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Name: Date:

DOB: Age:

School and Grade or Work/Employer:

Parents Names/ Spouse Name:

Siblings/Children:

Address:

City State Zip

Home Phone:

Cell Phone:

Email:

Is text messaging a good way to contact you? Yes No

If Applicable: Is, it okay to text child/teenager? Number:

Best Person/method to contact for appts:

Referral:

What are your expectations/what are you hoping to achieve through therapy?

Melanie Spain, RDH, BSHCA. affinitymyo@gmail.com

Affinity Myo, LLC 425-343-5197



