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2020 ANNUAL INTAKE PAPERWORK 
PATIENT INFORMATION AND HISTORY 

  
I.     IDENTIFYING INFORMATION  

 

Child’s Name:          Gender   

 First    Middle    Last 
 

DOB:                

Street/Apt #                         City, State & Zip Code 
 

Mother’s Name:          Guardianship?        YES          NO 
                              First    Middle    Last 
 

 DOB:   Authorized to receive patient information?   Yes  No 
 

 Address (if different from above):            

   Street/Apt #   City, State & Zip Code 
 

 Home Phone:   Cell Phone:       
  
 Employer:   Work Phone:        
 

 Email Address:         *** (please print clearly) 
 

Father’s Name:          Guardianship?        YES          NO 
                              First    Middle    Last 
 

 DOB:   Authorized to receive patient information?   YES  NO 
 

 Address (if different from above):            

   Street/Apt #   City, State & Zip Code 
 

 Home Phone:   Cell Phone:       
  
 Employer:   Work Phone:        
 

 Email Address:         *** (please print clearly) 
***Pediatric Boulevard will use ALL email addresses & contact numbers provided to contact you regarding therapy services. 

Please review the Email & Text Authorization Policy for details *** 
 

Primary Care Doctor/Name of Practice:            

Phone: Address:          

 
 

 

 

Primary Insurance/Medicaid:            

Name of Insured:    Relationship to Child:      

ID or Medicaid #:    Group #:       

Address of Insured:      Phone:      

Are Therapy Services covered under your current plan?             YES                 NO 

 
 

Secondary Insurance/Medicaid:            

Name of Insured:    Relationship to Child:      

ID or Medicaid #:    Group #:       

Address of Insured:      Phone:      

Are Therapy Services covered under your current plan?             YES                 NO 
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PATIENT INFORMATION AND HISTORY (Page 2) 
 
 

II. CONCERN(S)/HISTORY 
 

1) Please list all of your child’s diagnoses:            
              

               
2) Please list any significant medical history (including any surgeries, medications and/or allergies, etc.):    

              

               

3) Have there been any recent changes in your child’s development?        

               

4) Are there any other concerns that the therapist should be aware of?      

               

5) Is your child currently receiving therapy outside of Pediatric Boulevard (i.e., school, hospital)?          YES           NO 

a. If YES, what types of therapy?           

b. If you answered YES to the questions above, please provide name and address of provider/school: 

c.            

6) If age birth-5 years of age: Were you aware of the services offered through the state (CDSA/Public School System)?  

a. If YES: You are aware of the services and would like to continue with receiving services from Pediatric 

Boulevard. (skip to question C) 

b. If NO: You were not aware & would like to be referred to the state agency. (You may stop completing forms) 

c. Does Pediatric Boulevard have a copy of the current:  IEP, IFSP, or care plan from the other agency?   

MUST CHECK A RESPONSE if under 5:  YES       NO ***      N/A 

***If you answered NO, then services cannot be provided until the documentation is received based on the 
requirements of the commercial insurance plan/Medicaid.*** 

                        *Pediatric Boulevard requires a copy of ALL other treatment plans from other agencies. 
* If the child is a Medicaid recipient it is required by the state of North Carolina to provide the documentation. 

* Medicaid will not allow both agencies to perform therapy services on the same day. 

CONSENT FOR EVALUATION AND/OR TREATMENT 

 
 

 

Child:      DOB:      
 
 

I,   (Parent or Legal Guardian)  give my consent for Pediatric 

Boulevard, PLLC, provide the following services based on their scope of practice and the licensure statures of each of 
their practicing licensing boards: *  Consultation *  Evaluation   *  Treatment 
 

 

The purpose of this treatment is to help remediate the client’s disorder(s)/delay(s) and/or behaviors. I was given the 

benefits/risks/and alternative methods of treatment, and I understand that I can revoke my consent at any time.  I understand 

that I can seek alternative methods of therapy if I am not satisfied with the services that Pediatric Boulevard offers.  ***I 

have read and understand this authorization statement. 
 

 

               
Signature of Parent/Legal Guardian Name of Parent/Legal Guardian  Relationship to Patient Date    Time 
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AUTHORIZATION TO RELEASE HEALTH INFORMATION 
 

Child’s Name:       DOB:       

 

I, , hereby authorize Pediatric Boulevard, PLLC to release to: 

 

o Physician (name)            

o School System   (name)            

o Social Security Administration     

o Medicaid    

o Family Member  (ex., mother and name) please specify:                   , 

o Family Member  (ex., mother and name) please specify:                   , 

o Family Member  (ex., mother and name) please specify:                   , 

o Additional:            

 

INFORMATION TO BE RELEASED (please provide a specific description of the information to be released): 
          

          

           
Note:  By signing this authorization, you acknowledge that it extends to all or any part of the records designated above, which may 

include psychiatric information, HIV test results, alcohol/drug abuse, etc., unless specifically excluded by you.  
 
PURPOSE OF DISCLOSURE: 

□ Legal □ Personal use  

□ Provider request □ Changing providers   

□ Insurance □ Other: __________________ 

 

I understand that This Agreement has no expiration date and remains in effect at all times that my child is participating in 

the Services unless I specify an expiration date.  
 

I authorize Pediatric Boulevard, PLLC to release information as listed above: 

 

_________________________________     ________________________         ______________________     ________    

Signature of Parent/Legal Guardian    Name of Parent/Legal Guardian     Relationship to Patient             Date     Time 

 

The patient or the patient’s representative may inspect and/or copy the health information to be used or disclosed in accordance 

with practice policies.  You may refuse to sign this authorization or revoke it in writing at a later date if the information has not 

already been disclosed.  We will not condition treatment or payment on your providing this authorization, except in the specific 

circumstances allowed by the HIPAA Privacy Rule. We cannot protect against the possibility that information disclosed pursuant to 

this authorization may be subject to re-disclosure and may no longer be protected by law. 

 

  

***Reasonable copy fees may apply*** 
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FINANCIAL WAIVER OF RESPONSIBILITY 
 

NOTE: If your Health plan indicates that they may not pay for services, then you agree to pay. 
 

You are receiving this document because your insurance company may not pay for all of the services that you will 

receive during your child’s session.  
 

Some health policies will only pay for therapy services that are considered to be medically necessary and are considered 

“covered services”. Covered services are defined in the member’s certificate of coverage or group medical agreement. 

Every enrolled member of the plan is given access to these documents.  
 

Services that Pediatric Boulevard may request that may not be considered a “covered service” may include, but are not 

limited to: 

  

 Physical Therapy Treatment  

 Occupational Therapy Treatment 

 Speech Therapy Treatment 

 Consultation 

 Physical Therapy Evaluation 

 Occupational Therapy Evaluation 

 Speech Therapy Evaluation 

 Other  
      

If you have a concern or question about a service that may not be covered by your health policy, we encourage you to 

contact your insurance provider directly.  
 

 

I hereby authorize Pediatric Boulevard, PLLC to furnish my insurance carrier/health plan any information it requests. 

I also authorize my insurance company/health plan to reimburse Pediatric Boulevard, PLLC directly for all covered 

services rendered. 
 

I understand that my health policy may not pay for these services.  By signing below, I acknowledge and understand 

that I am therefore solely responsible for the total amount of all costs for the services rendered by Pediatric Boulevard 

related to the procedure(s) and/or treatment(s) identified at the time of service.  I agree to be personally and fully 

responsible for timely payment of the amount billed. 
 

Signature of Patient/Legal Guardian:       Date:   Time:   
 

Printed Name of Patient/Legal Guardian:            
 

Relationship to Patient:            
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Acknowledgement of ATTENDANCE POLICY 
 

I have been given a copy of Pediatric Boulevard’s ATTENDANCE POLICY. I have read the policy and I understand its 

contents. I sign it voluntarily and I understand that the policy may change any time. This Agreement has no expiration date 

and remains in effect at all times that my child is participating in the Services and will be binding on me and my child’s 

(and/or my) family members, heirs, assigns, representatives, and estate.  A photocopy of this Agreement shall be deemed 

effective as if it were an original. 
 

I hereby warrant that I have legal authority to act on the Patient’s behalf.  I agree to the above terms and conditions for myself 

and on behalf of the Patient.  

 

                           

Signature of Parent/Legal Guardian Name of Parent/Legal Guardian  Relationship to Patient      Date       Time 
 
 

Acknowledgement of SICK POLICY 
 

I have been given a copy of Pediatric Boulevard’s SICK POLICY. I have read the policy and I understand its 

contents. I agree to provide a note from my child’s Primary Care Physician to allow him/her to resume services if 

the illness was contagious.   I sign it voluntarily and I understand that the policy may change any time. This 

Agreement has no expiration date and remains in effect at all times that my child is participating in the Services 

and will be binding on me and my child’s (and/or my) family members, heirs, assigns, representatives, and estate.  

A photocopy of this Agreement shall be deemed effective as if it were an original.  

 

I hereby warrant that I have legal authority to act on the Patient’s behalf.  I agree to the above terms and conditions 

for myself and on behalf of the Patient. 
___________________________________________ ____________________________         ____________  ________ 

Signature   Relationship to Patient   Date  Time 

 

 

Acknowledgement of EMAIL & TEXT AUTHORIZATION POLICY 
 

I have been given a copy of Pediatric Boulevard’s EMAIL & TEXT AUTHORIZATION POLICY. I have read the policy and I 

understand its contents. I give Pediatric Boulevard permission to contact me regarding therapy services or for payment 

purposes via any of the telephone numbers or email addresses that I have provided. This includes, but is not limited to: email, 

voicemail, pre-recorded message, automatic dialing system or text message. Contact may also be made by affiliate agencies 

to collect money that I owe. I sign it voluntarily and I understand that the policy may change any time. This Agreement has 
no expiration date and remains in effect at all times that my child is participating in the Services and will be binding on me 

and my child’s (and/or my) family members, heirs, assigns, representatives, and estate.  A photocopy of this Agreement shall 

be deemed effective as if it were an original. 
 

I hereby warrant that I have legal authority to act on the Patient’s behalf.  I agree to the above terms and conditions for myself 

and on behalf of the Patient.  
 

                    

Signature of Parent/Legal Guardian Name of Parent/Legal Guardian  Relationship to Patient      Date   Time 
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Acknowledgement of AUTHORIZATION FOR: 
 COMMUNICATION OUTSIDE OF TREATMENT ROOMS 

 

I have been given a copy of Pediatric Boulevard’s AUTHORIZATION FOR COMMUNICATION OUTSIDE  
OF TREATMENT ROOMS POLICY. I have read the policy and I understand its contents. I have elected to verbally 

communicate my child’s progress with staff members at Pediatric Boulevard, PLLC outside of the treatment room. I 

understand the risk of communicating through these methods, in particular the privacy risks explained in this form. Pediatric 

Boulevard is not responsible for information that is overheard by others in areas outside of the treatment room. I sign it 

voluntarily and I understand that the policy may change any time. This Agreement has no expiration date and remains in 

effect at all times that my child is participating in the Services and will be binding on me and my child’s (and/or my) family 

members, heirs, assigns, representatives, and estate.  A photocopy of this Agreement shall be deemed effective as if it were 

an original. 
 

I hereby warrant that I have legal authority to act on the Patient’s behalf.  I agree to the above terms and conditions for myself 

and on behalf of the Patient.  
 

                    

Signature of Parent/Legal Guardian Name of Parent/Legal Guardian  Relationship to Patient      Date   Time 

 
 

 

Acknowledgement of DISCHARGE POLICY 
 

I have been given a copy of Pediatric Boulevard’s DISCHARGE POLICY. I have read the policy and I understand 

its contents. I understand that Pediatric Boulevard’s therapists provide treatment based on their scope of practice 

and the licensure statures of each of their practicing licensing boards. I understand the attendance policy and that 

Pediatric Boulevard reserves the right to discharge patients for any reason, as determined solely by Pediatric 

Boulevard’s therapists and staff.  I sign it voluntarily and I understand that the policy may change any time. This 

Agreement has no expiration date and remains in effect at all times that my child is participating in the Services 

and will be binding on me and my child’s (and/or my) family members, heirs, assigns, representatives, and estate.  

A photocopy of this Agreement shall be deemed effective as if it were an original. 

 

I hereby warrant that I have legal authority to act on the Patient’s behalf.  I agree to the above terms and conditions 

for myself and on behalf of the Patient.  
 

___________________________________________ ____________________________         ____________  ________ 

Signature   Relationship to Patient   Date  Time 
 
 
 

 

Acknowledgement of OBSERVATION SUITE RULES POLICY 
 

I have been given a copy of Pediatric Boulevard’s OBSERVATION SUITE RULES POLICY. I have read the policy and I 

understand its contents. I understand and agree to the rules above and understand that I will lose my Observation 
Room privileges IMMEDIATELY if I break any of these rules.  I sign it voluntarily and I understand that the policy may 

change any time. This Agreement has no expiration date and remains in effect at all times that my child is participating in 

the Services and will be binding on me and my child’s (and/or my) family members, heirs, assigns, representatives, and 

estate.  A photocopy of this Agreement shall be deemed effective as if it were an original. 
 

I hereby warrant that I have legal authority to act on the Patient’s behalf.  I agree to the above terms and conditions for myself 

and on behalf of the Patient.  
 

                    

Signature of Parent/Legal Guardian Name of Parent/Legal Guardian  Relationship to Patient      Date   Time  
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CONSENT FOR PHOTOGRAPHY/VIDEO CLIPS 
 

Child’s name:_________________________________________________________DOB:___________________________ 

 

I_________________________________________,   give consent for Pediatric Boulevard, to take pictures/video clips of 

            Name of Parent/Legal Guardian 

 

____________________________________________ for marketing and educational purposes.     

                                     Child’s Name 

 

• I have a right to receive a copy of this consent upon request. I understand that I will not receive any financial 

compensation for providing this consent. Pediatric Boulevard, PLLC will not condition treatment or payment on your 

providing this consent. I acknowledge that Pediatric Boulevard, PLLC cannot protect against the possibility of re-

disclosure of this information and may no longer be protected by law.  

• I understand that I can revoke my consent at any time by providing written notice.    

• I understand that this consent has no expiration date, unless specified by the parent/guardian. (Please specify alternate 

date if you would like consent to expire ___________) – Leave blank if you do not have a date 

• I understand that Pediatric Boulevard does not allow parental videotaping of my child’s session due to HIPAA 

regulations, however,  I may request that my therapist to video tape portions of my child’s session, which is the at the 

discretion of the individual therapist.***I have read and understand this authorization statement. 

 

___________________________________________ ____________________________         ____________  ________ 

Signature   Relationship to Patient   Date  Time 

 

ASSUMPTION OF RISK, RELEASE AND INDEMNITY AGREEMENT 
Use of all Clinical Equipment (i.e., equipment in gym, treatment rooms, etc.) 

 

I have been given a copy of Pediatric Boulevard’s ASSUMPTION OF RISK, RELEASE AND INDEMNITY AGREEMENT 
POLICY. I have read the policy and I understand its contents. I sign it voluntarily and I understand that the policy may 

change any time. This Agreement has no expiration date and remains in effect at all times that my child is participating in 

the Services and will be binding on me and my child’s (and/or my) family members, heirs, assigns, representatives, and 

estate.  A photocopy of this Agreement shall be deemed effective as if it were an original. 
 

I hereby warrant that I have legal authority to act on the Patient’s behalf.  I agree to the above terms and conditions for myself 

and on behalf of the Patient.  

 

                                               

Signature of Parent/Legal Guardian Name of Parent/Legal Guardian  Relationship to Patient      Date       Time 
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