Kids Therapy Spot History & Consent Form

Date:  








OT
OT 4 Kidz, LLC

Patient Name:  






PT
Children's Rehab, LLC

Date of Birth:  






SLP
Speech Therapy for Kids, LLC

Parent/Guardian Name(s):












Address:  

















(Street)



(City/State)



(Zip)

Phone Number:  (Home):  




 (Cell):   






E-mail address:  



  SS #:  

  Medicaid #:  





Name of Insurance:  




  Name of Insured: 




  DOB of Insured:  

  Policy #:  




  Group #:  




Primary Physician:  





  Telephone:  






Other doctors and specialists who are involved in your child's care:

	Name
	Specialty
	Phone Number

	
	
	

	
	
	

	
	
	


Date of last hospitalization with reason:  


    







Medical diagnosis, other medical issues, and/or current medications being taken by your child:  































Allergies:  














Please initial by each section:  

I authorize Children’s Rehab, LLC, OT 4 Kidz, LLC, and/or Speech Therapy for Kids, LLC to implement an Occupational, Physical, and/or Speech therapy treatment program for my child.

















       Parent Initials

I authorize Children’s Rehab, LLC, OT 4 Kidz, LLC, and/or Speech Therapy for Kids, LLC to obtain, use or to disclose my child’s individually identifiable health information for the purposes described above and exchange medical information about my child with the healthcare providers listed above.  I understand that I am entitled to a copy of Kids Therapy Spot Notice of Privacy Practices.



















       Parent Initials

I agree to the guidelines set forth in the Attendance Policy developed by Children’s Rehab, LLC, OT 4 Kidz, LLC, and Speech Therapy for Kids, LLC.  I will provide 24 hours notice if my child is unable to attend therapy on his/her scheduled appointment time. A call the day of your appointment will be accepted in cases of emergency or sudden illness. If my child is ill with fever or other contagious illnesses, I will wait 24 hours before bringing him/her to therapy. If you have 3 consecutive “No Show” appointments or excessive cancellations, your child will be taken off the schedule and you will need to contact our office when you are ready to attend therapy sessions on a regular basis. Should I choose to leave my child at Kids Therapy Spot during his/her treatment session, I do not hold Children’s Rehab, LLC, OT 4 Kidz, LLC, and Speech Therapy for Kids, LLC liable if a medical emergency or other event should occur. I give the therapists at Kids Therapy Spot permission to take all precautions necessary during such event. I will keep my phone on my person the entire time I am not present and will return 10 minutes before my child's therapy session ends.



















       Parent Initials

I give Children’s Rehab, LLC, OT 4 Kidz, LLC, and/or Speech Therapy for Kids, LLC permission to take photos of my child to be used within the clinic, in research, or for educational purposes.                  Yes             No



























       Parent Initials

□  Parent     □  Guardian
Name:  
















     
    

(PRINT Parent/Guardian Name)

Signature of Parent / Guardian:  






  Date:  



