
John Viviano BSc. DDS
Diplomate American Board of Dental Sleep Medicine

Patient Referral Slip
Patient Name: _________________________________________   Patient Phone: _________________________   Date: ________________ 

Referred By: Dr. _____________________________________ Comments: ______________________________________________________ 

_____________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________

_________________________________________________________ Physician Signature: Dr. ___________________________________________

        Fabricate OSA/Snoring Appliance if a Candidate: ________      Call After Consult:   ________ 

Please fax this Slip, both Initial and CPAP Titration Sleep Study, 
and Reporting Letter prior to Consultation. 

Please Provide this Slip to Patient for Office Contact Information 

Sleep Disorders Dentistry Research & Learning Centre
John Viviano DDS Diplomate ABDSM

5045 Orbitor Drive - Suite 10-300
Mississauga, Ontario, L4W 4Y4     phone: 905 212 7732     fax: 905 212 7736 

Sleep@DrViviano.com           SleepDisordersDentistry.com 




