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Myofunctional Therapy Referral
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[0 Mouth Breathing
[ Tongue Thrust

[ sleep Concerns (Bed-
Wetting, Snoring, Wild
Sleeper, Apnea)

[ orthodontic Support

O Frenectomy Pre/Post-Op

] ADHD/ADD

[ Behavior Issues

[ Frequent Ear Infections
O ™D

O other:
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