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Dear Families:

Thank you for choosing BEYOND THERAPY PEDIATRIC GROUP to provide pediatric therapy services. You can expect our maximum efforts in providing quality intervention for your child.  

Please take a moment to complete the attached forms. The Background Information form will give us valuable information about your child. Additional information that you feel will be useful for therapeutic programming is always welcome. 

The Insurance/Medicaid Information Form is required for us to file your insurance electronically &/or if your child is a Medicaid beneficiary.  Please complete all information and bring your child’s Insurance and/or Medicaid Card to your first visit. 

At your first visit, you will be provided a copy of our HIPAA Use and Disclosure Statement, Financial Policy and sign a Consent for Treatment.   Next, your child’s therapist(s) will conduct an evaluation and review the results with you.  Together, you and the therapist(s) shall develop goals and agree on the frequency of visits to meet your child’s needs.  Your input is very important to us.

If you should have any questions, please feel free to ask.  We are here to serve you and your child.  Thank you again for choosing BEYOND THERAPY PEDIATRIC GROUP. We look forward to working toward positive changes together.


Judy Lindsay, PT CEO 				       Beth Woodcock, PT Clinical Operations Director








 (
Information 
in bold is 
REQUIRE
D
  
Please update us 
immediately 
if any of the information below changes.
INSURANCE
Insurance
 Company
 Name
:  ______________________
____________
____________
Insurance ID Prefix and Number
: __
____
__ - ____
_____
____________
__
Group # 
____
_________________
Insurance Company Phone #:
  ____
_______________________
____________
Subscriber’s Name (as it appears on card):  
_____________________________________________
Subscriber’s Date of Birth:
 _______________
Subscriber’ s
Address:
 _______________________
City
 ____________
State 
 _
____
Zip
  ________
Phone #
  __________
MEDICAID 
Medicaid Number
: 
 _______________________
__
   
Date of Last Doctor’s Visit:
  
______________
Is your child enrolled in:         MS-CAN program?  
YES  /
  NO
     
CHIPS?
   YES   /   NO
Other Health 
Insurance ?
   
YES
 
 /
   NO
TO HELP MAKE THE MOST OF YOUR INSURANCE BENEFITS, PLEASE ANSWER THE FOLLOWING:
Does your Insurance limit the number of Therapy Visits?  Yes     No
Number of
 allowed visits #_____
Has your child received therapy elsewhere
 this year?  Yes
  
 No
     Where? _____________
Date of last therapy session: ___________
) (
CLIENT INFORMATION
Child’s 
Name:   ____________________________________
Date of Birth:  _________________
Social Security #:_________
__________________
_______
_
Male / Female
Address
:_
______________________________________________________________________________ 
Parent or Guardian: ________________
________________
Telephone #:  Home _______
__
_________ 
Work ________________  
Cellular_________
____
______
Please circle preferred telephone number to appointment reminders.
Employer:  _____________________
______
_
___     
Email:  ________
_____________________________
Doctor’s Name:  _____________________________
Telephone #:  ___________________
)Please provide a copy of current Insurance and Medicaid cards.
I authorize the release of personal health information necessary to process claims

Signature: ___________________________________	     Date: __________________
BACKGROUND INFORMATION
Today’s Date:  ______________				Evaluation Date:  _____________	
	Child’s Name:                                                                      Nickname:


	Date of Birth:                                   Age:                               Gender:


	Child’s Social Security:

	Child’s Address:

	Home Phone:

	Doctor’s Name:                                                                       Phone:

	Referred By:

	Informant for case history:



Family History
	Mother’s Name:                                                         Date of Birth:


	Address:  

	Occupation:                                                                Highest level of education:

	Employer:                                                                       

	Home Phone:                                                             Work Phone:            

	Email:                                                                         Cellular Phone:



	Father’s Name:                                                          Date of Birth:


	Address:

	Occupation:                                                                Highest level of education:

	Employer:                                                                   

	Home Phone:                                                             Work Phone:

	Email:                                                                         Cellular Phone:


Child lives with (check one):
__ Both Parents		__ One Parent, who:_________	__Foster Parent
__ Adoptive Parents	__ Parent and step-parent		__Grandparent(s) 
__Other:  _________________

Others Living in the Home
	Name
	Date of Birth
	Sex
	Relationship

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Child race:
__ Caucasians, Non-Hispanic	__ African- American	   __ Hispanic
__ Native American			__ Asian or Pacific Islander   __ Other_______

Is there another language other than English spoken in the home?  Yes   No
	If yes, which language? 				________________
	Does the child speak the language?  		Yes	   No
	Does the child understand the language?  	Yes	   No 
	Who speaks the language? 			________________

Medical History
Pregnancy
Where there in problems during pregnancy or was pregnancy considered to be at high risk? 		Yes		No 
	If yes, please describe:

Birth History

	Where was child born ( hospital and city/state):

	Birth weight:                               Length:

	How many weeks was the pregnancy: 

	How was the baby delivered:       		 ___Vaginal         __ Cesarean section

	Were forceps used for delivery:   			Yes			No

	Were there any problems during delivery: 	             Yes			No

	If yes, please describe: 



Were there any problems with the baby or mother in the hospital after birth?  Yes	    No
	If yes, please describe:
How many days did the mother stay in hospital? ___________ 
How many days/weeks did the baby stay? ____________

Were there any problems in the first few weeks at home?  Yes    No
	If yes, please describe:

General Health
When was your child’s last physical examination? _________
Has your child’s hearing ever been checked?        Yes      No    Results: __________
Has your child’s vision ever been checked?   Yes      No            Results: __________

Has your child had any of the following?  (check all that apply)
__ adenoidectomy		__ measles			__ scarlet fever
__ allergies (list below)	__ high fevers		__ seizures
__ anemia			__ head injury	      	__ thumb sucking habit	
__ asthma			__ heart problems		__ sleeping difficulties
__ breathing difficulties	__ flu				__ bowel problems
__ chicken pox		__ problems with urination	__ sinusitis	
__ colds			__ meningitis			__ tonsillectomy
__ ear infections		__ mumps			__ tonsillitis
     how often? ______	__ encephalitis		__ vision problems
__ ear tubes			__ hearing problems

Please list any diagnosis or other medical conditions, food allergies, sensitivities: 


Has your child had any accidents or injuries?	Yes     No
	If yes, please describe:



Has your child ever been hospitalized:		Yes	No
	If yes, please describe: 



Does your child take any medications regularly?	Yes 	No
	If yes, describe and list dosage: 



Does your child wear any hearing aids or glasses? 		Yes	No
	If yes, which aid and how long?


Does your child…
	Choke on food or liquids?	Yes     No
	Currently put toys/objects in his/her mouth?	Yes     No
	Brush his/her teeth and/or allow brushing?	Yes	No

Developmental History
When did your child first:
	Sit alone:				
	Babble:

	Crawl:				
	Produce words:

	Walk: 				
	Speak in short sentences:

	Grasp a crayon:   
	Sleep through the night

	Become toilet trained:     
	Feed self with spoon: 




Has your child lost any skills:   Yes	No
	If yes, please describe: 


Please check the words that best describe your child:
___ affectionate		___ fearful				___ poor eye contact
___ attentive			___ fearless				___ restless
___ angry			___ good disposition		___ sad
___ calm			___ hard to comfort			___ self-abusive
___ confident		___ has separation problems	___ short attention span
___ cooperative		___ inappropriate behaviors	___ shy
___ curious			___ joyful				___ stubborn
___ demanding		___ likes people			___ withdrawn
___ overactive		___ playful				___ plays well alone
___easily distracted		___ easily frustrated		___destructive
___ aggressive		___ willing to try new things

What are your child’s favorite toys?


What are some things your child likes doing?


What are some things your child does not enjoy doing?


How your child gets along with:	
	Siblings: _________________________________
	Other Children:  ___________________________
	Familiar Adults:  ___________________________
	Strangers:  _______________________________
	Does your child make friends easily?   Yes     No



How does your child communicate?
___ Gestures/Points	___ Single Words	  ___Phrases		___ Sentences

	Does your child understand what you say?	Yes     No
	Do you understand what your child says?   	Yes     No
	Do others understand what your child says?	Yes     No


Educational Background
Is your child currently attending daycare, preschool or school?
If yes,
	School Name: 

	Where: 

	Grade:                         Teacher:



Does your child’s teacher have any concerns about your child?	Yes    No
	If yes, please describe: 


Therapy History
Does your child currently receive therapy services at school or elsewhere?   Yes     No
	If yes, where? ____________________________________________________

Has your child ever received therapy services in the past?   Yes     No
	If yes, what services and when?  ______________________________________

Parent/Caregiver Concerns
Please state your concerns with:
	___ Speech-Language - ____________________________________________
	___ Gross Motor / Movement - _______________________________________
	___ Fine Motor - __________________________________________________
	___ Behavior / Social - ______________________________________________
	___ Eating - ______________________________________________________
	___ Other - _______________________________________________________



Please list goals that you feel would enhance your child’s independence:
1. ______________________________________________________________________________
2. ______________________________________________________________________________
3. ______________________________________________________________________________

Thank you for completing the above information. Please provide any additional information that you feel will help us to understand your child better: 







On you FIRST visit, please bring all completed forms, Insurance and/or Medicaid cards.
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