Occupational Therapy Department

Lake Norman Children’s Therapy

New Patient Information

Date_________________________Referred by________________________________________

Personal Information

Child’s Name___________________________Child’s Date of Birth_______________________

Address__________________________________City/State/Zip__________________________

Home Phone______________________e-mail  _______________________________________

Child’s School _____________________________ Grade ______________________________

Mom’s Name___________________________Dad’s Name______________________________

With Whom does the Child Reside?_________________________________________________

Mom’s Occupation_______________________Employer________________________________

Wk Phone_____________________________Cell Phone________________________________

Dad’s Occupation_______________________Employer_________________________________

Wk Phone_____________________________Cell Phone________________________________

Healthcare Information

Primary Care Physician_______________________ Phone ______________________________

Primary Insurance____________________Insured’s Name (Parent)________________________

Insured’s Date of Birth__________________  ID #_____________________________________

Policy#___________________________________ Group #______________________________

 Secondary Insurance__________________Customer Service Phone_______________________ 

ID#____________________Policy#___________________________Group#________________

Medical/Development History

Most recent eye exam_________________ Results_____________________________________

Most recent hearing exam _____________ Results _____________________________________

Any other recent exams or evaluations (speech, allergist, psychologist, etc.) _________________

______________________________________________________________________________

Any other current therapies ________________________________________________________

Birth History

Born full term?________  If not, how many weeks gestation? ______________________

Type of Delivery: Vaginal/C-Section    Complications during labor and delivery_______

_______________________________________________________________________

Medical History

List any of the following with dates/ages:

Surgeries ______________________________________________________________

Recurrent ear infections ______________________ Illnesses ____________________

Hospitalizations _________________________________________________________

Allergies ____________________________ Medications ________________________

Developmental History

Developmental Milestones:  Delayed ______ Average _____ Advanced _____

If delayed, please explain: _________________________________________________

Struggles/concerns: ______________________________________________________

______________________________________________________________________

______________________________________________________________________

POLICIES

Consent to treat a minor: 

As parent or legal guardian of ________________________ I authorize his/her evaluation and treatment.  I have the right to request information concerning the above minor’s evaluation and treatment.  

Parent/Legal Guardian Signature:______________________________________  Date:______________

Consent to participate in treatment in a natural environment: 

___________________________________has my permission to participate in therapy/activities/sessions in natural environment settings during occupational therapy sessions.  I understand that this presumes the presences of a wide variety of other people including other children, siblings, parents, co-workers, volunteers, students, and other community members.  In addition to the natural play environments on location; my child may participate in therapy in the home, school, and community to maximize carryover of functional skills.
Parent/Legal Guardian Signature: ______________________________________  Date: _______________

Acknowledgement of receipt-notice of privacy practices:

I have received a copy of the Joint Notice of Privacy Practices.  I am aware that the Notice may be changed at any time.  I may obtain a revised copy of the Notice by requesting one at my provider location.

Parent/Legal Guardian Signature:________________________________________ Date:______________

Assignment of insurance benefits and payment policy: 

I the undersigned have insurance coverage with _______________________ (Insurance company) and assign directly to the attending therapy group.  All insurance benefits, if any, otherwise payable to the therapy group for services rendered. 

I understand that I am personally and financially responsible for all charges to the therapy group related to my child’s care not covered or paid by this assignment.  I understand if I have a remaining balance I promise to pay any and all collections, court, and attorney fees in the collection of my account.  I also understand that if a check is returned for insufficient funds, I will be charged a $35.00 service charge. 

Parent/Legal Guardian Signature:_______________________________________   Date:______________

Disclosure Authorization:

The attending therapy group is authorized to release any medical information required in the administering and applications for financial coverage for services required.  They may also send results of evaluation and recommendations to referring physicians and involved agencies for coordination and continuity of care.  I have carefully completed this form and to the best of my knowledge it does not contain any false, incomplete or misleading information. 

Parent/Legal Guardian Signature: ______________________________________  Date: ______________

Cancellation Policy: 

Your therapist realizes that there are times when families need to cancel therapy appointments due to illness, conflicting appointments, vacations or other family issues.  We request that families provide at least 24 hours notice when therapy appointments must be cancelled.  This enables the therapist to make the best use of the cancelled time slot to see other children or meet other job responsibilities. I understand that if I do not show up for three appointments without calling the therapist will suspend regularly scheduled services.  

Parent/Legal Guardian Signature: ______________________________________   Date: ______________

