
P: 713-565-7448
F: 833-799-3149

Letter of Medical Necessity and Prescription

Referring Physician: ___________________________________Office zip: ______________

Patient Name: ______________________________________ DOB: _____________________

Patient Address: _______________________________________________________________

Patient Phone: ________________________ Patient Email: ___________________________

*Please fax copy of patient’s sleep study and clinical notes with this prescription. We need the notes before the
sleep study and the clinical notes of the sleep study results visit.

This prescription is to be filled by True Sleep.

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 (G47.33)

Severity:___________________________________

OR

The patient is:

Simple Snoring

I am prescribing a Mandibular Advancement Device, one unit. (E0486 or K1027 or 21299) for the above
named patient who has been diagnosed with Obstructive Sleep Apnea (G47.33). I concur that the

recommended therapy is medically necessary and I now prescribe treatment utilizing an FDA approved
Mandibular Advancement Device chosen by True Sleep. Length of need is lifetime. I strongly urge you

to cover the costs of this therapy. Failure to do so would place the patient’s health in jeopardy.

Signature of Referring Physician: ___________________________________ Date: ________________

Physician NPI: _____________________________ As a physician, I deem this therapy to be medically necessary.

Rendering Provider Phone: 713-565-7448 Fax: 833-799-3149

TRUE SLEEP

Is not a candidate for CPAP therapy

Prefers MRD. Choosing MRD as first line of treatment.

Supervising Physician ____________________________  NPI:____________________

Intolerant of CPAP therapy. (has tried and failed PAP)

(choose at least one)




