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Please send all referrals, mail, 
correspondence to headquarters 
in Soldotna:

125 North Binkley Street
Soldotna, AK 99669
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Referral for Obstructive Sleep Apnea Treatment with 
MicrO2 Sleep and Snore Device
fda approved and patent pending, exclusively from microdental laboratories 

Referrring Medical Doctor Name and/or Sleep Specialist:

______________________________________________________________________________________

Address:_____________________________________________________________________________

______________________________________________________________________________________

Patient Name:__________________________________________     DOB: __________ _____________

Has the patient been diagnosed with OSA? ________Yes  ___ ____No 

If Yes, Please circle:      MILD     MODERATE    SEVERE

Can you provide a copy of the patient’s most recent Sleep Test (PSG or Take Home 

Sleep Test, such as Watch Pat 200): ________Yes  ___ ____No; if Yes Date of test:_________

What was AHI:__________       RDI:__________        ODI:__________        % of REM Sleep:__________ 

Does this patient report TMJ/TMD Pain already? ________Yes  ___ ____No

Is this patient CPAP Intolerant? ________Yes  ___ ____No

Is this a combined case (CPAP, VPAP, BIPAP with MRD/MAD):  ________Yes  ___ ____No

Comments:___________________________________________________________________________

______________________________________________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 

Signature of Doctor:________________________________________       Date:___________________

Please bring this referral slip with you to Dr. Hu’s dental office for your appointment.
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Please bring this referral slip with you to Dr. Hu’s dental office for your appointment.
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SmilesofAlaska.com
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