COMPREHENSIVE
THERAPY

-
—d CHILDRENS CENTER

SPECIALIZING IN PEDIATRIC OCCUPATIONAL, PHYSICAL AND SPEECH THERAPY

PATIENT INFORMATION

Child’s Name Birthdate

Mother’'s Name Father's Name

Address City State Zip
Home Phone Work Phone

Was the Child’s Birth Premature? I:l YES / NO |:| If yes, how many weeks?

Complications

Major Concerns Regarding Therapy

Expectations from Therapy

INSURANCE INFORMATION

Insurance Company Phone
Policy Holder's Name Insured’s ID#
Insured’s Birthdate Insured'’s Employer

Insurance Policy Group Number

Other Insurance

212 Riverstone Drive | Canton Georgia 30114 | phone 770-345-7796 | fax 770-479-3471 | coe www.specialkidstherapy.com
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