
 
Client Intake Form 

 
Please fill out this form in full and return it to the office at your earliest convenience.  
Thank you for your cooperation. 
 
Today’s Date______________ 
Patient’s Name:    DOB:   Gender:   
Address:            
Phone Number(s):           
Social Security Number:          
Pediatrician’s Name:   ____Phone:   Fax:______________ 
Address:            

 
PARENT INFORMATION 
Mother/Guardian    Social Security Number:    
Place of employment:_____________________________________________________ 
Occupation:     Phone Number:     
Father/ Guardian______________________Social Security Number: _______________ 
Place of Employment:           
Occupation:__________________________Phone Number:______________________ 
E-mail address______________________________ 
How did you hear of us?          
 
DIAGNOSIS INFORMATION 
Primary:     Secondary:      
Problem Areas:           
Is your child receiving other therapies?  Yes/No  If Yes, which ones?   
             

 
INSURANCE INFORMATION 
Primary Insurance Information 
Insurance Company:    Phone Number:     
ID Number:     Group Number:     
Name of Insured:           
Relationship to Insured:       ___________ 
Child’s Case manager____________________________________________________ 
 
Secondary Insurance Information 
Insurance Company:    Phone Number:     
ID Number:     Group Number:     
Name of Insured:           
Relationship to Insured:          

 
BIRTH HISTORY 
Length of Pregnancy:     Birth Weight:     



Chronological Age:           
Problems during pregnancy?         
             
Was the child hospitalized at birth?         
Has the child been hospitalized since birth?        
Has vision been tested?  Yes  No   If yes, by whom?      
Has hearing been tested?  Yes  No  If yes, by whom?      
Results of tests?           

 
MEDICAL HISTORY 
Childhood Illnesses (Please Check) 
Allergies   Measles   Asthma    
Pneumonia   Ear Infections   Mumps    
Tubes in Ears   Chicken Pox   Seizures    
Any other medical information you feel we should be aware of?    
             
Has your child seen a neurologist?  Yes  No  If yes, by whom?     
Results:            
Please list any medications taken regularly:       
             
Any allergies?            

 
DEVELOPMENTAL MILESTONES 
Rolled over   Crawled   Sat up     
Stand    Walked   First Word    
At your child’s present age, how do you feel his/her speech and language skills have 
developed?            
At what age did he/she begin helping dress?       
Describe his/her dressing routine:        
             
Can your child manipulate fasteners?        
Tie his/her own shoes?          
Describe the child’s sleep patterns:        
             
Did the child enjoy snuggling or being held as an infant?      
What are the child’s current eating habits?       
             
Any feeding problems during infancy?       
             
Does the child drink from a bottle or cup?        
What diet is your child presently on (baby food, puree, chopped, etc)?   
             
Does child feed self?           
At what age did self-feeding begin?         
What food does your child especially like?   Dislike:     
Is the child toilet trained?  Yes  No  If yes, at what age?      
How long does the child play alone?         
 
EDUCATIONAL HISTORY 
What school does your child attend?         
Does your child like school?          
Check any areas of difficulty or concerns for your child. 
Reading  Math _______ Attention  Writing  _____ 
Socialization_______Behavior  Phys. Ed   __Playground___________ 
Do you feel your child can organize work adequately?      



Does your child have an IEP or receive any special services at 
school?_______________ 
______________________________________________________________________ 
 
Is there any other information that you feel would be helpful as we evaluate your child? 
            
            
            
             
 
ASSIGNMENT AND RELEASE 
I hereby give Kidabil ities, LLC permission to treat my child _________________________. 
I, the undersigned, certify that I (or my dependent) have insurance coverage or third party 
payor benefits with _____________________________ and assign directly to Kidabil ities 
all insurance benefits. 
 
I understand that I am financially responsible for all charges for services rendered by 
Kidabilities, whether or not paid by insurance or any third party payor. I hereby authorize 
Kidabilities to release all information necessary to secure the payment of insurance 
benefits, third party payor benefits or collection of payments should legal action be 
required. I further agree that I shall be responsible for any and all attorneys fees and court 
costs associated with legal action taken by Kidabil ities to collect payment for services 
rendered to my child. 
 
I authorize the use of this signature on all insurance submissions. I authorize the use of this 
signature to release medical records to primary physic ian, health insurance company or 
attorney requesting such information. I authorize Kidabilities to obtain any pertinent health 
information from patient’s treating physicians or agencies, which have rendered or are 
rendering treatment to patients. 
 
 
Responsible Party’s Signature       Relationship to Client  Date 
 
CANCELLATION POLICY 
Kidabilities, LLC requires a minimum of 24 hours notice of cancellation of all appointments. Notice 
may be given by contacting the therapist directly or leaving a message at the office.  Kidabilities, 
LLC will charge a cancellation fee of $25 per session for any cancellations which do not comply 
with this policy.  Kidabilities, LLC will waive this fee only for each patient's first two cancellations 
which occur with less than 24 hours notice.   
 
 
Responsible Party’s Signature       Relationship to Client  Date 
 
 
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 
 
I _________________________, have received and reviewed this office’s Notice of Privacy 
Practices.  I understand that a copy is available to me upon my request.  
 
____________________________________________________________ 
Signature     Date 
 
For office use only: 
Failure to obtain acknowledgment of Privacy Notice was due to 
 ___ Individual refused to sign 
 ___ Communication barriers 
 ___ Other__________________________________________ 


