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Aragona Sleep

~Optimal Wellness & Energy—

Prescription for Oral Appliance Therapy for Obsiructive Sleep Apnea (OSA)*

Referring Physician: Tel:

Patient Name:

Patient Address:

Patient Telephone:

*Please fax copy of patlent’s medical Insurance card with this prescription.

Prescription to be filled by:

[ Aragona Sleep Solutions
Dr. Sal Aragona
37020 Garfield Road, Svite T3
Clinton Township, MI 48036

The patient referred with this form has been evaluated by the above physician and has
been diagnosed using acceptable medical criteria to have:

|:| Obstructive Sleep Apnea Severity:
_Or_
| Simple Snoring Length of Need: [[]Lifetime
_1Other (Specify):
This patient is:

I:I Intolerant of C-PAP therapy [ Is not a candidate for C-PAP therapy

Explanation (if necessary):

Noles:

Signature of Referring Physician:

Dafe: As a phvsician, | deem this therapv to be medically necessary.

Flease flll out this prescrption In lis enfirety.

*Obstructive Sleap Apnaa is a medical condition that fends to become more severe with time and reqguires periodic re-avaluation by a
qualified physician.



