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Patient Registration Form
Today’s Date __________________

[image: image1.png]        Speech          Occupational          Physical         Tutoring        Behavioral
Child’s Information

Child’s Name: ____________________________

Child’s SS#: ___________________________

Date of Birth:  _________________           Gender: M     F

School Name: __________________________

Home Address: ____________________________

School Address: ________________________

_________________________________________

Referred By: ___________________________

Previous Therapy?           Yes         No 



Diagnosis: _____________________________
If yes; where? _____________________________

Language Spoken
Evaluated?  
Yes         No 




Child Speaks: __________________________

If yes; when? ______________________________

Parent Speaks: _________________________


Parent’s Information

Parent’s Name: ____________________________

Parent’s SS#: __________________________

Home Address: _____________________________

City: __________ State: ___ Zip: __________
Home Phone: _________________ Cell Phone: __________________ Work Phone: _________________

Email Add: _______________________________ 

do you check it often? ___________________ 

Would you like billing via email?          Yes      No 


Physician Information

PCP Name: ______________________________

Office Phone #: ________________________

Office Address: ___________________________

Office Fax #: __________________________

City: ______________ State: ___ Zip: _________

Insurance Information




                                Office Use:
Insurance Company: _______________________

Availability: ___________________________

Policy Holder: ____________________________

Intake paper work on: ___________________

Policy Holder DOB: _______________________

Member/Policy #: _________________________
                                  Follow up Contacts
Group #:  ________________________________

1 ____________________________________

Explained Billing Policy?          Yes      No



2 ____________________________________









3 ____________________________________

Therapist Assigned: _______________________

Date Assigned: ___________________________

Sent inactive date: ____________________ By: _____________________

Center Policies

Acknowledgment of Financial Responsibility

I hereby understand that payment is due in full at the time of the services are rendered (co-payments, insurance deductibles, and all other charges if applicable). We realize that temporary financial problems may affect timely payment of your account. If such problems do arise, we encourage you to contact the Office Manager promptly for assistance in the management of your account. Should this account become delinquent and be referred to any third party for collection efforts, I agree to pay all reasonable attorney’s fees, court fees, and collection expenses.

Authorization for Assignment of Insurance Benefits

I hereby authorize my insurance company (ies) to pay directly to the Children’s Center for Therapy and Learning all benefits due under the policy (ies) by reason of services rendered therein by said patients. Irrevocable assignment and transfer shall be for the recovery on my insurance policy(ies), but shall not be construed to be an obligation of the Children’s Center for Therapy and Learning to pursue any such right of recovery. A copy of this assignment shall be considered as effective and valid as the original.

Authorization for Release of Medical Records and Information

I hereby consent to disclosure of any such and all records of information concerning the treatment of the said patient maintained by the Children’s Center for Therapy and Learning for the purpose of insurance claims, or other claims for medical benefits and for the exchange of information to the referring physician, psychologist, therapist, school or other referral source if appropriate.

Understanding of Insurance Pre-Certification and Benefits

I understand that information received by the Children’s Center for Therapy and Learning regarding my insurance policy limits, co-payments and deductible is based on the Children’s Center for Therapy and Learning’s contacts with my insurance company. I understand that based on insurance company (ies), disclaimers, accurate information on policy limits, co-pays, and deductibles may not be ascertained until my insurance company received a bill and payment is processed. I agree to notify the Children’s Center for Therapy and Learning prior to making any changes to my insurance/Medicaid coverage. If I change from Medicaid to an HMO and I do not notify the Children’s Center, I will be responsible for paying for the therapy sessions given after the change to the HMO occurs.

Insurance Billing and Payments

I understand that payment is expected prior to services being rendered. I further understand that as a courtesy the Children’s Center for Therapy and Learning will provide me the necessary documentation to submit my own insurance claims. The office staff at the Children’s Center is available to advise you in regards to claims reimbursement if needed. I understand that I am responsible for all co-payments, insurance deductibles and private payments for services in a timely manner. I understand that I am subject to a $25 late fee for any payments received after 60 days of the invoice date.

I have read all of the above and understand my responsibilities. I understand that my signature is required in order to receive services from the Children’s Center for Therapy and Learning.

​​​​​​​​​​______________________________
______________________________

Print Patient Name



Date

______________________________
______________________________

Signature of Patient/Guardian


Relationship to Patient

** Please Note: Signature must be obtained in order to receive services




Center’s Copy

Broken or Missed Appointments

I understand that the Children’s Center for Therapy reserves the right to charge for broken or missed appointments without 24 hours notice. I agree to pay these charges. I further understand:

· I am aware that I cannot be billed for a missed appointment if I have Medicaid or Early Steps as the payer for the session I am cancelling. This session will be considered a no show and a strike on my record. I further understand that after 3 strikes in a six month time frame, my child will be considered for dismissal from our caseload

· I understand that if a therapist cancels a session with me and I thereby cancel with another therapist that day because of the cancellation, I will be charged with a no show, strike or cancellation fee.

· After 3 sick cancellation excuses, a doctor’s note will be required in order to not be charged for a session or no show.

· The full fee of the session will be charged if 24 hours notice for a cancellation is not given. 

· My insurance cannot be billed for a no show or cancellation.

· Sessions can only be made up within the same week that the cancellation was made in order to not be charged for the session. I understand that therapists have limited availability and that they may not be able to make up the session within that week and if this situation arises I will be charged for the cancellation.

· I will cancel all of my appointments with the intake coordinator at 305-895-0444. I understand that operating hours for the center are from 8:30-6:00, I will make every attempt to cancel during those hours. If cancellations are made before or after operating hours by leaving a voicemail message I understand that it will be considered a no show.

· I understand that some therapist would prefer to also be notified by cell phone. I have discussed this with my therapist and will make an effort to follow my therapist’s wishes in regards to this policy. I understand however that this does not negate my obligation to cancel with the intake coordinator as they need to log the cancellation in the system.

· I understand that if my therapist does not require me to stay during my child’s therapy time, I can leave the premises of the center as long as I return 10 minutes prior to my child’s session ending and as long as I leave a contact phone number and any necessary items my child may need (diapers, wipes, etc.). If I am late picking up my child I will be charged a $1 a minute late fee to pay for the babysitting services that my child receives in my absence. This late fee cannot be charged to my insurance and I am responsible for paying this fee when I return to pick up my child. There are no exceptions to the late fee policy.

· Rain is not an appropriate reason to cancel therapy, if parents cancel because of the weather their child may be dismissed from therapy. If there is a hurricane please call the center to check to see if the center is open.

· Any child that is more than 10 minutes late for a scheduled appointment will be considered a mark on their record. After 6 marks in a six month period the child will be considered for dismissal from the caseload. For private pay clients, the entire session will be charged when you are late for a session. If you are 15 minutes or more late for your scheduled appointment the late fee will be your responsibility and cannot be charged to your insurance.

· Do not assume that the center is closed for Holidays; it is up to the discretion of the therapist to determine if they will or will not be working on a holiday. If you do not plan to attend therapy on a holiday you must notify the therapy 24 hours in advance.

We at the Children’s Center would like to thank you in advance for your commitment to your child’s therapy and progress. We are setting up these strict cancellation rules in order to better assist the children achieve their goals and to receive consistent services. Please also understand that the therapist at the center work on a hourly basis so if a client cancels and they are not able to fill that spot they do not get paid for the time. In order to keep the therapists happy, please try to keep your regularly scheduled appointments and avoid cancelling. If you need to cancel, please make every effort to provide them with as much notice as possible so they can schedule another child in that spot.

I understand and acknowledge the above guideline and will do my best to adhere to these policies. I agree to pay any fees that are incurred by not following the cancellation and late fee policy.

______________________________
     ______________

Parent Signature



     Date

______________________________
     ______________________________

Printed Name



     Witness
Patient Notification of 
Privacy Rights

This notice describes how medical information about you may be used and disclosed and how you can get access to this information. Please review it carefully.

I.    USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION
The Children’s Center for Therapy and Learning may use health information about you for treatment, to obtain payment for treatment, for administrative purposes, and to evaluate the quality of care that you receive. We may use or disclose identifiable health information about you without your authorization for public health purposes, for auditing purposes, for research studies, and for emergencies. We provide information when otherwise required by law, such as for law enforcement in specific circumstances. In any other situation, we will ask for your written authorization before using or disclosing any identifiable health information about you. If you choose to sign an authorization to disclose information, you can later revoke that authorization to stop any future uses and disclosures.

A. TREATMENT. We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services. This includes the coordination or management of your health care with a third party for your treatment purposes.
B. PAYMENT. Your protected health information will be used as needed, to bill and collect payment for your health care services. This may include certain communications to your health insurer to determine eligibility, get authorization, and obtain payment for the treatment that we recommend. We may also release information to any third party or outside agency for collection purposes.
C. OPERATIONS. We may use or disclose your protection health information, as necessary, for our own health care.

The Federal regulations that govern the use and disclosure of protected health information may require us to disclose your health information in any of the following situations:

Required By Law. We may use or disclose your protected health information to the extent that law requires the use of disclosure. The use or disclosure will be made in compliance with the law and will be limited to the relevant requirements of the law. You will be notified, as required by law, of any such uses or disclosures.
Public Health. We may disclose your protected health information for public health activities and purposes to a public health authority that is permitted by law to collect or receive the information. The disclosure will be made for the purpose of controlling disease, injury or disability. We may also disclose your protected health information, if directed by the public health authority, to a foreign government agency that is collaborating with the public health authority.

Communicable Diseases. We may disclose your protected health information, if authorized by law, to a person who may have been exposed to a communicable disease or may otherwise be at risk of contracting or spreading the disease or condition. 

Health Oversight. We may disclose protected health information to a health oversight agency for activities authorized by law, such as audits, investigations, and inspections. Oversight agencies seeking this information include government agencies that oversee the health care system, government benefit programs, other government regulatory programs and civil rights laws.
Abuse or Neglect. We may disclose your protected health information to a public health authority that is authorized by law to receive reports of child abuse or neglect. In addition, we may disclose your protected health information if we believe that you have been a victim of abuse, neglect or domestic violence to the governmental entity or agency authorized to receive such information. In this case, the disclosure will be made consistent with the requirements of applicable federal and state laws.

Food and Drug Administration. We may disclose your protected health information to a person or company as directed or required by the Food and Drug Administration (i) To or report adverse events (or similar activities with respect to food of dietary supplements), product defects or problems (including problems with the use or labeling of a product), or biological product deviations, (ii) to track FDA-regulated products, (iii) to enable product recalls, repairs or replacement, or look back (including locating and notifying individuals who have received products that have been recalled, withdrawn, or are the subject of look back), or (iv) to conduct post-marketing surveillance.

Legal Proceedings. We may disclose protected health information in the course of any judicial or administrative proceeding, in response to an order of a court or administrative tribunal (to the extent such disclosure is 
expressly authorized), in certain conditions in response to a subpoena, discovery request or other lawful process.
Law Enforcement. We may also disclose protected health information, so long as applicable legal requirements are met, for law enforcement purposes. These law enforcement purposes include (1) legal processes and otherwise required by law, (2) limited information requests for identification and location purposes, (3) pertaining to victims of a crime, (4) suspicion that death has occurred as a result of criminal conduct, (5) in the event that a crime occurs on the premises of the practice, and (6) medical emergency (not on the Practice’s premises) and it is like that a crime has occurred.

Coroners, Funeral Directors, and Organ Donation. We may disclose protected health information to a coroner or medical examiner for identification purposes, determining cause of death or for the coroner or medical examiner to perform other duties authorized by law. We may disclose protected health information to a funeral director, as authorized by law, in order to permit the funeral director to carry out their duties. We may disclose such information in reasonable anticipation of death. Protected health information may be used and disclosed for cadaveric organ, eye or tissue donation purposes.

Research. We may disclose your protected health information to researchers when their research has been approved by an institutional review board that has reviewed the research proposal and established protocols to ensure the privacy of your protected health information.

Criminal Activity. Consistent with applicable federal and state laws, we may disclose your protected health information, if we believe that the use or disclosure is necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public. We may also disclose protected health information if it is necessary for law enforcement authorities to identify or apprehend an individual.
Military Activity and National Security. When the appropriate conditions apply, we may use or disclose protected health information of individuals who are Armed Forces personnel (1) for activities deemed necessary by appropriate military command authorities; (2) for the purpose of a determination by the Department of Veterans Affairs of your eligibility for benefits, or (3) to foreign military authority if you are a member of that foreign military services. We may also disclose your protected health information to authorized federal offices for conducting national security and intelligence activities, including for the provision of protective services to the President or others legally authorized.

Workers’ Compensation. Your protected health information may be disclosed by us as authorized to comply with workers’ compensation laws and other similar legally-established programs.

Inmates. We may use or disclose your protected health information if you are an inmate of a correctional facility and your physician created or received your protected health information in the course of providing care to you.

Required Uses and Disclosures. Under the law, we must make disclosures to you and when required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the requirements of Section 164.500 et. seq.

You’re Rights
The following is a statement of your rights with respect to your protected health information and a brief description of how you may exercise these rights.
You have the right to inspect and copy your protected health information. This means you may inspect and obtain a copy of protected health information about you that is contained in a designated record set for as long as we maintain the protected health information. A designated record set contains medical and billing records and any other records that you physician and the practice uses for making decisions about you. Under federal law, however, you may not inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is subject to law that prohibits access to protected health information. Depending on the circumstances, a decision to deny access may be reviewable. In some circumstances, you may have a right to have this decision reviewed. Please contact our Privacy Contact if you have questions about access to your medical record.
You have the right to request a restriction of your protected health information. This means you may ask us not to use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations. You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the restriction to apply. We are not required to agree to a restriction that you may request, but if we do agree to the requested restriction, we may not use or disclose your protected health information in violation of that restriction unless it is needed to provide emergency treatment.
You may have the right to request to receive confidential communications from us by alternative means or at an alternative location. We will accommodate reasonable requests. We may also condition this accommodation by asking you for information as to how payment will be handled or specification of an alternative address or other method of contact; we will not request an explanation from you as to the basis for the request. Please make this request in writing to our Privacy Contact.

You may have the right to have your physician amend your protected health information. This means you may request an amendment of protected health information about you in a designated record set for as long as we maintain this information. In certain cases, we may deny your request for an amendment. If we deny your request for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. Please contact our Privacy contact to determine if you have questions about amending your medical record. 

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.  This right applies to disclosures for purposes other than treatment, payment or healthcare operations as described in this Notice of Privacy Practices. It excludes disclosures we may have made to you, for a facility directory, to family members or friends involved in your care, or for notification purposes. You have the right to receive specific information regarding these disclosures that occurred after April 14, 2003. You may request a shorter timeframe. The right to receive this information is subject to certain exceptions, restrictions and limitations.

You have the right to obtain a paper copy of this notice from u, upon request, even if you have agreed to accept this notice electronically.

Complaints
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate against you for filing a complaint.

Patient Notification of Privacy Rights

Health Insurance Portability and

Accountability Act (HIPAA)

Recent federal law, the Health Insurance Portability and Accountability Act (HIPAA), has created new patient protections surrounding the use of protected health information. Commonly referred to as the “medical records privacy law”, HIPAA proved patient protections related to the electronic transmission of data, the keeping and use of patient records, and storage and access to health care records. HIPAA, which applied to all health care providers and agencies throughout the country, required patient notification of privacy rights as it relates to their health care records.

In health care, confidentiality and privacy are central to the success of the therapeutic relationship as such, you will find that we will do all that we can to protect the privacy of your records. Please read the enclosed documents to better understand your privacy rights. If you have any questions, please contact the office manager for further clarification.

HIPAA also required that your signature is secured, indicating that you have been given documentation detailing your patient rights. Thank you for your cooperation.



Children’s Center for Therapy and Learning has offered me a copy of the Patient Notification of Privacy Rights document that gives a detailed description of the potential uses and disclosures of my protected health information, as well as my rights on these matters.

· I have accepted a copy of the Patient Notification of Privacy Rights document.

· I have been offered a copy of the Patient Notification of Privacy Rights document, but do not wish to have a copy at this time.

_______________________________

_______________________________
Client Name (Please Print)



Client or Legal Guardian Signature
_______________________________

_______________________________

Client Date of Birth




Date Signed

This form must be completed and returned prior to the patient’s scheduled evaluation time to assist in crating the most effective assessment experience. Please also provide copies of reports from other specialists, including speech-language pathologists, who have evaluated and/or treated your child.

GENERAL INFORMATION
Child’s Name: ____________________________________ Date of Birth: _________________   (Male (Female

Address: __________________________________________________________________________________



Street




City



State

Zip

Telephone: (Home) _________________________________    (Work) ________________________________
Mother’s Name: _______________________________ Father’s Name: ________________________________

Mother’s Occupation: ___________________________ Father’s Occupation: ____________________________

Mother’s Level of Education: _______________________ Father’s Level of Education: _______________________

Child’s Medical Diagnosis: _____________________________________________________________________

Referral Source: ____________________________________________________________________________

Physician: _________________________________________________________________________________

Physician’s Address: _________________________________________________________________________

Street



City



State

Zip

Physician’s Phone: ___________________________________    (Fax) _________________________________

Other Physician’s who provided care:

Name







Type of Specialist

___________________________________________
_________________________________________

___________________________________________
_________________________________________

PATIENT HISTORY
Describe in your own words the type of difficulty your child is having: _____________________________________

________________________________________________________________________________________________________________________________________________________________________________

When the problem was first noticed? ____________________________________________________________

Is your child aware of the problem?  ( Yes  ( No     If yes, how does your child feel about it? ___________________

________________________________________________________________________________________

Is your child in any pain today?   ( Yes  ( No     If yes, Please describe: ____________________________________

________________________________________________________________________________________

FAMILY INFORMATION   (SIBLINGS):

Name


   _____________________
  _____________________
  _____________________

Date of Birth

   _____________________
  _____________________
  _____________________

Sex


   _____________________
  _____________________
  _____________________

General Health

   _____________________
  _____________________
  _____________________
Physical Disabilities 
    ( Yes  ( No


   ( Yes  ( No


   ( Yes  ( No

Educational Difficulties
    ( Yes  ( No


   ( Yes  ( No


   ( Yes  ( No

Is there any history of learning, neurological, psychological or hereditary problems in the immediate family or mother/father’s families? If so, Please describe. ______________________________________________________

________________________________________________________________________________________

Have there been any other pregnancies?

( Yes   ( No

What languages does your child speak (if more than one please indicate the primary language)? __________________

________________________________________________________________________________________

ADOPTION INFORMATION
Is the child adopted?
   ( Yes   ( No

If so what age? __________________________________________

What changes have you seen since you brought your child home? ________________________________________

HEALTH & MEDICAL HISTORY
Has your child ever been examined by any of the following professionals:

	Provider
	Dates of Exam/Evaluation
	Name of Provider
	Currently under

Provider’s Care

	Neurologist
	
	
	( Yes      ( No

	Occupational Therapist
	
	
	( Yes      ( No

	Physical Therapist
	
	
	( Yes      ( No

	Speech Pathologist
	
	
	( Yes      ( No

	Psychologist
	
	
	( Yes      ( No

	Orthopedic Physician
	
	
	( Yes      ( No

	Cardiologist
	
	
	( Yes      ( No

	Developmental Pediatrician
	
	
	( Yes      ( No

	Social Worker
	
	
	( Yes      ( No

	Behavior Specialist
	
	
	( Yes      ( No

	Otolaryngologist (ENT)
	
	
	( Yes      ( No


Is your child currently on any medications?    ( Yes  ( No
Please list names and schedule of medications: ______________________________________________________






          ______________________________________________________

What is and has been your child’s general health condition? ____________________________________________

Please indicate if your child has had any of the following (if not, please write “NO” in the age column):

	Illness
	Age
	Severity
	Hospitalized/ Medication
	Illness
	Age
	Severity
	Hospitalized/ Medication

	Adenoidectomy
	
	
	
	Measles
	
	
	

	Allergies
	
	
	
	Meningitis
	
	
	

	Asthma
	
	
	
	Mumps
	
	
	

	Blood Disease
	
	
	
	Muscle Disorder
	
	
	

	Cataracts
	
	
	
	Nerve Disorder
	
	
	

	Chicken Pox
	
	
	
	Orthodontia
	
	
	

	Cleft Lip/Palate
	
	
	
	Pneumonia
	
	
	

	Cross Eye
	
	
	
	Polio
	
	
	

	Croup
	
	
	
	Respiratory Infection
	
	
	

	Dental Problems
	
	
	
	Rheumatic Fever
	
	
	

	Diphtheria
	
	
	
	Seizures
	
	
	

	Ear Infections
	
	
	
	Scarlet Fever
	
	
	

	Encephalitis
	
	
	
	Tonsillectomy
	
	
	

	Headaches
	
	
	
	Tonsillitis
	
	
	

	Head Injury
	
	
	
	Whooping Cough
	
	
	

	Heart Problems
	
	
	
	Influenza
	
	
	

	High Fever
	
	
	
	Mastoidectomy
	
	
	

	Eczema
	
	
	
	Vision Problems
	
	
	

	Anoxia
	
	
	
	Reflux
	
	
	


Other: ___________________________________________________________________________________

Comments: _______________________________________________________________________________

Has your child had any convulsions (seizures)?   ( Yes   ( No

Age __________

Current medication for seizures? ________________________________________________________________

HOSPITALIZATIONS/SURGERIES
         AGE      DURATION

HOSPITAL

_________________________________   _____   _________________   _____________________________

_________________________________   _____   _________________   _____________________________

_________________________________   _____   _________________   _____________________________

Please describe any complications which occurred during any of the above:

________________________________________________________________________________________
Were any of the above followed by noticeable changes your child’s general behavior or in his/her speech? If so, explain:

_________________________________________________________________________________________
ALLERGIES
Does your child have any known skin allergies?     ( Yes ( No          To Latex?     ( Yes ( No


To what? ________________________________     Reactions? ________________________________


Treatment? __________________________________________________________________________

Does your child have any food allergies?     ( Yes  ( No     Please List: ____________________________________

Does your child have any allergies to medications?     ( Yes  ( No     Please List: _____________________________

Is your child on a special diet?     ( Yes  ( No     Please list food restrictions: _______________________________

________________________________________________________________________________________

CURRENT BEHAVIOR
How would you describe your child? (Mark all that apply)

( Happy            ( Easily distracted        ( Friendly         ( Imaginative        ( Quiet          ( Cuddly        ( Aggressive                      

( Tires Easily     ( Drowsy                    ( Moody          ( Shy                   ( Curious       ( Clumsy       ( Out-going
Does your child have the ability to (mark all that apply):

( Toilet Self





( Take care of personal hygiene

( Recognizes clean/soiled clothing


( Dress self easily

( Feed self appropriately with manner


( Take care of personal belongings

( Structure free time accordingly


( Develop good work habits

( Follow rules of games




( Involve self in play

( Communicate feelings appropriately


( Make appropriate responses

( Problem solves and discusses options with others

Describe your child’s strengths: _________________________________________________________________

________________________________________________________________________________________

Does your child show aversive reaction to touching certain objects or textures?     ( Yes  ( No

How does he/she react to familiar touch? __________________________________________________________

Does he/she startle easily when touched unexpectedly?     ( Yes  ( No

Describe any problems in bowl or bladder control: ___________________________________________________

Describe any sleeping problems: ________________________________________________________________
Is your child a mouth breather?     ( Yes  ( No

PRENATAL & BIRTH HISTORY
Did the mother require medical intervention to achieve pregnancy?     ( Yes  ( No

Please indicate if the mother had any of the following during pregnancy?

	Condition
	Months of Pregnancy
	Hospitalization/ Medications
	Condition
	Months of Pregnancy
	Hospitalization/ Medications

	( Excessive vomiting
	
	
	( Heart Condition
	
	

	( Bleeding
	
	
	( Asthma
	
	

	( Swelling
	
	
	( Thyroid Problems
	
	

	( High Fever
	
	
	( Kidney Disease
	
	

	( Toxemia
	
	
	( X-rays
	
	

	( Rh-Negative Blood
	
	
	( Accidents
	
	

	( Seizures
	
	
	( Surgery
	
	

	( Virus Infection
	
	
	( Alcohol Intake
	
	

	( German Measles
	
	
	( Nicotine
	
	

	( Diabetes
	
	
	( Drugs
	
	


Was hospitalization required for any of the above conditions?     ( Yes  ( No

Were any medications taken during the pregnancy?     ( Yes  ( No     Please List: ____________________________

______________________________________________________________________________________________
Length of Pregnancy _______________ Duration of labor ______________ Type of Delivery ______________

Birth weight _______________ What hospital were you in? _________________________________________

Was your child transferred to another hospital? _____________________________________________________
Were any drugs or anesthetics used during labor? ___________________________________________________

Were there any problems with the delivery? If so, please describe ________________________________________

________________________________________________________________________________________

What was the APGAR rating at the time of birth, if known? ____________________________________________
How long did the child remain in the hospital? ______________________________________________________

Please indicate if any of the below health problems occurred immediately after birth or during the first 2 weeks of life?

( Jaundice

( Jaundiced after 2-3 days
( Difficulty breathing

( Apnea
( Seizures

( Intracranial bleeding

( Head injury


( Tube fed

( Transfusions

( Feeding difficulty

( Scars/bruising


( Incubator

( IV fluids

( Unusual muscle tone

( Reflux

( Surgery (Please explain):
Describe any medical attention mother or child required. ______________________________________________

________________________________________________________________________________________

DEVELOPMENTAL HISTORY
Give approximate age of your child in months or years when he/she accomplished the following:

Smiled ________________________________

Looked at your face _______________________

Followed objects with eyes _________________

Held objects_____________________________

Picked up objects ________________________

Rolled over ______________________________

Sat alone_______________________________

Belly crawled_____________________________

Crept on hands/knees _____________________

Fed self _________________________________

Dressed self ____________________________

Drank from cup/glass _______________________

Had bowel control _______________________

Had bladder control ________________________

SPEECH & LANGUAGE HISTORY
During the first year, other than crying, how would you describe your child?
A silent baby _________________________

A very quiet baby _____________________
An average noisy baby __________________

Very noisy baby ______________________
Please describe his/her vocalizations: ____________________________________________________________

________________________________________________________________________________________
At what age did he/she say his/her first word? ______________________________________________________

Did he/she get one or two words and then go a long time before getting any new words?   ( Yes  ( No

At what age did he/she use two-word combinations like “want cookie”? ___________________________________

At what age did he/she use complete short sentences like “I go upstairs”? __________________________________

Were there easy to understand?    ( Yes  ( No

What efforts does (or did) your child make to communicate his/her wants when not understood? ________________

________________________________________________________________________________________

Did speech learning ever seen to stop for a period?   ( Yes  ( No     If so, describe: __________________________

________________________________________________________________________________________

How easily can your child follow instructions? ______________________________________________________

Do you have to frequently repeat instructions?    ( Yes  ( No

Does he/she seem to have any difficulty hearing?    ( Yes  ( No
Does he/she have any visual problems?     ( Yes  ( No

How easily (poor, fair, good, or excellent (can the child maintain his attention during sitting activities):









For how long?

Watch TV ____________________________
_________________________

Reading/looking at pictures ________________
_________________________

Listening to a story ______________________
_________________________

What have you done to help your child’s speech and language? __________________________________________

________________________________________________________________________________________________________________________________________________________________________________

FEEDING DEVELOPMENT/HISTORY

Were there any feeding problems in the early stages?     ( Yes  ( No

Please describe: ____________________________________________________________________________

________________________________________________________________________________________

At what age did he/she start drinking from a glass or cup? ______________________________________________

Describe any present eating problems: ____________________________________________________________

________________________________________________________________________________________

Does he/she have difficulty chewing or swallowing?   ( Yes  ( No          Does he/she drool?    ( Yes  ( No

What does your child eat? _____________________________________________________________________

What does your child not eat? __________________________________________________________________

How does your child take in liquid?     ( Bottle     ( Sippy cup     ( Straw     ( Cup     ( Breast

What types of food does your child eat?     ( Breast milk     ( Formula     ( Baby cereal     ( Baby food     ( Table food
Does your child have specific foods that he/she dislikes?    ( Yes  ( No     Please list: __________________________

________________________________________________________________________________________

Where is your child typically fed:     ( High chair     ( Booster Chair     ( Baby seat     ( Chair

Does your child self-feed?      ( Yes  ( No

What utensils does your child use independently?     ( Spoon     ( Fork     ( Knife
What is the length of an average feeding/meal? ______________________________________________________

Please list any nutritional supplements that your child receives: __________________________________________
EDUCATIONAL HISTORY
Indicate the type of setting the child was/is currently enrolled:

( Home

( Home with caregiver

( Day care
( Preschool

( Kindergarten


( School

List name of current school: ________________________________________________________

Grade level: ____________________________________________________________________

Indicate performance level in school:

( Above average      ( Average      ( Below average

List the best/favorite subjects:

________________________________________________________________________________________________________________________________________________________________________________

List the most difficult/least favorite subjects:

________________________________________________________________________________________________________________________________________________________________________________

Has your child repeated a grade?     ( Yes  ( No      Which grades? ______________________________________

Please indicate any special assistance or services your child receives in school:

	SERVICE
	YES/NO
	NAME OF PROVIDER

	Occupational Therapy
	( Yes  ( No
	

	Physical Therapy
	( Yes  ( No
	

	Speech Pathology
	( Yes  ( No
	

	Adaptive PE
	( Yes  ( No
	

	Social Work
	( Yes  ( No
	

	Aide
	( Yes  ( No
	

	Reading Specialist
	( Yes  ( No
	

	LD Resource
	( Yes  ( No
	

	Psychologist
	( Yes  ( No
	

	Other:
	( Yes  ( No
	


Appendix D: Photo/Video Consent

*Please Legibly Provide All Information Requested*

Photo/Video consent for Children’s Center for therapy and Learning
Child’s Name:

   ________________________________________________________________

Child’s Age:

   ________________________________________________________________

Parents/Guardian’s

Full Name:

   ________________________________________________________________

Parents/Guardian’s

Full Address:

   ________________________________________________________________




   ________________________________________________________________




   ________________________________________________________________

Parents/Guardian’s

Telephone Number(s):
   ________________________________________________________________

Parents/Guardian’s

Email (Optional):
   ________________________________________________________________

I consent and give permission to you and those acting under your authority to photograph/video and use the likeness of my son or daughter in connection with Children’s Center for Therapy and Learning. By signing below I certify that I am the (please check) ____ parent or ____ legal guardian of the child above, a minor. I release The Children’s Center, its parent, affiliates, officers, directors, agents and employees, and those acting under its authority, from all debts, claims, liabilities of any kind arising out of or in connection with the use and publication of the photograph/likeness referred to above. The undersigned does hereby agree to hold Children’s Center for Therapy and Learning its parent, affiliates, officers, directors, agents, and employees, and those acting under its authority, against loss from any claim, action or demand that may be brought at any time by the above name a minor or by anyone acting on the minor’s behalf for the purpose of enforcing a claim for damages on account of the use and publication of the minor’s likeness and photograph. This permission is for use of Children’s Center for Therapy and Learning only.

___________________________

_________________

Signature




Date

___________________________

_________________

Witness





Date

Print Witness Name: ____________________________________________________

Parental Consent to use

E-mail to Exchange Personally Identifiable Information

Parent’s Name:
_____________________________________

E-mail Address:
_____________________________________

Child’s Name:
______________________________________   D.O.B. ______________________

At your request, you have chosen to communicate personally identifiable information concerning your child’s therapy treatment by e-mail without the use of encryption. Sending personally identifiable information by e-mail has a number of risks that you should be aware of prior to giving your permission. These risks include, but are not limited to, the following: 

· E-mail can be forwarded and stored in electronic and paper format easily without prior knowledge of the parent

· E-mail senders can misaddress an e-mail and personally identifiable information can be sent to incorrect recipients by mistake.

· E-mail sent over the Internet without encryption is not secure and can be intercepted by unknown third parties. 

· E-mail content can be changed without the knowledge of the sender or receiver.

· Backup copies of e-mail may still exist even after the sender and receiver have deleted the messages.

· Employers and online service providers have a right to check e-mail sent through their systems.

· E-mail can contain harmful viruses and other programs

Parental Acknowledgement and Agreement
I acknowledge that I have read and understand the items above which describe the inherent risks of using e-mail to communicate personally identifiable information. Nevertheless, I, _____________________________, authorize _________________________________ whose e-mail address is ____________________________ to communicate with me at my e-mail address, ____________________________, concerning my child’s ________________________________ participation in therapy at the Children’s Center, including but not limited to communication regarding service delivery, his/her progress in the EIP and any other related matters. I understand that use of e-mail without encryption presents the risks noted above and may result in an unintended disclosure of such information.

(Optional) In addition, I give permission for members of my child’s treatment team to communicate personally identifiable information concerning my child with each other using unencrypted e-mail. Early intervention team members who I give permission to use unencrypted e-mail to communicate with each other about my child include:

(1) __________________________________ with the e-mail address _________________________________

(2) __________________________________ with the e-mail address _________________________________

(3) __________________________________ with the e-mail address _________________________________

(4) ​__________________________________ with the e-mail address _________________________________

(5) __________________________________ with the e-mail address _________________________________

Parent’s Signature ​​​​​​​​​​​​_______________________________________     Date _________________________
AUTHORIZATION TO DISCLOSE INFORMATION

Whose Records are to be Disclosed (print name):

Name: __________________________________________________________________ (First Middle Last) 
SSN: _____________________________          Date of Birth: _______________________ (Month Day Year)

 I voluntarily authorize and request disclosure (including paper, oral, and electronic interchange) of all my medical records, education records, and other information related to my ability to perform tasks. 

This includes specific permission to release: 

1. All records and other information regarding my treatment, hospitalization, and outpatient care for my impairment(s), including but not limited to: 

• Psychological, psychiatric or other mental impairment(s) (excludes psychotherapy notes as defined in 45 CFR 164.501). 

• Drug abuse, alcoholism, or other substance abuse. 

• Sickle cell anemia. 

• Gene-related impairments, including genetic test results. 

2. Records which may indicate the presence of communicable or venereal disease which may include, but are not limited to, diseases such as hepatitis, syphilis, gonorrhea, and the human immunodeficiency virus also known as Acquired Immune Deficiency Syndrome (AIDS) and tests for HIV. 

3. Information about how my impairment(s) affects my ability to complete tasks and activities of daily living, and my ability to work. 

4. Information created within 12 months after the date this authorization is signed, as well as any and all past information. 

This authorization allows for release of information FROM: 

• Children’s Center for Therapy and Learning
• All medical sources (hospitals, clinic, labs, physicians, psychologists, etc.) including mental health, correctional, addiction treatment, and VA health care facilities. 

• All educational sources (schools, teachers, records administrators, counselors, etc.). 

• Social workers/rehabilitation counselors. 

This authorization allows for release of information TO: 

• Children’s Center for Therapy and Learning
• All medical sources (hospitals, clinic, labs, physicians, psychologists, etc.) including mental health, correctional, addiction treatment, and VA health care facilities. 

• All educational sources (schools, teachers, records administrators, counselors, etc.). 

• Social workers/rehabilitation counselors

I authorize:

• The use of a copy (including electronic copy) of this form for the disclosure of the information described above. 

• I may write to Children’s Center for Therapy and Learning and my sources to revoke this authorization at any time.

• Children’s Center for Therapy and Learning will give me a copy of this form if I ask. I may ask the source to allow me to inspect or get a copy of material to be disclosed. 

• I have read this form in it’s entirely and agree to the disclosures above from the types of sources listed. 

SIGN ►___________________________________ Print Name ____________________________________
                  If not signed by subject of disclosure, specify basis for authority to sign: 

Parent of minor ____ Guardian ____ Power of Attorney ____ Other (specify) ____ 

Date Signed: ___________ Phone Number (with area code) ________________________
IMPORTANT INFORMATION ABOUT PRIVACY: Personal information collected by Children’s Center for Therapy and Learning is protected by Privacy Act of 1974 and the Health Insurance Portability and Accountability Act of 1996 (HIPAA). Children’s Center for Therapy and Learning maintains records in accordance with policies contained in CFOP 15-4. This general and special authorization to disclose was developed to comply with the provisions regarding disclosure of medical, educational, and other information under P.L. 104-191 (HIPAA); 45 CFR parts 160 and 164, 42 U.S. Code section 290dd-2, 42 CFR part 2, 38 U.S. Code section 7332, 38 CFR 1.475; 20 U.S. Code section 1232g, (FERPA); 34 CFR parts 99 and 300, and State law.
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