
PROFESSIONAL TH ERAPY SERVICES, I NC.

Erb?ab* #il:::il") il!? s*b?*bP
TELEPHONE: (304) 345-8101 www.wvpts.com

"PLAYTI{G TO SUCCEED"

FAX: (304) 34s-7386

Background

N,me' Birth Date:

Age:

Address:

SSN

State zip:

Contact Information

Mother/Guardian Name Birth Date

Phone Number: cell work

Father/Guardian Name: Birth Date:

Phone Number: cell: work other:

Additional Caregiver Name: Birth Date:

Phone Number: nall. work

In Case of Emergency Contact

Phone Number: cell: work other:

Members in household:

Medical History

Pregnancy and Birth: I Healthy/no concems 
-l 

Complications/concerns

If complications/concerns, please explain

Delivery: i Vaginal n Caesarian

Did the child have problems: I Sucking nSwallowing lBreathing lFeeding

If so, please explain:



7甘49泰基津 Tせる9答基章 Tせる9答基津
Medical E)iagnosis:

□ Global delay

□ Asthna
□ Autism spect― disorder
□ Selzllre disorder

□  Selective rnutism

□ Down syndroine

□ Chronic ear infections

□ Genetic disorders

□  Spina biida

□ Cerebral palsy

□ Other

Allergies:

Medications:

Are inununizations up to da俺 ? □Yes□ No lfnot,please explaini_________――――――――――――――――

Date ofchild's last physical

Hettng evaluation:□ Yes□ No Results:

By whomi                       Date:

Eye evaluationi□ Yes□ No Results:

By whom Date:

Past hospitalizations(win dates as applicable)

Past surge五 es(win dates as applicable)

Past herapy sewices(with dates as applicable)

Has the child received any evaluations fbr ST/PT/OT ata di∬ erent iocation/clinic this calendar

year?日 Yes□ No lfso,

School

Please list any day care centers/school your child has aiended(inCluding grade level,city and

state):

Does yollr child receive any school― based sewices?□ Yes □No

Ifyes,please listi



T甘49答基章 T章49答基章 T甘Ⅲ9答基章
Familv Histow

Has anyone on either side ofthe family had speech,le瓶 ng,or rnotor problems or diagnoses?

□Yes □No

Ifyes,please list conceコ a and relationship to r、 l■ 11′ 1・

Additional Commen偽

Ifthere are any other factors that you feel would help in evaluating your child that are not

covered in this fol阻 ちplease descttbe below:

Parent/Guardiam signattre:

Relationship to 金hilrl:

Date complettd:



T章49答基章 耳章49答碁章 耳章49答碁章

Speech/Lanttuatte Therapv

(CheCk ali that apply)

Speech&Language Concerns

E)ifricult to understand

Difriculty p】Юducing cemain sOlェ nds(e.g。 ,R,L,S,TH)
Dittculty following directions

Limited vocabulav for their age

Repeats phases or sc五 pts from showsん ooks/etc.

Non―speaking or rnini:nally speaking

Uses an AAC device or app

Mostly co重 lmunicates tttoughi

□ Words  □ Gestures □ Sounds    □ Guiding others

Social ConH■ unication

□ Difficulty interacting Ⅵith oher children or adutts

□ Prefers to play alone

□  Does not respond to greetings or social cues

□  Does not take tllms in conversation or play

Feeding/Swanowing

Gags)coughs,or stmggles with cettain textures and/or liquids

Avoids certain foods:

Eats fewerthan 15 foods

lnterested in a Feeding evaluation― targeting textures,food catego五 es,ctc.

Stuttering/Fluency

□ Repeats sollndSp Syllables,or whole words(i.e.“b―b―ball'化 ``ba―ba_ball'',“ ball― ball―ball'つ)

□ Stretches out solinds(i.e.``SSSSSSnake")

□ Cets stuck or blocked when trying to speak(with Or wihout solind)

E  Stuttering is worse when excited,upset or tired

E Avoids talking due to stutte五 ng

□  Easily fmstrated when speaking

□ Talks fast
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Voice

□ Somds hoarse,raspy,bre軸 ,orinusual
□  Frequendy loses their voice or ttlks vev loudly

□ Tttoat cleanng

Other areas ofconcern:
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Occupatiomal Therapy

(CheCk ali that apply)

Concerns with Fine Motor Skills:

□ HanOw五ting(PleaSe bing a sample ofyour child's independent work ifapplicable)

□ Coloing

□ Cutting/scissor skills

□ Hold,handlingぅ or manipulating ottects

□ Completing activities that require the use ofboth hands

Concerns with Sensory PrOCessing:

□ Tolerance of somds

□ Tolerance win dressing/clothing/協 gs/seams

□ Lil■lted lbods/nutntional conceHis

□ E)ittcuhies wldi outings/transitions

□ Dimculties wih tolerttce ofmovement(ex:SWinging,navigating playgЮ llnd

equipment,e俺。)

□ Poor balance(fallS easily or blHlps into hings)

□ Toe walking

□  Awareness ofpersonal space

Concerns with act市 ities oFDaily L市 ing:

□ Uttnsil use(spoOn,fOrk,knife)

□  Falling asleep or staying asleep

□ Dressing/1indressing

□ Fasteners(zippers,bu■ ons,shoe― tying)

□ Toileting

□ Bathing/showeing tolerance or independence

□  Toothbrushing tolerance or independence

□ Grooming(i.e.nail clipping,haircuts,hair brushing)

□  Opening packages/contalners

□ Ⅲroney Skills
□  SiFnple food preparation

□ Basic clettling skills



耳章尋9答碁章 T甘49答基章 T章49答を章
COnCeHLS With Execudve Funcdoning skユ ls

□ Dittculサ fol10胡ng m』荏step drections

□ Difficulげ aiending and/or sttying focused dwing“ tivides

□  See■ l forgetAtt or disorgれ zed

□ Has ttequent tan― s/meltdowns or intense emotional re“ tions

□ Dimculサ 頭加亜ng plans or sⅦtching gears

□ Dimculげ M説ing their tumぅ intempting others,hinking before actingぅ sttying亜 1l when
needed

Odler areas ofconcema:



耳章49答碁津 Tせる9答碁章 T甘49答基津
Physical Therapv

(CheCk an that apply)

Prllllary concerns:

□ Range ofmotion/ne瓶bihty

□ Abnolニュニal rnuscle tone

□ Stx℃ngth

□ Not walking

□ Postlre

□ Gait

□ Tip toe

□ Toes in

□ Toes out

□  Flat/heavy footed

□ Cllunsy/uncoordinattd

Date symptoms started:

Ifunstre ofexact date estirnation oftirne ttame:

□ Acute(less than one month)

□ Sub―acute(one tO three months)

□ Cho五c(more han tttee months)

Equipment used:

日 Wheelchair

□ Braces(ex.AFO,SMO,etc.)

□ Walker/gttt trainer

日 Cnitches

Goals for physical therapy nteⅣ ention:

Pttn

□ Orthopedic concems

□ Scoliosis

□ Fracttres

□ Sprttns/strains

□ GЮss motor development(eXo ball
skills,stair climbing,jIHlping,e俺。)

□ CorrmШilcation device

□ Eyeglasses

□ Hearing aids

□ Other:

Bal孤lCe

CoordinatЮ n
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Muslc Therapv

Has your child ever had any musical training?

Music groups? □Kindenttusic □Choir □Music class □School music
What types ofmusic does yollr child ettoy?Check Лl血航apply

□ Rock           □ Classical         □ Pop
□ Soundtracks     □ Bluegrass       □ New Age
□ Country       □ Top 40        □ Children's

Favoite songs:

□ Hip hop
□ J月タタ

□ R&B

Music 河iミ11確 F工く。

How does yow child respond to music?(e.g。 ,dance,sing,Ю ck)

Is your child sensitive to sounds?(e.g。 ,trains,alanms,hllmming sounds)

Do you sing to your child?□ Yes □No lfyes,what and when?

Do you have any lnusicalinstコ Лments at home?□ Yes □No lfyes,which ones?

Does anyone in the home play an inst―ent?□ Yes □No  lfyes,what?

Please list thee strenghs ofyour child:

Goals you are hoping to accOmplish through rnusic therapy(check all that apply)

１

２

３

□ Attention span

□ Increase focusing

□  Increase fine motor skills

□ Cognitive skills

□ Behavioral skills

□ Eye∞ nt“t
□ Tbビn taking

コ Expressions offeeling

Additional commentsi

□

□

□

□

□

□

□

日

Eye―hand cooК五nation

lncrease speech

lncrease gross rnotor skills

Relaxation skills

Following directions

Sequencing skills

Social skills

Other:
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TELEPHONE:(304)345-8101 wwHwvptsicom
｀
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FAX:(304)345-7386

CLINIC POLICYAGREEMENT FORM

Thank you for choosing Professional Therapy SeⅣ ices,Inc.to suppott your child's therapy

needs,Ollr goal is to provide erective,evidence― based treattnent to help your child achieve their

speech,occupational,pivsical,and/or music herapy goals.

Please review our policies on inancia1/refelrals,attendance,weaher,and parkingo lnitial each

section and sign atthe boiom to confl.11l yOu'Ve read and understood the infoた 二ぇ▲ation.A copy

will be provided for your records.

Ifyou have any questions,feel free to contact ollr ottce航 (304)345-8101.

Financial Poncy

B  Any and all co―paymentsぅ deductibles,and coinsllrance amounts are due and payable at

the time ofseⅣ iceo PTS can automatically rltta credit/debit card for each visit to ensure

tilnely payment.

□ YES‐ I would hke my card to be charged each session.(pleaSe check前 h
ottce to make slire corect card infoニ ュ▲lation is on ile)

□ NO‐ I wili stop by the orlce each session to pay.
B Any seⅣices which are deemed“ non‐covered''or``not medically necessary''by yollr

insllrance company or other payor source are yollr responsibility.

B It is your responsibility to info二二▲▲PTS ofany changes in insurance∞ vera′ge(ex.

insllrance俺二二二led,change ofinsurance pЮ 宙dersっ e俺。).rPTs is notinfo▲ ▲▲led in a timely

maFmer On insurance changes,hen charge for seⅣ ices dllmng he delinquent pedod前 ll

be vour responsibilitv since retloactive bilhng is onen not an option,particularly when

pior auhottzation for seⅣ ices is requested and must be paid.

□ △ny no show to ttpOintment(s)iS SuttecttO a s20 charge for each herapy session
■1lSSed.

日  Chents Ⅶ th account balances over S200 Mttll be placed on hold until balance is paido lf

balance is not pttd(or pa′ yment plan in place)wihin 30 days,client will be taken or

schedule.

1

Initial IIere:



Referral:

It is your responsibility to info.▲二二PTS ofany changes to child's lnedical teanl,ineluding

pediat五cian or refering physiciano An updated refeFaliS required evev 6-12 months for

seⅣices to continue.

Initial Here:

Attendance Poncy

IIiness:

Consistent attendance is one ofthe best ways to help your child get the most beneit from

therapy seⅣ ices.However,illness is unavoidable,and we ask you do not bing your child

to therapy if sick.

o  Yollr child may retun 24 holirs after a fever or GI symptoms have resolved

without rnedication.

o  lfyour child has an ongoing illnessぅ surgeryぅ hospitahzationぅ etco that、vill require

missing multiple services,please contact ofrlce. It rnay be asked to provide

docllmentation fro:n rnedical docton

Cancenations/40 ShOWs:

B  Yollr child will be removed from the schedule with any ofthe following scenariosI

o 3no shows(not Calhng to c孤 lCel appointment pttor to scheduled time)within a 2-

month pettod.

o  Overa3‐ month period attendance is less than 650/0.

*A waEling leierrnay be sent p五 or to the above scenamos ifahendance is not consistent.Ifthere

are other factors arecting attendance to herapy sessions,please conttt office ASA】 R

Initial IIere:

WeatherrSch。。l closings

When Kanawha Counサ SchoOIS are delayed or closed due to weather,the ofFice will

open at 10:00 am.Ifyour therapy appointmentis scheduled pior to 10:00 am it will

automatically be cancened.IfyOu would like to reschedule/cancel yollr appointment due

to weathett please contact the ofrice.

Initial IIere:

2



を

ParHttg

日 P嗣曲暗 is li面俺d at,PTS so pleasё  park care角1ly to allow as much space for ohers as
possbleo Therapists are競 1ling to come out and meet yolir chld in pttk地 10t When

μ ttng iotis側 1.Please call o伍 ce ifyou have any que亜 ons/concems at ume of

appointtment。

Inidぬユ】臣ere:

I have read and agree to the policies stated above:

Signature:                            Date

Relationship to child:

3



PROFESSIONAL THERAPY SERViCES′ INC.
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FAX:(304)345‐ 7386

PATIENT CONSENT FORM

As patt ofyollr healtt care,itis necessav to createぅ m五証ain ttld(in Ce■ain situations)

share rnedical infolillation conceming your health histov and cllrrent treatュ nent care seⅣ ices to

caw out tteatrnent,payment and health care operations.C)と ビNotice of Privacy Practices

desc五 bes how we may use and disclose yollr protecttd health infol▲▲▲ation.You have the ttght to

review ollr notice before signing his consent.

The tel虫二二S Ofour notice may changeo We、 vill post a copy ofthe cuFent nOtice in ouビ

faciliけ。At alv time you may request a copy ofolと r notice in erect.

You have the五 ght to request that、 ve resttct how prottcted health info.▲ 二lation about you

is used or disclosed for health care treatment,payment or health care operations,We are not

required to agree to this restnction,but if、 ve do,、ve are bound by those restttctions to which we

agree.

By signing this fb▲ 皿1,yOu consent to olД r use and disciosure ofprotected health

infollilation about you for health care treattnent,payment,and health care operations and you

acknowiedge that you have received a pa′ per copy ofollr Notice of Privacy Practices.You have

the五gh to revoke his consent,in瓶 tingぅ except where we have already used or disclosed yolir

infollД▲ation in rehance on yollr p五 or consent.

Patient/Personal Representative Date

Patient Name Date ofBitth



耳甘49答碁章 淋 鮒 継 猛 職 49茎基章
TELEPHONE:(304)345-8101 wwwowvpts.cOm

`PとДyr形 丁O Sυ♂♂fED″
FAX:(304)345-7386

Erective 4/1/2025

Medicaid patients MUST PAY for

o SeⅣices NOT covered by Medicttd
o After Medicttd beneatis exhausted

o  Not rnedically necessary

o NotappЮved bythe Mantted Care pЮ 宙der(except fOr medical emergency)
o  Convenience items not related to the medical care

o  SeⅣ ices provided when a patientis not engible

o  Sewices froni a provider who tells a patient that he/she wili not bill"redicaid before the

sewices are provided

o  SeⅣ ices provided when the patient refuses to use oher p五 vate inslrance

e  SeⅣ ices provided when the patient does not fbllow the plan provisions oftheir pttrnary

insurance,which includes butis not h■ lited to utilizing in―network providers and

following all pre― ceniication guidelines

● Any Medicaid co― payments hat apply to he seⅣ ices he patient receives

*"生edicaid members rnust not be billed or othettise held responsible for claiins denied for

provider eror.

Itis evev client or responsible pa噂 'S Obligation to infolД il PЮ fessional TherOpy Sewices,hc,

ofany change ofinsllrer or Agency inlmediately upon transfer.IfPTS is notinfoAlえ led in a tilnely

malmer,charges for sewices dwhg the delinquent penod will become yollr responsib五 げ sinCe

retroactive bilhng is onen not an option,panicularly when pttor auhorization for seⅣ ices is

requlred.

By signing this fb▲ ▲二二,I,the undersigned,acknowledge l have both read and understand allthe

俺二五二RS and infol▲▲▲ation conttined herein.Ample opportunity has been offered to me to ask

questions regarding any llnclear infol▲二▲ation contを lined herein.

Signatlre ofClient or Responsible Pa守 :

Offlce Staff/Witness―

Date:


