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Leaps and Bounds Therapy Services

PATIENT REGISTRATION FORM
	Child’s Name:
	     
	     
	M
	 FORMCHECKBOX 

	F
	 FORMCHECKBOX 


	
	Last Name
	First Name
	Gender

	Home Address:
	     
	     
	     

	
	Street & Number
	City
	Zip

	Date of Birth:
	     
	/
	     
	/
	     
	
	Age:
	     

	The child lives with:    FORMCHECKBOX 
 Mother         FORMCHECKBOX 
 Father            FORMCHECKBOX 
 Guardian           FORMCHECKBOX 
 Step-Parent

	
	

	     
	     

	Name
	Address

	     
	     

	Social Security Number
	Driver’s License Number

	     
	     
	     

	Home Phone*
	Cell Phone*
	Email

	     
	     

	Place of Employment
	Work Phone*
	*Please circle preferred contact number


	     
	     

	Name
	Address

	     
	     

	Social Security Number
	Driver’s License Number

	     
	     
	     

	Home Phone*
	Cell Phone*
	Email

	     
	     

	Place of Employment
	Work Phone*
	*Please circle preferred contact number


	     
	     

	Name
	Address

	     
	     

	Social Security Number
	Driver’s License Number

	     
	     
	     

	Home Phone*
	Cell Phone*
	Email

	     
	     

	Place of Employment
	Work Phone*
	*Please circle preferred contact number


	     
	     

	Name
	Address

	     
	     

	Social Security Number
	Driver’s License Number

	     
	     
	     

	Home Phone*
	Cell Phone*
	Email

	     
	     

	Place of Employment
	Work Phone*
	*Please circle preferred contact number


Child’s Primary Physician/Pediatrician
	     
	     

	Name
	Address

	     
	     

	Phone
	Fax


Who wrote the prescription for this evaluation?   FORMCHECKBOX 
 Primary Physician   FORMCHECKBOX 
 Specialist   FORMCHECKBOX 
 Other

	     
	     

	Name
	Address

	     
	     

	Phone
	Fax


	Does your child have a diagnosis?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No  If yes, please explain: 

	     



INSURANCE:  FORMCHECKBOX 
 Private Pay    FORMCHECKBOX 
 Health Insurance    FORMCHECKBOX 
 Auto Insurance
PLEASE LIST ALL INSURANCES (CSHCS AND MEDICAID NOT ACCEPTED)

	     

	Insurance Company Name
	

	     

	Policy Holder Name

	     
	     

	Contract Number
	Group Number

	
	     

	Insurance Phone 
	Insurance Fax 

	     
	     

	Case Manager Name
	Case Manager Phone

	
	

	Subscriber:  FORMCHECKBOX 
 Mother    FORMCHECKBOX 
 Father    FORMCHECKBOX 
 Legal Guardian    FORMCHECKBOX 
 Step-Parent


Emergency contact information (please list person not immediately related to child)

	     
	     
	     

	Name
	Relationship
	Phone


How did you hear about us?       
Signature: ______________________________________________ Date: 
___________________
�





Mother





Step-Parent





Guardian





Father





Physician Information





Insurance Information
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