Patient Information Sheet

Play Again Therapy, INC.

205 South Sterling Street, Morganton, N. C. 28655  (828) 438-8833

551 West Burma Road, Suite 1, Marion, NC 28752
Name:                                                                                                        Date of Birth: 



                  First
     

                Middle

                   Last

        

 Month      Day      Year
Address: 













                  Street



          

 City

              

     State
           Zip
Mother's/Guardian's Name:                                                         Telephone #:





Email address:

                                                                     Mobile #:

         
           
         
Address: 













               (information needed only if different from the child)

Employer:                                                                                       Telephone #:




                                                  
Father's/Guardian's Name:                                                         Telephone #:




 
Email address:

                                                                     Mobile #:

         
           
                                                               
Address: 













               (information needed only if different from the child)

Employer:                                                                                       Telephone #:




 
Insurance Company: 











Insurance Company Telephone # 






Insured's Name:                                                        


       ID #: 




 
Is your child a Medicaid recipient?                  YES    
      NO

Medicaid Recipient Number: 





                                                         Does your child receive occupational or speech therapy services anywhere else at this time?     
 YES  
 NO

If your child receives occupational therapy through the school please send us a copy of the occupational therapy section of their most recent IEP or IFSP report.

Child's Doctor:                                                                     Telephone #:





                                                   
Doctor's Address: 












                                                                                                                
Other Medical Support (Including School Therapy Services)






 
Does your child receive CAP (Community Alternative Program)?
Y   N
DATE:                                                  
Referred By: 







 






Phone: 








