Ferro Pediatric Speech & Language Therapy
9724 W Sample Rd. Coral Springs, Fl. 33065 

Initial Intake Information

Please fill out the Initial Intake Information in full.  Thank you for your cooperation.
Patient Information

Patient’s Name_________________________________________	D.O.B.__________________
Address_______________________________________________________________________
Phone Number(s)_______________________________________________________________
Social Security Number__________________________________	Gender__________________
Pediatrician’s Name_____________________________________	Phone___________________
Pediatrician’s Address___________________________________________________________

Other professional seeing your child?  YES     NO
If so, who?_____________________________________________________________________

Parent/Guardian Information
Mother/Guardian_______________________________ Social Security Number_____________
Place of Employment____________________________ Phone Number____________________
Father/Guardian_______________________________ Social Security Number______________
Place of Employment____________________________ Phone Number____________________

Whom may we thank for referring you?______________________________________________

Diagnosis Information
Primary__________________________________ Secondary____________________________
What are the problems___________________________________________________________

Insurance Information
Name of Insurance______________________________________________________________
ID #___________________________________________	Name of Insured________________
Group #_________________________________ Member Services Phone #________________
Relationship to Insured___________________________________________________________

Assignment and Release
I, the undersigned, certify that I or my dependent) has insurance coverage with __________________ and assign directly to MARIA A. MANDELION, MS, CCC-SLP all insurance benefits.  I understand that I am financially responsible for all charges whether or not paid by insurance.  I hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I authorize the use of this signature on all insurance submissions.  I authorize the use of this signature to release medical records to primary physician and/or Health Insurance Company.
Responsible Party’s 
Signature_____________________________    Relationship:__________         Date:________
PRENATAL HISTORY


Length of Pregnancy:	full term _____ weeks gestation
			Premature _____ weeks gestation
 			Weight: ___lbs.____oz.

History of Pregnancy (i.e. medication, health of mother, complications):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Type of Pregnancy:	□ vaginal	□ c-section

Note any complications of labor & delivery:
____________________________________________________________________________________________________________________________________________________________

DEVELOPMENTAL HISTORY

Nutrition:
□ Breastfed	Frequency ________________
□ Bottlefed	Frequency ________________
□ G-tube	□ NG tube	□ IV feedings

Patients Sleeping patterns:	□ regular	□ irregular
Comments:__________________________________________________________________________________________________________________________________________________

Present level of activity:  □ Active	□ Regular	□ Low Arousal

Developmental Milestones (give approximate age):
Rolled at _____ months		Standing up at _____ months
Crawled at _________ months	Walking ______ months	
Sat Up at  ______ months		Said first word at _______ months
Cup Drinking ______

Any Behavioral Concerns: ____________________________________________________________________________________________________________________________________________________________





Language Abilities: 
Approximately how many words does your child have/say?______________________________________________________________________

Is he/she understood by: (circle one)
Parents:       Yes     No
Siblings:     Yes     No
Peers:          Yes     No
Other family members:   Yes  No

MEDICAL HISTORY

Has your child had their hearing tested?      Yes    No  	
 If yes what were the results? ________________________ By what doctor?________________
When?______________
Has your child had their vision tested?      Yes    No  
 If yes what were the results? ________________________ By what doctor?________________
When?______________
Has your child been seen by a neurologist?  Yes   No
If yes what were the results? ________________________  By what doctor?________________

List and medications patients is currently taking:_______________________________________
______________________________________________________________________________
List significant illnesses and infections (give approximate dates)_ _________________________
______________________________________________________________________________
______________________________________________________________________________
List surgeries and hospitalizations (give approximate dates)______________________________
______________________________________________________________________________
______________________________________________________________________________
List any allergies (food & nonfood) (give approximate dates)_____________________________
______________________________________________________________________________
______________________________________________________________________________
Does/Has your child suffered from any of the following? (circle those that pertain)
Asthma			Pneumonia			Ear Infections
Tubes in Ears			Chicken Pox			Allergies
Mumps			Seizures			Other:________________________

EDUCATIONAL BACKGROUND
School/Daycare: ________________________________ Grade___________________
Play Groups:______________________________

The above information is true and complete to the best of my knowledge.

______________________________________________________________________________
Signature					Printed Name					Date

ATTENDANCE POLICY

I agree to give at least 24 hours notice when canceling a set appointment.  In the event that I do not give this advanced notice, I agree to pay a 50% surcharge based on the set fee for therapy time scheduled.  In the case of an emergency ONLY, I will notify Ferro Pediatric Speech Therapy as soon as possible and make arrangements to reschedule the appointment.
	If 75% of set appointments are missed in any given month, dismissal from therapy may result.
	I further acknowledge that if I arrive late for my scheduled appointment time, MARIA A. MANDELION may not be able to accommodate the total treatment time and charges for pre-scheduled therapy time will be billed in full.  We realize that circumstances beyond our control do come up at times, however, we cannot penalize our patients who cooperation in maintaining our high standards of punctuality.





______________________________________________________________________________
Parent’s Signature					Child’s Name				Date

