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SLEEP APNEA &TM]J

PATIENT'S NAME:
DATE OF BIRTH:
CONTACT PHONE:

I AM REFERRING THIS PATIENT FOR THE FOLLOWING SYMPTOMS
(PLEASE CHECK ALL THAT APPLY)

D TM] PAIN [ ] INTRA-ORAL PAIN [ ] HeADACHES
[ ] T™]J NOISE (CLICKING/POPPING) [ ] UNEXPLAINED TOOTH PAIN [ ] EaracrEs
[ ] LOCKING JAW (OPEN/CLOSED) [ ] OBSTRUCTIVE SLEEP APNEA | | SNORING

[ | Livrrep orENING [ ] FaciaLpai [ ] OrHErs

[ ] CHANGES INBITE/OCCLUSION | | CHRONIC HEAD/NECK PAIN

I AM SPECIFICALLY CONCERNED ABOUT THE FOLLOWING CONDITIONS:

(NAME OF REFERRING DOCTOR) (SIGNATURE)

(PHONE)

JARED BLoxHAM DDS MS

PHONE: (509) 578-5770
Fax: (509) 578-5774 1363 COLUMBIA PARK TRAIL
INFO@COLUMBIATMJANDPAIN.C SUITE 101
COLUMBIATMJANDPAIN.COM RICHLAND, WA 99352
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JARED BLoxHAM DDS MS

PHONE: (509) 578-5770
Fax: (509) 578-5774 1363 COLUMBIA PARK TRAIL
INFO@COLUMBIATMJANDPAIN.COM SUITE 101

COLUMBIATMJANDPAIN.COM

RICHLAND, WA 99352




