Breathing Essentials
Myofunctional Therapy, LLC

Today's Date:

Client Name: Age:

Contact Name;

Contact Phone Number:

Contact Email Address:

Referred by:

Referring Office Phone Number:

Please Evaluate: Other Noted Concerns:

C] Mouth Breathing [:] Adenoids/Tonsils Hypertrophy
(] Open Mouth Posture () Allergies

(] Thumb/Finger Sucking Habit (] Speech

(] Tongue Thrust Swallow (] Headaches

(] T™D Pain/Discomfort (] Clenching/Grinding

D Restricted Labial Frenum/Frena C] Sleep Disordered Breathing
[:] Tongue Tie/Restricted Lingual Frenum ® Sleep Apena

e Snoring

Additional Comments:

13106 SE 240th St Suite 102 Kent, WA 98031
Ph: (253) 220-5640 Fax: (253) 852-0585

bemyo.com




