Sleep Wellness
Matters

Dr.Naina Mahale, DDS
Diplomate- ABDSM

Treatment Referral/ Consultation

Patient information
Patient Name: DOB:

Email: Phone:

Referring Physician

Physician Name:

Office address:

Fax: Phone:

Reason for referral

 Obstructive Sleep Apnea: Mild/ Moderate/ Severe
~ CPAP intolerant

~ Snoring

D Upper Airway Resistance Syndrome (UARS)

Purpose of Consultation

\ \ Diagnose and treat patient as needed

Second Opinion (Please indicate current diagnosis/ treatment)

Additional Information:

NOTE: If available, kindly attach the most current sleep study and office visit notes
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