
 

                A Balanced Child, PLLC   510 E Ramsey Ste 5   San Antonio, TX  78216    www.abalancedchild.org    210-979-0244 (office)  210-979-0249 (fax)   

Enrollment Form 

 

Child’s Name _______________________________________________________  Date of Birth _______________________________ 

Age ______________________  Sex ______________________  Home Phone _____________________________________________ 

Address _________________________________________  City ______________________  State ___________  Zip ______________ 

 

Insurance Provider ___________________________________________________  Phone ___________________________________ 

Policy # ___________________________  Group # ___________________________  Insured ________________________________ 

 

Physician ___________________________________________________  Phone ____________________________________________ 

Preferred Hospital ___________________________________________  Address __________________________________________ 

 

Parent/Guardian __________________________________________  Email _______________________________________________ 

Address _________________________________________  City ______________________  State ___________  Zip ______________ 

Home Phone _____________________________________________  Mobile Phone ________________________________________ 

Employer ________________________________________________  Work Phone __________________________________________ 

 

Parent/Guardian __________________________________________  Email _______________________________________________ 

Address _________________________________________  City ______________________  State ___________  Zip ______________ 

Home Phone ______________________________________________  Mobile Phone _______________________________________ 

Employer _________________________________________________  Work Phone _________________________________________ 

 

Authorized Pick-Up/Emergency Contact #1 

Name ___________________________________  Phone _______________________________  Relationship ___________________ 

Authorized Pick-Up/Emergency Contact #2 

Name ___________________________________  Phone _______________________________  Relationship ___________________ 

Health Information 

Medical Diagnosis/Developmental Concerns: 

________________________________________

________________________________________ 

Allergies (note reaction and treatment): 

________________________________________

________________________________________ 

Medications:  

 

 

Applied Behavior Analysis                                                             

       (ABA Therapy) 

_____ Treatment Plan 

_____ Medicaid 

 

 

 

 

Group Play 

       AM / PM  circle one 

_____ 3 Week Play Therapy 

_____ 6 Week Play Therapy 

_____ 9 Week Play Therapy 

_____ Single Session (Drop-In) 

Services 

Date Received _______________________________ 

Start Date ____________________________________ 

Referred By ___________________________________ 

 

http://www.abalancedchild.org

