1

[image: image1.jpg]



The Jungle Gym Rehabilitation Center for Children

 “Where therapy is play”

To help us become better acquainted with your child, please answer the following questions to the best of your ability.

Child’s Name





 
 
       Date of Birth________________

Parent / Caregiver’s Name  











Address    












   
Phone #’s:  Home


     Work


 Cell





Child’s Physician: 




 Phone Number: 





Please provide an email address to be used to contact you regarding non-urgent issues & appointments, etc...       
Name & phone number of family member/caregiver that may accompany your child to The Jungle Gym 
Name of person(s) authorized to bring in & give/release information regarding your child: 


I am in agreement that information will be shared with the referring physician(s) & Primary Care Physician.
Reason for referral: 













Past Medical Concerns: 











Please list known allergies: 











Does your child have a Latex Allergy?  Yes_____ No______

Has your child recently had any of the following diagnostic tests?  X-Ray_____
MRI_____
CT Scan_____
Please list any medications your child is taking: 








Please describe concerns you have with your child’s development: 






Does your child receive other therapies or services?  Yes_____ No_____

If yes, please list the name of the service, clinician’s name and phone number, and when they receive these services (day & time) 













Parent/Guardian Signature: 






  Date: 




