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Orofacial Myofunctional Therapy 
Referral form 

 

Patient information 

Client name (first and last): ___________________________________________ 

 
Client’s guardian/contact (if under 18): ________________________________ 

Client’s DOB (d/m/y) : __________________________ 

Contact information 

Contact email address: _____________________________________________ 

Phone number: ________________________________ 

Referral information 

Primary concern/reason for referral: _____________________________________________ 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 

Pertinent dental/orthodontic exam findings and recommendations: ________________ 

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________ 
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