
Patient Questionnaire 
 
We would like you to respond to the following questions. If you run out space, feel free to include an extra 
sheet of paper. If you have anything outside of the questions you would like to address, let us know! 

 
 
1) How do you feel about the overall fit of the device? 

 
 
 
 
 
 

2) In general, do you like it and have you seen results?  
 
 
 
 
 
 
 

3) If yes, please explain.   
 
 
 
 

 
 
 

4) Please discuss your experience with CPAP therapy. Did you use CPAP before choosing the SomnoDent® 
MAS?  Were you already aware of the benefits of our device over CPAP? 

 
 
 
 
 
 
 

5)  Do you have a testimonial for the website or print materials?  Please include 3-4 sentences.  
 
 
 
 
 
 
 
 
 
 



 
6) Other comments? 

 
 
 
 
 

7) What’s your contact info? 
 

Name________________________  
Street Address_________________ 
City _______________ State_____  
Zip code _____________________   
Email address _________________  

 Dentist’s name _________________ 
 
8) Do you know of any one who might be interested in our device?  Please include their contact 

information and we will gladly refer them to a SomnoMed Preferred Dentist.  
 

Name________________________ Name___________________________ 
Street Address_________________ Street Address____________________ 
City _______________ State_____ City _________________  State______ 
Zip code _____________________ Zip code ________________________  
Email address _________________ Email address ____________________ 

 
 
 
 
 
 

Please provide the answers in the method most convenient for you.  
We look forward to hearing from you! 

 
 

Mail: SomnoMed       FAX: (940) 381-5220 
Attn: Patient Feedback                   EMAIL: ussales@somnomed.com  
3537 Teasley Lane      
Denton, TX 76210 


