
Dr. _____________________________________________________________________

Customer ID#: _______________ Date  Sent: __________________________________

Address: ________________________________________________________________

City: _______________________ State: __________ Zip: ______________________

Phone: _____________________ Email: ______________________________________

Patient Identification: ______________________________________________________

IMPORTANT: Allow 5 business days in-lab turnaround upon receipt of case and return UPS shipping

4300 Alpha Rd, Suite 115
Farmers Branch, TX 75244

phone. 866.264.7667
fax. 214.352.2664

airwaylabs.com
tapintosleep.com

You MUST choose one (1) hardware and one (1) liner.  Please call with questions BEFORE ordering or a $50 
charge may be added for error in selection. 

TAP HARDWARE - Choose one 

 dreamTAP* - $387  TAP 3* - $380  TAP 1 - $370

 *All TAP Appliances are Medicare coded (E0486). dreamTAP and TAP 3 Appliances can be fabricated to 
meet Medicare requirements.  Please check this box if your appliance needs to meet Medicare requirements.  If 
you have any questions, please call Airway Labs customer service at 866.264.7667

COMMENTS/INSTRUCTIONS 

Dentist Signature: _________________________________ Dentist License #: _______________

Prices are subject to change.                                                                                     FRM-SOP-020-06, Rev. A, 2021

TAP LINER - Choose one

 AccuTherm (+$20) 
    Requires chairside heating 

 Triple Laminate (TL)   ThermAcryl
    Requires chair side heating

OPTIONS

 Posterior Pads ($15)  Pour Models ($25)  Digital Impressions ($25) 
Visit Airwaylabs.com to submit digital impressions. 

 RUSH ($100)  Includes 24 hour in lab turn 
around and overnight shipping

 Extended 3 year warranty ($100) Please 
contact Airway Labs or visit airwaylabs.com for 
full warranty information. 

REWORK/REMAKE           Reset Hardware           Remake Trays (keep hardware)

Shipping (Airway Management will ship UPS Ground unless otherwise specified below)

 Ground ($12)  2 Day ($20)  Overnight ($45)

If scheduled, please provide patient’s appointment date and time: 

Date: __________________________________ Time: __________________________________

ADDITIONAL PRODUCTS - Any additional items ordered will ship out with the finished appliance. 

 Custom Mouthshield ($35)  ProGauge Bite Forks-25 ($66)  Extra AM Aligner ($6.30)

 Adjustment Key ($5.15)  ThermAcryl Packet-2 oz ($4.75)  Patient Brochures-25 (Free)  



LOWER PLATEAUUPPER PLATEAU 

LATERAL FULLFULL ANTERIORLATERAL

SIGNATURE

PRESCRIPTION

TREATMENT RANGE NEEDED (      Starting point )

 No Yes
 

1/2 LINGUAL
WITH CONTACT

1/2
LINGUAL LINGUAL

UPPER BAND ANTERIOR WITH CONTACT

1/2 BUCCAL
WITH CONTACT

1/2
BUCCALBUCCAL

FULL
WITH CONTACTFULL

Patient:

Dentist:

License #:

USE OPTIMAL VALUES* * If YES checked, skip to section 5.

1

VERTICAL SPACING IS MANDIBULAR
 Close or open to optimise PROTRUSION STRAIGHT
 the device Yes
 Keep it, call if major No
 

changes needed
 

ELASTIC NOTCHES
 No
 Yes

FRAGILE TEETH:
Tooth #:
CROWN AND / OR PONTIC:
Tooth #:   

2

EXTRA OPTIONS
 Prefer upper splint distal wrap
Do not cover 3RD molar
 Upper
 Lower
 

COMPOSITE BUTTON
 Add if needed
 Call me
 Cancel case and ship back
 

L-
02

2 
v0

1,
 2

02
0-

02

5

Do not call me if design changes are needed.
COMMENTS6

3

4

1/2 LINGUAL
WITH CONTACT

1/2
LINGUAL

LINGUAL

LOWER BAND ANTERIOR WITH CONTACT

1/2 BUCCAL
WITH CONTACT

1/2
BUCCAL

BUCCAL FULL
WITH CONTACT

FULL

Retrude 4mm with 0.5 mm step before
patient’s max.

Retrude 1mm and protrude 4mm.Protrude 5mm.

-1+3 +3.5+2+1 +1 +2 +3

DesiredDesiredMax

+4+1 +2 +3 +4 +5



Dr. Name__________________________________________________________  Acct. #___________________________________

Phone # _ ____________________________________  Email__________________________________________________________

Address ____________________________________________________________________________________________________

Patient ID/Name ___________________________________   ❑ Male  ❑ Female  Age_____ Deliver by 5 p.m. on____________

Signature____________________________________________________________________	 License #____________________________________________	 Date_________________________ 

Submission of this Rx constitutes agreement with limited warranty terms and conditions. See reverse for details.

Upper and lower impressions or models  
with bite registration required

❑ Impressions	 ❑ Models	 ❑ Bite

❑ Other:______________________________

ENCLOSED WITH CASE

PLEASE COMPLETE THIS SECTION 
See reverse for time-saving clinical procedures

DENTAL SLEEP MEDICINE RX
1. �Carefully package your case, including this Rx, and tape box securely closed.

2. �To schedule shipping pickup, call us at 800-854-7256. 

3. �Please allow five working days in lab, except where noted.

*�Price does not include shipping or applicable taxes.
**Glidewell Clinical Twinpak is valid for two appliances for the same case.
†Silent Nite stops the snoring or return it within 90 days for a full credit.

Silent Nite stops snoring
or your money back†

800-407-3326 • Fax 800-411-9722 • glidewell.com
4141 MacArthur Blvd. • Newport Beach, CA 92660

City/State/ZIP

First                           Last

MKT-012764_3  GL-690768-040821

❑ Scan & Save Services
❍ Digitally scan model..............................................................$10*

❍ �Print digitally scanned model for reorder...........................$27*

One for Relief, One for Reserve** 1 Appliance
Glidewell Clinical 

Twinpak**

Silent Nite Sleep Appliance
(only 3 working days in lab)

❑

$147*
❑

$197*

OASYS Hinge Appliance ❑

$347*
❑

$669*

EMA ❑

$207*
❑

$389*

dreamTAP ❑

$427*
❑

$829*

TAP 3 TL ❑

$397*
❑

$769*

TAP ❑

$337*
❑

$649*

© 2021 Glidewell



























Iterative Advancement
❑ EVO™* (NEW)
❑ [IA]* 
❑ [IA] SELECT*

Morning Occlusal Guide (Optional with device)

❑ [MOG]: Design includes an anterior bite ramp

	 Qty. 1 ❑ or 2 ❑
❑ [MOG] MIP: Design enables true, full occlusal contact

	 Qty. 1 ❑ or 2 ❑

Precision Herbst Advancement
❑ [PH] Standard

	 (Default Herbst nut plus wrench adjustment)

Continuous Advancement
❑ [CA] LP
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engineered for: Comfort, Simplicity, 
Biocompatibility, Durability, Predictability

Leader In Precision OAT®

______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

844 537 5337
ProSomnus.com
5860 West Las Positas Blvd., Ste. 25
Pleasanton, CA 94588

PROSOMNUS® SLEEP & SNORE DEVICES RX CLEARED PATENTED 

Special Instructions 
(For no device retention, note teeth #’s for block out if necessary.)

❑ Backup Device
❑ EVO Sample Model (NEW)
❑ [IA] Sample Model
❑ [IA] SELECT Sample Model
❑ [CA] LP Sample Model 
❑ [PH] Standard Sample Model 
❑ [MOG] Sample Model
❑ [MOG] MIP Sample Model
❑ ProSomnus Sleep Device Rx's

Supplies (Additional fees may apply.)3
See back for descriptions, terms and conditions.

Sleep Device (*Comes with unlimited advancement arches. Additional arches are provided after initial device is delivered and can only be ordered one at a time. Please consult TechnicalService@ProSomnus.com with questions.)1

Case Info
__________________________  _______________________________
DR. NAME (Required)	                                  CASE DUE DATE (Required)

__________________________  _______________________________
SIGNATURE OF DENTIST (Required)	            DENTIST LICENSE# (Required)	  
Person signing this authorization accepts sole responsibility for payment and agrees to pay all legal and collection costs in the 
event of suit, including reasonable fees. Dentist’s signature will authorize ProSomnus® Sleep Technologies to construct, alter or 
repair the device described on this requisition.

_________________  ________________
	               ACCOUNT#		  SUBMISSION DATE

_____________________________________________________________
DR. ADDRESS (Required)	
__________________________	  __________________________________
DR. PHONE (Required)	                               DR. EMAIL (Required) 

_____________________________________________________________    
PATIENT NAME (Required) 

Note: Turnaround time is 7 days + shipping. Call for a rush request. Rush fee will apply. Incomplete Rx information or technical evaluations may result in an increased turnaround time.

❑ OK to open bite as required for design.❑ Additional Arches (Please specify):_______________________________________

E0486 VERIFIED

❑ Shipping Boxes
❑ Patient Education Brochures
❑ George Gauge Kit
❑ 3.0mm Bite Forks 
❑ 3.0mm Digital Bite Forks
❑ ProSomnus [PH] ProKit
❑ ProSomnus [PH] Wrenches
❑ Extra Carrying Case

Splint Coverage Post Design Other Customizations

Product Full 
Lingualess

Full
Lingual

Tapered 
Posterior

Dual 90° 
Non-Radius

Dual 90° 
Reinforced

Dual 70° Natural
Anterior 
Opening

Full Contact Anterior 
Airway 
(2.0mm)

Anterior 
Discluder 
(2.0mm)

Anterior 
Discluder 
(4.0mm)

Metal-Free 
Hooks

Herbst
Pinhole 
Adjustment

U/L Comfort 
Bump 
Exclusion

Compliance 
Sensor

 EVO m default default m m m

 [IA] m m m m m m default m m m m m

 [IA] SELECT m default default m

 [CA] LP m default default m m

 [PH] m m m default m m m m m m m

ProSomnus Monogram™ Customization (Standard default design if left blank. See reverse for Monogram specifications.)2



ProSomnus [IA] ProSomnus EVO ProSomnus [IA] SELECT ProSomnus [CA] LP ProSomnus [PH] 

*All default designs include distal wrap. Device starting position is set at bite when delivered.

ProSomnus devices require 3.0mm of clearance at the lowest cusp point. 
The diagram below shows how to visualize the amount of space required. 

Doctors have been reported using several additional techniques when issues 
arise to make sure they have enough clearance: 
• 	Moving the bite fork to include dangling cusps. 
• 	Modifying the bite fork to capture dangling cusps. 
• 	Adding material to the incisal guide area to open the vertical more.
• 	Measuring with a caliper in the bicuspid and molar areas.
• 	Shortening the device when there is an excessive Curve of Spee.

Digital Impression Policy: ProSomnus® Sleep Technologies receives digital impressions. 
For quality assurance purposes, sleep devices made from digital impressions are fit 
against a 3D printed model of the digital impression. We strongly recommend if 
sending digital impressions to also send a digital bite, rather than physical to avoid 
manufacturing delays. If sending a physical bite with digital impressions, please notify 
Digital@ProSomnus.com or notate when submitting files.

Warranty: ProSomnus 100% guarantees the workmanship and materials of this device. 
ProSomnus’ service warranty can be found at ProSomnus.com (Terms and Conditions 
section). 

Disclaimer: ProSomnus cannot warrant against customer dissatisfaction due to diagnosis, 
treatment decisions, style, or brand of device chosen. We’re happy to assist you with 
any device adjustments and/or modifications, and to provide you with any information 
you may need to learn about the use of these devices. 

Our Promise To You: Upon incoming examination of your case, if the ProSomnus 
manufacturing team determines that there is not enough bite clearance, nor enough 
retention to accommodate the standard design, we will NOT make changes without 
your knowledge or authorization unless noted in your preferences. Our manufacturing 
process will be temporarily stopped until we are able to contact you for a consultation 
regarding design alternatives that you prefer and prescribe.The ProSomnus Sleep & Snore 
Devices are FDA cleared and registered Medical Devices.

Policy Guidelines

3.0mm 3.0mm3.0mm3.0mm

ProSomnus Sleep Device Bite Requirement

ProSomnus Default Design Descriptions
Product Splint Design Anterior Coverage Posterior Coverage Post Design Advancement Initial Delivery Additional 

Advancement Arches
Other Default Features

EVO*
Anatomical Scalloping Lingualess Lingual Dual 90° Optipost Iterative L0, L1, U0, U2, U4 = 

5.0mm total Unlimited Natural Anterior 
Opening

[IA]*
Flat Plane Lingualess Lingual Dual 90° Radius Iterative L0, L1, U0, U2 = 

3.0mm total Unlimited n/a

[IA] SELECT*
Anatomical Scalloping Lingual Lingualess Dual 90°

Ultra Low Profile Iterative L0, L1, U0, U2 = 
3.0mm total Unlimited n/a

[CA] LP*
Anatomical Scalloping Lingual Lingualess 80° Radius 

Tapered Continuous L0, L3, U0 = 
6.0mm total Fee Natural Anterior 

Opening

[PH]*
Flat Plane Lingualess Lingual n/a Herbst Arm with Nut 

or Pinhole

L0, U0 = 
-1.0mm to 6.0mm = 

7.0mm total
Fee U/L Comfort Bumps; 

Metal-Free Hooks



FOR INTERNAL USE ONLY

PO#

PLEASE CALL(may delay delivery)
PAN#

FOR INTERNAL USE ONLY SECTION TO BE COMPLETED BY DENTIST

FOR INTERNAL USE ONLY

SO#

SOMNODENT™  ORAL DEVICE CHOICE (if retention type not selected - case will go on hold until instructions are given)

Caution:
 
Federal law

 
restricts

 
this

 
device to sale by

 
or

 
on the order of a (licensed

 
healthcare practitioner).

As a medical device company, we are mandated to validate any modifications to the 510(k) cleared device. This is a rigorous process which 

performed after the device is released from SomnoMed null and voids your warranty and may result in the device not performing as intended. 
By signing above, you are stating the preferences listed above are what you wish to include in your device and you accept any responsibility for 

Please complete this form using Adobe Acrobat. Save a copy for your records; print a copy to send in with your order.
©SomnoMed Inc. 2015  Herbst® is a registered trademark of Dentaurum Inc., Newtown PA.                              

FULL LINE PRODUCT ORDER FORM

DENTIST SIGNATURE: DATE:(per state dental
board

 
requirements)

Michigan 

SIGNATURE DEVICE                                                                  ❏ Please add a Morning Repositioner  to my order. (+$29.00) 

STANDARD DEVICE         ❏ Please add a Morning Repositioner  to my order. (+$29.00) 

SOMNOBRUX DEVICE

NOTES

Fusion®

Flex (Retention:      

 

Classic (Retention:     

 

AIR
 
(Ball Clasp)

 
AIR+ 
(PolyPlus liner)

 

Herbst Advance® Flex 

 

  

 

 

  
 

L
 

A
 

S
 

T F R     S       TIReferring Physician Name: 

PHYSICIAN INFORMATION (OPTIONAL)

AL S T F R     S     TI

Address: 

Zip:
or Postal

State:
or Province

-    - Email: 

Email: 

City: 

Phone: Ext: 

Country: 

Practice Name: 

Dentist Name: 

Customer # : DENTIST INFORMATION

  

PATIENT INFORMATION

USA: (888) 447-6673 Mon - Fri, 8am - 5pm CST   •   6513 Windcrest Drive, Suite 100, Plano, TX, USA 75024
Canada: (800) 339-4452 Mon - Fri, 8am - 5pm EST   •   221 Talbot Street West, Leamington, Ontario, Canada N8H1N8 www.somnomed.com

License #: 

Copyright ©2021 SomnoMed INC.                SOMNODENT ORDER FORM US & CAN 903257 Rev O

Avant™

Herbst Advance® Elite™ (E0486)

Patient Name:

 Ball clasp)     ❏ Lingual-Less

PROMO CODE (if any)

❏ Anterior Opening     ❏ Discluding Element      ❏ Wrap Distal of Last Tooth (vertical may be increased)     

❏ Anterior Opening     ❏ Cheek Protectors      ❏ Discluding Element      ❏ Wrap Distal of Last Tooth (vertical may be increased)    

❏ Anterior Opening     ❏ ER Hooks     ❏ Discluding Element      ❏ Wrap Distal of Last Tooth (vertical may be increased)               
❏ Metal Reinforcement in Occlusal Surface (vertical may be increased)       ❏ Compliance Recorder (+$99.00)    Braebon License Number: __________   

❏ Anterior Opening     ❏ ER Hooks     ❏ Discluding Element      ❏ Wrap Distal of Last Tooth (vertical may be increased)     ❏  Metal Reinforcement in Wings          
❏ Metal Reinforcement in Occlusal Surface (vertical may be increased)      ❏ Nickle-Free     ❏ Compliance Recorder (+$99.00)     Braebon License Number: __________   

❏ Anterior Opening     ❏ ER Hooks     ❏ Discluding Element      ❏ Wrap Distal of Last Tooth (vertical may be increased)     ❏  Metal Reinforcement in Wings          
❏ Metal Reinforcement in Occlusal Surface (vertical may be increased)      ❏ Nickle-Free     ❏ Compliance Recorder (+$99.00)     Braebon License Number: __________   

❏ Anterior Opening     ❏ ER Hooks     ❏ Discluding Element     ❏ Wrap Distal of Last Tooth (vertical may be increased)     ❏  Metal Reinforcement in Wings          
❏ Metal Reinforcement in Occlusal Surface (vertical may be increased)       ❏ Compliance Recorder (+$99.00)     Braebon License Number: __________    

❏ Anterior Opening     ❏ ER Hooks     ❏ Discluding Element      ❏ Wrap Distal of Last Tooth (vertical may be increased)     ❏  Metal Reinforcement in Wings          
❏ Metal Reinforcement in Occlusal Surface (vertical may be increased)      ❏ Compliance Recorder (+$99.00)     Braebon License Number: __________  

          ❏ Anterior Opening     ❏ ER Hooks     ❏ Discluding Element      ❏ Wrap Distal of Last Tooth (vertical may be increased)          
❏ Metal Reinforcement in Occlusal Surface (vertical may be increased)      ❏ Compliance Recorder (+$99.00)     Braebon License Number: ________   

❏ Upper     ❏ Lower      Retention: ❏ BFlex soft liner     ❏ Classic      ❏ Canine Rise        Opposing Indexing:  ❏ Light     ❏ Medium      ❏ Heavy      ❏ None

BFlex soft liner)

(E0486)(Flex)

(Retention: ❏ BFlex soft liner     ❏ Ball clasp)

Please mark your device choice and options below. A 2nd device for the same patient can be ordered for a 30% discount.

Herbst Advance® Classic              ❏ Anterior Opening     ❏ ER Hooks     ❏ Discluding Element      ❏ Wrap Distal of Last Tooth (vertical may be increased)          
❏ Metal Reinforcement in Occlusal Surface (vertical may be increased)      ❏ Compliance Recorder (+$99.00)    Braebon License Number: ________   (E0486) (Classic)



Day Appliance 

Compact Day 

Thermoformed Day 

Pivot Appliance Hard 

Full Coverage Day 

Gelb Splint

Mytap

   Single     5 pack      10 pack 
AM Aligner

   Single     10 pack

TF Morning Positioner 10 pack

AM Bite Tabs  10 pack 

George Guage Kit

GG Bite Forks
   2mm L    2mm S 

EMA Straps

Color _______ Size _______ 

QuickSplint 12 Pack 

TrueDorsal 

TrueHerbst 

EMA Custom 

OASYS 

OASYS Hinge 

DreamTaP 

TAP 3

Panthera DSAD (Use Panthera Order Form)

Impressions Bite 

Registration 

Models Digital 

Digital Scans Sent

Via: _______________ 

Digital Bite Sent

Other _____________ 

Lab Slips/Rx’s 

Boxes

Acrylic

Hard Thermoformed 

TrueSplint (Milled) 

No Metal

Indexing Light 

Indexing 

Anatomical 

Flat Plane

Flat Plane Anterior 

Guidance Deep 

Indexing

Acrylic

Dual Laminate Hard 

Thermoformed 

TrueSplint (Milled) 

No Metal

Elastic Hooks

Ball Clasps

Discluding Element Mesh 

Re-Enforcement Nasal 

Dilators

Tongue Buttons 

Thermacryl

Other __________________

Anterior Deprogrammer 

Farrar

Farrar with hole in Ramp 

Anti-Clenching Appliance 

Monoblock

CR Splint 

 TMJ Splint Flat Plane 

Tanner

Night Appliance With Ramp

Daytime Appliances

Sleep Appliances Minimum Vertical Spacing & Location

Enclosed

Please Send Us

Material Options*
Maxillary/Mandibular 

Occlusal Scheme
     Standard Deep 

Maxillary/Mandibular 

Occlusal Scheme

Night Guards 
Maxillary/Mandibular

Material Options*

Options / Additions

Night Appliances

Acrylic

Dual Laminate Hard 

Thermoformed 

TrueSplint (Milled) 

No Metal

Hard Acrylic

TrueComfort (Dual Laminate) 

Thermoplastic

TrueSplint (Milled)

Material Options*

Extras

RX Order Form
7851 University Avenue Suite 103, La Mesa, CA 91942
Ph:  (877) 887-8522  |  (619) 466-1872  |  Fax:  (619) 466-2383
www.truefunction.com   |   info@truefunction.com

Date: ______________________    Due Date: ____________________ (by: 5pm)
Doctor:_________________________________ Practice: ____________________
Patient:______________________________________________________________
Address:_____________________________________________________________
City:_______________________________ State: ____________ Zip: ___________
Phone:_____________________________ Fax:_____________________________
Email:______________________________ Text:____________________________

5mm/Posterior 

5mm/Posterior 

3mm/Posterior 

5mm/Posterior 

5mm/Posterior 

6mm/Anterior

6mm/Anterior

Call Doctor   Make to Doctor Preferences Okay 

ok to raise vertical as needed for minimum thickness

	 * Some materials may not be available for certain devices.

Essix Slider

Essix Retainer

Morning Aligner Milled  

Palatal Stent

Flipper

Essix Flipper

Hawley Retainer

1

2

3

4

5

6
7

8 9
10

11

12

13

14

15

16

17

18

19

20

21
22

23242526
27

28

29

30

31

32

Other Appliances

Other

   5mm L    5mm S 
Thermoformed

Signature:________________________________ Lic# ___________________
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