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Professional Therapy Services, lnc.

City

1015 Oakhurst Drive
Charleston, WV 25314

www.wvpts.com
304-345-81Ot I fax: 304-345-7386

'Playing To Succeed!"

Name: Birth Date:

Age (av. SSN of lnsured Party

Address:

State zip

ln Case of Emergency, please contact: Relationship

work: home cell

Mother/Guardian Name Birth Date:

Phone Number - work: home:

Father/Guardian Name Birth Date:

Phone Number - work home:

Name of Additional Caregivers:

Phone Number - work: home

Who referred you for assessment? And why?

Child's Current Pediatrician
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Medical Historv:

A. Prenatal&Bitth

l. General health during pregnancy (i‖nesses, accidents or infectionsP)& length of pregnancy:

2. Birth Weight Del"ery:□ Normal □ Breech    E]Caesarian

3. WVere there any cornplications,such as:

□ Difficulty breathing   E]Congenital defects      E]BIue cO10r at birth

□ 日mpness   □ Jaundice □ Othe

4。  Was there a need fori

□ oxygen       □Transfusions      □ Respirator □Tube feedings

5.Were there anyfeeding difficuttesP(IfSO′ please desc画 hぅヽ

6. Did the child have problems sucking,swa‖ owing or breathing ,

7。  Was the child'slength of stav in the hospital unusua‖ y long?(If SO,please describe)

B. I‖ nesses(PieaSe check a‖ that applyテ if applicable,please give date):

□ Colds   □ cMv    □ RSV    □ Asthma  □ Settures/Convulsions

□ Ear infections  □ Parent's htttory of drug/alcohol abuse □Othe
□ Hepatttis □ MRSA   ttAIDS/HiV □ Diabetes □ Heatt Trouble

Allergies(If SO′ please spedfy)

iniuries or Surgeries(if SO,please explain)

1.Are immunizations up to date? □Yes □No(r no,please explain

2. Please list date of child's iast physical exa口 lination Doctori

3. Has your child had a hearing evaluation? □Yes E]No  Results

By whom

4. Has your child had an eye evaluationP   □Yes E]No  Results:

By who

5, Has your child ever required hospitalization or surgery?(If so,please describe nature and date)

6. Please describe any seriousinjuries or accidents

7.Is your child currentiy on any medicationsP(Please list&state reason,if applicable):

8,PasVPresent seⅣ ices used to address problem areas
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‖.  Developmental Historv:

A. Please give approximate age when child firsti

Rolled over(StOmach to back)___(baCk tO Stomach)___     Sat wtthout support

Crawied     Walked alone       Toilet Trained             Said first word

Sucked thumb(how iOng did he/she suck thumb?)___

Used pacrier(how iOng was К usedP)__

B. Does your child have any ofthe fo‖ owing:(Please check a‖ that apply)

□steeping prOblems       E]Feeding problems       E]Tires more eas‖ y than peers

□ Difficutty drawing     □ Difficutty picking up&holding obieCtS readily

□Ditticutty grasping objects □Ditticuに y dressing     □ Appear awkward/uncoordinated

□ sensitivities to being touched    E]Sensitivities to clothing textures

□ Ditticuに ies keeping hands to self   □ Ditticutty choosing hand dominance(age S&。 lder)

□ Difficulty learning new activities invoiving iarge rnovements of the body

□ Tend to avoid large movements duttng play(ex.Rough&tumЫ e play)

□ Ditticuky changing acjvkies □ Ditticulty attending to acuvた ies □ FallttOSe balance eaЫ ly

I‖ .   General Behavior

A. Piease check aH characteristics that apply to your child:

□ Fttendiv  □ Shy     □ Hyperacuve    □Angry    □NeⅣous  □StubbOm

□ Sucks Thumb        □ Plays Alone     □ Wets bed      □ Throws Tanttums

□ Piays primarily with Olderノ Younger Children

1.How does he/she get along wtth other children? AdultsP

2. Does your child preferto play alone or vvith othersP

3. Do yOu think your child is able to participate with a structured,standardized assessment lasting:

□15 minutes    E]30 minutes    E]60 minutes    E]nOt able to participate

4. Do you have concerns about yourchild's behavior?Please describe

S. IsyOurchildeveraggressivevvithothersPIfso,please explain

iVo Educationa1/Famitv Backttround:

1. Please list any day care centers/schools that your child has attended

(PleaSe include Grade Levei,City&State)
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2, Does he/she have any specific problemsin school or receive any at schoolserwicesP

3. Has anyone on either side of the farnily had speech′ learning or:れOtOr probiemsP(lf SO,please list

retationship to child&proble

V CO阿lrnents:

if there are anv factors that you feel would help in evaluatintt vour ch‖ d that are not covered in this

forrコ ,please describe beiow.Use a separate sheet if necessarv.Thank vou.

Parent Signature

Relationship to Child

Date Completed

For Speech Therapv Evaiuation― Skip to Sectionヽ′l

For Occupational Therapy Evaluation― Skip to Sectionヽ′ll

For Physical Therapv Evaluation― Skip to Sectionヽ′l‖
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VI.   Speech/Lanttuatte Therapv:

A. Eariv

l. At what age did he/she″ cOo″ or babbleP

2.At what age did he/she use words meaningfullyP Name people&objectsP

3. At what age did yourchild combine wordsinto sma‖ sentences?Ex.″ Want drink〃 or″Me out″

4. At what age did your child use rnore complete sentencesP Ex.″ I want a drink″ or″ Letrne go out″ ……………

B. Speech inte‖ iЯ ibilitv:

□ Easily understood by aH □ understood by family

□ Not completely understood    □ Other

□ COrV刊 r¬ unicates through gestures only

C, Does vour child:

1.Express him/herseif as well as others his/her ageP

2. Understand aswe‖ as others his/herage?

3.Rememberwhatis said to him/her as well as others his/her ageP

4.Follow instructions as well as others his/her age?

5. Describe vour child's early reactions to sound:

6。  Was his/herearlyspeech easyto understandP

フ.Have ditticuky swallowing/eatingparticularfoodsoreatingavattetyoffoodsP

8. Stutter orrepeat sounds,words or phrasesP

9. Become rhoarse″ or have othervoice problemsP

10.Use his/herspeech seldom,frequently or neverP

11.Problenn seem worse at certain tirnes than othersP Please explain

12.Seem aware ofthe problem?

13.Understand/heara secondlanguage at home?Ifso,whatianguage?
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VII.Motor&Sensorv― Occupational Therapv:

Occupationaltherapy is therapy based on engagementin meaningful act"hies of daily tife.The pttmary

goals of childhood are to grow′ learn and play.For children and youth,occupations are activities that enable

them to learn and develop life skitls(ex.SChOOl activities),be Creative teX,play)and thrive(exo Self― care&care
for others).

Occupationaltherapists address the areas of fine motor skilis,self― help skilis,sensory integration and

attention/regulation to suppott children in becorning as independent as possible at home,school and in the

communたy.

1. WVhat are your primary concerns regarding your child?

2. WVhat comrnunity activities does your ch‖ d participate in?

3.Name of physicians/specialists following the child?

4. Diagnosis,dates ofdiagnosis and diagnosing physician ifapplicable

A.Sensorv(r applicaЫ e):

1. Are you fanliliar vvith sensory integration?ifso,please explain

2. Whatareyouhopingtogainfromasensoryintegrationevaluation?

B.Fine Motor Skilis/Handwttun貿 :

1. Do yOu have any concerns regarding your child's abitity to manipulate sma日 objects?Please

explain.

2. Do yOu have any concerns regarding your child's handwritingP Please exptain

*if Handwriung is a cOncern,please bring a sample of vour chttd'sindependent work.
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3. Does your child:

□ snip with scissors  E]cut straight lines  □cut curved lines   □cut sirnple shapes

C, Seif― Hetp Skilis

l.Can your child perorm the fOllowing skilis independentlyP(Piease check a‖ that apply)

E]snap      □button    E]zip       E]dress independentty without fasteners

□toileung  □ bathing  □ brush teeth  □ brush/COmb hair

□ manage spoon  □ manage fork  □ manage knife  □ tie shoes

□ dttnkfrOm cup(s),type(S)

E]ifyourchild hasanyfeedingcha‖ enges,please describe

□ Speciat dieti

E]Food a‖ ergies:_……………………………………………………………二………………………………………………………………………………………………

E]Preferred foods:

E]Food averslons

2. Pleaselistareasthatyouwouldliketoseeyourchildgainrnoreindependence

3. Is there anv additionalinformation/conCernsthat wi‖ be beneficialto the Occupational Therapy

evaluation?
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VIII. Phvsical Therapv

Physicaltherapy seⅣ ices are designed to reduce pain and improve or restore mobility,in rnany cases

without expensive surgery and often reducing the need forlong― term use of prescription rnedications and

their side ettects.

Physical therapy helps individuals needing to restore orimprove activities necessary of daily life due to

i‖ ness,injury,disease′ disorder,condition,irnpairment disability,activity limitation or participation restriction.

Height&Weight of Child

. As a parent,what are your primary concerns?

Has your child ever had Physical TherapyP ifso,for what reasons&how wasyour/their experience?__… …

4. How iong of a therapy session could your child tolerate?   E]30 min    E]45 min    E]l hour

S. Are there any fears that your child experiences that the therapist should avoid during functional play?

E]No □ Yes― please explain

6. Does your child:

□ Complain of pain?キ If yes,please refer to Chart A*

E]Complain of pain at nightthat wakes thern upP

□ Compiain Of dizziness,vettigO Or the room spinning after a positional changeP

□ Fa‖ frequently?If so,please explain

□ Bruise easily?

□ Bleed profusely when a scrape/cut occursP

□ Walk in the foIIowing manner(pleaSe circle ali that apply):

Tip toe。 □  Toes in.回  TOes out.□  Flat/heaw fOoted.匡 コin a clumsy manner.□ Does not walk at all.□

7. Is yOur child:

□ Able to pay attention to their environment,avoiding hazards 750/O ofthe time?

□ Able to stand on l foot forrnore than 10 secondsP

□Abletojump?r so′ how high/faR

□ Able to walk up stairs without using a handrail?if no,please explain how they traverse stairsi

□ Able to throw a baH 10 feet both underhanded and overhanded?

□ Able to catch a baH without ctosing their eves and turning their headP

8. Please list any hospitalizations, broken bones, torn ligaments, sprains, strains or other medical

emergencles

１

　

２

　

３
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Stuttering QuestiOnnaire

1. At what age did you first notice stutteringつ

2. Describe type of stuttering,e.g.Repeat sounds,sy‖ ables or get stuck on beginning of words._

3. Have you received Speech Evaluation or Therapy for stutteringP If so′ for how iong?

4. Did yOur stuttering resolve and then return?

5, Has your stuttering wOrsenedP if so,when did you notice changeP

6。 What(r anyl workS tO help you be ttuentP

7.What circumstances/envirOnment do you notice your speech worsen?

8. Are there any fanlily rnembers or distant retatives who have or had stuttering difficultiesP

9. WVhat are your goals forimproving your speech′ if any?
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Professional Therapy SeⅣ ices,Inc,
1015 0akhurst Drive,Charieston,M「工 25314

Tёlephone:(304)345‐ 8101 FAX:(304)345‐ 7386

Thank you for chOOsing Professional Therapy SeⅣ ices,Inc.as your provider oftherapy
seⅣices. lヽVe otter Speech and Language,Occupationat,Physicat and Music Therapy.

Our goalis to provide you and your farnily with the rnost current and ettective treatrnent

possible.

FinanciaI Poiicy

The fo‖owing inforrYlatiOn is provided to avoid any misunderstanding or disagreement
concerning your responsibilities and payment for the professiOnal seⅣ ices provided to
you. Prompt payment a‖ ows us to control cost.outstanding accOunts cost both of us
tirne and moneyi therefore, a‖  patients wili be required to establish lnancial
arrangements fOr payment of their account.Anv and ali cO‐ DaVments,deductibles and
coinsurance amounts are due and Davabie at the∬ me of seⅣ ice.Anv ttQⅣ :Qes whiこ百
are deemed“ non―covered"or“not rnedica‖ v necessaⅣ''bv vourinsurance companv or

other⊇avor source are vour resDOnSibilitヒ  if you do not have insurance coverage,you
are required to pay at the dme of seⅣ ice(Time Of seⅣ iOe Discount)uniess p両 o「

arrangements have been rnade with our bi‖ ing department.

Please rememberthat yourinsurance coverage is an agreement beふ veen you and your
insurett it is your respOnsibitity to cOrnrnunicate with your insurance regarding past due

ciairns that are unpaid.ヤ   if a problem occurs with your ctairn, you are required tO
establish written lnancial arrangements with Professional Therapy SeⅣ ices, Inc., until
your insurance prOblem is resoived.  Nヽe w‖l also contact insurance on your behalfi
howeve鳴 you are responsible to resoive any dispute regarding unpaid ctairns.

Y6uw‖i receive a monthly statement shOwing current dates of seⅣ ice and any balance
due by you.  Ⅳヽe ask that payment be made within lo days of your statement date
untess prior arrangements have been established.

Negiecting to renlit payment aner 61 dates of balance due or inancial arrangement wi‖

force us to lirnit future credit until the past due balance is settied. A‖ patients wili be
required tO sign a written tegal agreement with our practice tO a‖ eviate any current
delinquency. Piease notiち r uS inlrvlediatety if you feel an error has occurred on yOur
statement,Professional Therapy SeⅣ ices,Inc.lrmly be“ eves that the providerrpadent
retationship is based upon understanding and open corn,コ unication.   ′ヽVe have
instructed our star to make every erOtt available to ctari,any misunderstanding o「

concern you rvlay have regarding your balance. As a courtesy,our omce ttles ctairns to

your primary insurance,as we‖ as secondary in most cases,on your behalf. lヽve wi‖
also provide you with any information you need to subrnit for additionat reirnbursement.



insurance AND Waiver Ciients
if is every client or responsible pany's obligation to inforrn Professional Therapy

SeⅣices, Inc,Of any change ofinsurer or Agency irnrnediately upOn transfer.if PTS is

not inforrned in a tirnety manner,charge for seⅣ ices during the detinquent period wi‖
become your responsibility since retroactive billing is Onen not an option, patticularly

when prior authOrization for seⅣ ices is required.

Attendance Policy
AppOintrnents can be made in person or by calling the dttce. There is no charge fOr

appointments cance‖ ed 24 hours in advance.  AFTER 3 NO SHOWS, OR 3
CANCELLATIONSヽⅣITHOUT RESCHEDULING IN A 2 MONTH PERIOD YOU WiLL
BE REMOVED FROM THE SCHEDULEo Overathree month DenOd.r vOu attendance
is tess than 50%.vou wili be removed ttom the schedule.Your child does not rece"e
benettt from therapy if yOur attendance is not regular.

Weather,SchooI(〕 iosings and itiness
附 en Kanawha COunty Schools are delayed or ciosed due tO weather,our omce witi
open at lo fOr regutaHy scheduted ctients. Anything pttOr to that hour wiII be
rescheduled fOr iater in the day,or cance‖ ed. If your child is sick,please do nOt bring
them tO therapy.  This includes fevers, colds with drainage or cough, 日u, or
gastrointestinal iliness. Particularly during the Coヽ /1E)-1 9 pandenlic,do not attend if you
have had contactvvith anyone whO is i‖

.

Parking
Parking is lirnited at PTs,sO please park carefu‖ ya‖owing as much space for others as
pOssible. If you have dif¬ cuity,ca‖ the omce for assistance. Your therapist can cOme
outto rneet your child as needed. AIso,if yOu need to biock cars parked on the le■

side
facing the building you can do since,since often that is stafF;howeveL if you are in the

therapy session with your child,please let the,Ont omce know where you parked in the

event you need tO rnove tO a‖ ow someone out.

士PLEASE RETAIN THIS INFORMATION FOR FUTURE REFERENCE・


