Dear Parent(s)/Guardian,

Welcome to the Occupational Therapy Department at SunnyDays Therapy Inc.
We are excited that you have shown an interest in our services and look forward
to meeting you. To begin the intake process, we will need additional information
from you. We ask that you review the enclosed information, and complete the
intake forms. Please fill in the blanks as thoroughly as possible. You may also
provide additional information that we have not asked for if you feel it would be
helpful for the evaluation and treatment process. We will also need a copy of
both the front and back of your insurance card.

Upon completion of these forms, you will be contacted to set up an evaluation
date and time for your child. If you are currently receiving occupational therapy
services at another facility we will need to obtain a copy of your discharge report
from that facility prior to starting services at SunnyDays Therapy.

Thank you for your interest in SunnyDays Therapy. We are excited to meet you
and your child and to begin the evaluation process. If you have any questions
please do not hesitate to contact us at 952-223-2506.

Thank you,

Kelly Peters, MA OTR/L

Kelly Peters, MA OTR/L

Phone: 952-223-2506

Fax: 952-443-2038
Kelly@SunnyDaysTherapy.com



Registration Form

Child’s full name: Child’s DOB: Child’s Gender: _ M __ F

Name of person completing this form:

Relationship to the child:

Home Phone: Alternate Phone:

Address City State Zip

Primary
Physician:

Name Clinic Name
Physician
Phone:

Emergency Contact

Name Relationship Home Phone Alternate Phone

Mother’s Name: Phone: ( ) - Email:
Preferred contact method: [] Home Phone [] E-Mail [] Phone [] Other

Father’'s Name: Phone: ( Email:

Preferred contact method: [] Home Phone [] E-Mail [] Phone [] Other

Please check method of payment
CASH
| am paying out-of-pocket for services.
INSURANCE
Please include a copy of your insurance card

Primary Insurance Name Policy Holder
Group Number Policy Holder's Date of Birth
Identification Number

Secondary Insurance Name Policy Holder
Group Number Policy Holder's Date of Birth
Identification Number

| understand that | am financially responsible for payment of any services provided by SunnyDays Therapy Inc, including co-pays,
deductibles, and co-insurance.

. | request that payment of authorized insurance benefits be made to SunnyDays Therapy Inc for any services furnished to my child.

L] | authorize SunnyDays Therapy Inc to release and/or exchange any information with other providers/organizations who are involved in
my child’s treatment.

. | acknowledge that | have been given the opportunity to read and/or received SunnyDays Therapy Inc Notice of Privacy Practices.

= This authorization and assignment will remain in effect until revoked by me in writing.

Patient/Guardian signature Date
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Child’s full name: Child’s DOB:
Child’s diagnosis: Date of diagnosis:

Diagnosis made by:

Mother’'s Name: Father's Name:
Siblings:
Name Age Learning & Medical Problems If Applicable

Please describe developmental or behavioral concerns regarding your child:

Please list your child’s strengths:

Please describe your child:

Please list areas that you would like to see your child gain more independence in:

What types of activities/toys are reinforcing or enjoyable for your child?

Was your child born full term? Yes No Number of Weeks Premature

Child’s delivery was: Vaginal Cesarean Forceps Suction

Describe any problems during pregnancy, labor or delivery:

Birth Weight: Was oxygen required? Yes No If Yes, how long?

Please list any medical problems at birth:
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Is there a history on either side of the child’s family for significant diagnoses or medical
conditions?

Please Answer the following questions about your child:

Seizures: Yes

No

Sleep Problems:  Yes

No

Vision Problems: Yes

No

Hearing Problems: Yes

No

Feeding Problems: Yes

No

Special Diet: Yes

No

Type of medication

If yes, explain
If yes, explain
If yes, explain
If yes, explain
If yes, explain
If yes, explain

Is your child currently taking medication(s), please list below:

Reason

Developmental History: Please indicate the age at which your child achieved the following

Smiled

Rolled

Sat alone

Stood Alone

Crawled

Walked alone
Additional Comments:

developmental milestones. (Mark N/A if your child has not yet attained a particular skill)

Dressed Self

Fed Self

Toilet Trained

Used crayon to color
Single Words:

Short phrases:

____ Crying
Pointing with finger

Words
Phrases

How does your child communicate? (please check all that apply)

Pulling/Directing to need/want

______Sentences

_____Sign Language

____Picture Communication Boards
_____Electronic Talking Devices

Page 2 of 3



Does your child attend school? Yes No

Name of school and address (if applicable):

Current grade: Teacher:
Type of Classroom:

Does your child receive the following special services at school?

Physical Therapy Adaptive PE
Occupational Therapy Resource Room/special instruction
Speech Therapy Other, specify

Age child started receiving special services:

Is your child currently receiving any services outside of school (please list)?

Please list previous services or programs your child has participated in along with
approximate dates of service (i.e., PT, OT, listening programs, brushing
etc.)

Please list additional information that you think would help us get to know your child better:

Thank you for helping us get to know your child!
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SunnyDays Therapy Inc.

Statement of Privacy Notice
Effective June 1, 2006

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

We may disclose your health care information to other healthcare
professionals, and/or providers/organizations who are involved in
your child’s care for the purpose of treatment, payment or healthcare
operations.

We may disclose your health information to your insurance provider
for the purpose of payment or health care operations.

We may disclose your health information as necessary to comply
with State Workers’ Compensation Laws.

We may disclose your health information to notify or assist in
notifying a family member, or another person responsible for your
care about your medical condition or in the event of an emergency or
of your death.

As required by law, we may disclose your health information to public
health authorities for purposes related to: preventing or controlling
disease, injury or disability, reporting child abuse or neglect, reporting
domestic violence, reporting to the Food and Drug Administration
problems with products and reactions to medications, and reporting
disease or infection exposure.

We may disclose your health information in the course of any
administrative or judicial proceeding.

We may disclose your health information to a law enforcement official
for purposes such as identifying or locating a suspect, fugitive,
material witness or missing person, complying with a court order or
subpoena, and other law enforcement purposes.

We may disclose your health information to coroners or medical
examiners.

We may disclose your health information to organizations involved in
procuring, banking, or transplanting organs and tissues.

We may disclose your health information to researchers conducting
research that has been approved by an Institutional Review Board.

It may be necessary to disclose your health information to
appropriate persons in order to prevent or lessen a serious and
imminent threat to the health or safety of a particular person or to the
general public.

We may disclose your health information for military, national
security, prisoner and government benefits purposes.

We may leave a message on an automated answering device or
person answering the phone for the purposes of scheduling
appointments. No personal health information will be disclosed
during this recording or message other than the date and time of your
scheduled appointment along with a request to call our office if you
need to cancel or reschedule your appointment.”

We may contact you by phone, mail, or email. “It is our practice to
participate in charitable and marketing events to raise awareness,
food donations, gifts, money, etc. During these times, we may send
you a letter, post card, invitation or call your home to invite you to
participate in the charitable activity.

In the event that we are sold or merged with another organization,
your health information/record will become the property of the new
owner.

»  You have the right to request restrictions on certain uses
and disclosures of your health information. Please be
advised, however, that we are not required to agree to the
restriction that you requested.

» You have the right to have your health information
received or communicated through an alternative method
or sent to an alternative location other than the usual
method of communication or delivery, upon your request.

» You have the right to inspect and copy your health
information.

»  You have a right to request that we amend your protected
health information. Please be advised, however, that we
are not required to agree to amend your protected health
information. If your request to amend your health
information has been denied, you will be provided with an
explanation of our denial reason(s) and information about
how you can disagree with the denial.

»  You have aright to receive an accounting of disclosures of
your protected health information made by us.

»  You have a right to a paper copy of this Notice of Privacy
Practices at any time upon request.

We reserve the right to amend this Notice of Privacy Practices at any
time in the future, and will make the new provisions effective for all
information that it maintains. Until such amendment is made, we are
required by law to comply with this Notice.

We are required by law to maintain the privacy of your health
information and to provide you with notice of its legal duties and
privacy practices with respect to your health information. If you have
questions about any part of this notice or if you want more
information about your privacy rights, please contact us by calling
this office at (952) 223-2506. If our Privacy Officer is not available,
you may make an appointment for a personal conference in person
or by telephone within 2 working days.

Complaints about your Privacy rights, or how we have handled your
health information should be directed to our Privacy Officer by calling
this office at (952) 223-2506. If our Privacy Officer is not available,
you may make an appointment for a personal conference in person
or by telephone within 2 working days.

If you are not satisfied with the manner in which this office handles
your complaint, you may submit a formal complaint to:

DHHS, Office of Civil Rights

200 Independence Avenue, S.W.
Room 509F HHH Building
Washington, DC 20201

| have read the Privacy Notice and understand my rights contained in
the notice.

By way of my signature, | provide SunnyDays Therapy Inc with my
authorization and consent to use and disclose my protected health
care information for the purposes of treatment, payment and health
care operations as described in the Privacy Notice

Patient's Name (print)

Patient’s Signature Date

Authorized Facility Signature Date





