a minimum of one year barring the Occurrence of other intervening measures, such as surgery, and
could be required for the remainder of the subscriber’s life Oral appliance therapy is used as an alternative to surgery and/or CRAP. Please contact
the prescribing physician with any questions. | am recommending oral appliance therapy for the treatment of this patient. |, the undersigned,
certify the procedure prescribed above is medically necessary for the treatment of this sleep disorder.

PROVIDER SIGNATURE ([0 ELECTRONICALLY SUBMITTED) DATE

SECTION 3: PRESCRIPTION FOR WEIGHT LOSS & NUTRITIONAL COUNSELING

THIS PATIENT Is DIAGNOSED WITH:

O FATIGUE O HYPERTENSION

O DIABETES O OBESITY (BMI: ) O THIs PATIENT CoOULD BENEFIT FROM WEIGHT-LOSS
O STROKE O ATRIAL FIBRILLATION & NUTRITIONAL COUNSELING

O OTHER:

PROVIDER SIGNATURE ([0 ELECTRONICALLY SUBMITTED) DATE
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