
 

 

Patricia L. Brinkman-Falter, BS, RDH, MS, COM 
Board Certified Orofacial Myologist 

I am referring: 

Name: ______________________________________________________________________ 

DOB: ___________________________________________ Age: _______________________ 

Parent: ______________________________________________________________________ 

Phone: ______________________________________________________________________ 

Reason for Referral: 

Tongue Thrust R13.11 

Nail Biting M26.59 

Thumb Sucking M26.59 

Mouth Breathing R06.5 

Ortho Relapse M26.11 

Low tongue posture 
M26.59 

Speech Disturbances 
R47.9 

TMJD Muscle pain 
M26.69 

Other breathing issues 
R06.89 

Malocclusion M26.29 

 

 

 

Other (Please describe) 
___________________________________________________________________________ 

_ ___________________________________________________________________________ 

Other Pertinent Information: ___________________________________________________ 

 

 

Referring Dr.________________________________________________________________ 

Address: ____________________________________________________________________ 

Phone: ___________________________________ FAX: ______________________________ 


