FUNTASTIC GYMNASTIC LLC. INTAKE FORM

Patient Name:
________________________   Date Of Birth: ____________
Parent Name:
________________________________________________
Phone:
_____________________________________________________
Parent Email:  __________________________________________________
Primary Physician:  ______________________________________________
Physician Phone:  _______________________________________________

Diagnosis:  _____________________________________________________
Grade in School:  ________________________________________________
Please list your current concerns about your child:

Please list your goals for therapy for your child:

Has your child received a formal evaluation within the past 6 months? If so, please provide a copy of the evaluation at your child’s first session or send via e-mail ahead of time if possible. If not, the licensed Funtastic therapist will conduct a formal evaluation at the first session. 

Has Eval ________
Needs Eval  _______

Is your child currently receiving OT   (how often and where?) If not, when last received?

Is your child currently receiving PT or Speech?
Is there anything important we should know about your child? (Learning style, verbal skills, etc?)

