

Please complete all of the information below 



Child’s name:____________________________________________

Date of Birth:
_______________

Gender:________________

Home address:

________________________________________________________




Street






________________________________________________________




Code




City

Email address:____________________________________________

Parent(s) / guardian :_______________________________________

_______________________________________________________

Home



Work



Cell

EMERGENCY CONTACT

	NAME
	RELATION TO CHILD
	WORK PHONE
	HOME PHONE
	CELL PHONE

	
	
	
	
	

	
	
	
	
	


PHYSICIAN INFORMATION

PRIMARY CARE PHYSICIAN:___________________________________

PNONE: (     )_____________ ADDRESS:_________________________

SPECIALIST(S)

NAME:__________________
PHONE: (    )_____________________


ADDRESS:______________________________________________
NAME:_________________PHONE: (    )______________________

ADDRESS:______________________________________________





ALLERGIES (FOOD, MEDICATION, ENVIRONMENTAL, OTHER)

	TYPE OF ALLERGY
	TYPICAL REACTION
	TREATMENT

	
	
	

	
	
	


MEDICAL CONDITIONS CURRENTLY BEING TREATED 

	CONDITION
	DATE OF ONSET
	TREATMENT
	TREATING PHYSICIAN

	
	
	
	

	
	
	
	

	
	
	
	


MEDICATIONS

	MEDICATION
	DOSE
	FREQUENCY
	REASON FOR TAKING
	PRESCRIBING PHYSICIAN

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


DIAGNOSIS (CIRCLE ALL THAT APPLY)

AUTISM

HIGH FUNCTIONING AUTISM

PDD-NOS

ASPERGER SYNDROME

ANXIETY DISORDER

DEPRESSION

ATTENTION DEFICIT (TYPE:                     )
OBSESSIVE COMPULSIVE DISORDER

LEARNING DISABILITY (TYPE:


)
TOURETTE’S SYNDROME

OTHER:________________________

BIRTH HISTORY/ADOPTION

TYPE OF DELIVERY   VAGINAL/CESAREAN
LENGTH OF PREGNANCY______  WEEKS

PREGNANCY COMPLICATIONS       YES/NO   (IF YES, PLEASE DESCRIBE)

PRENATAL:___________________________________________________________________

POSTNATAL:__________________________________________________________________

INTERVENTION PRESCRIBED RELATED TO COMPLICATIONS: ____________________________________________________________________________

ADOPTION:  AGE AT TIME OF ADOPTION: 

( ) DOMESTIC
( ) INTERNATIONAL  :   COUNTRY OF ORIGIN __________________________

SCHOOL HISTORY:

SCHOOL CURRENTLY ATTENDING :_____________________________GRADE:_____________

TEACHER/CONTACT:_____________________________TELEPHONE: (    )_________________

HAS THIS CHILD EVER RECEIVED SPECIAL SERVICES? (IF YES, PLEASE CHECK BELOW)

SERVICE

     SITE (HOME, SCHOOL, OTHER AGENCY)
YEARS (EX 1999-2001)

	OT/Psychomotrician
	
	

	SPEECH-LANGUAGE THERAPY
	
	

	PHYSICAL THERAPY
	
	

	PSYCHOLOGICAL SERVICES
	
	

	SOCIAL WORK SERVICES
	
	

	Learning Specialist
	
	

	LISTENING THERAPY
	
	

	AUDITORY INTEGRATION TRAINING
	
	

	APPLIED BEHAVIORAL ANALYSIS
	
	

	RELATIONSHIP DEVELOPMENT INTERVENTION
	
	

	NEUROFEEDBACK
	
	

	NEUROPSYCHOLOGICAL
	
	

	OTHER:
	
	

	
	
	


IF CURRENTLY RECEIVING OT SERVICES, WHERE AND WHEN WAS THE LAST OT EVALUATION?________________________________________________________________

PLEASE INCLUDE COPIES OF MOST RECENT EVALUATIONS WITH THIS PACKET, THANK YOU.

DEVELOPMENTAL HISTORY:

WHEN WERE YOU FIRST CONCERNED ABOUT YOUR CHILD’S DEVELOPMENT/ABILITIES?

WHEN DID HE/SHE APPROXIMATELY REACH THIS MILESTONE?

	RASPBERRIES=
	BLOW BUBBLES=
	EAT SOFT FOODS=

	EAT HARD FOODS=
	SIT-UP=
	CRAWL=

	WALK=
	RUN=
	EAT WITH SPOON=

	PLAY WITH A PEER=
	TURN TAKING=
	SPEAK 1-2 WORDS=

	DRESS SELF=
	TOILET TRAIN DAY=
	TOILET TRAIN NIGHT=


DOES YOUR CHILD SLEEP THROUGH THE NIGHT?                             IF NO, PLEASE DESCRIBE:

DOES YOUR CHILD EAT ALL FOODS?  IF NOT, DESCRIBE (TEXTURES, TEMPERATURES, TASTES, NOVELTY):

DOES YOUR CHILD PLAY WITH YOUNGER/OLDER AND AGE PEERS APPROPRIATELY? IF NO, PLEASE DESCRIBE:

IS YOUR CHILD ABLE TO USE A PENCIL/MARKER/SCISSORS/BEADS/BLOCKS APPROPRIATELY?

DOES YOUR CHILD COMPLETE LIFE SKILLS INDEPENDENTLY ACCORDING TO AGE?

ANY STRESSES/EVENTS THAT HAVE OCCURRED (CHANGES IN SCHOOL, LOSS OF FAMILY MEMBER, HOSPITALIZATION)

HOW DO YOU BEST DESCRIBE YOUR CHILD’S STRENGTHS?

WHAT ARE YOUR CONCERNS REGARDING YOUR CHILD’S DEVELOPMENT? (SPEAKING, UNDERSTANDING, USING HANDS, ARMS, LEGS, COORDINATION, LEARNING NEW MOTOR SKILLS, EATING OR SOCIAL/EMOTIONAL BEHAVIORS)

WHAT DO YOU HOPE TO ACCOMPLISH BY SEEKING EVALUATION AND/OR INTERVENTION SERVICES?

ARE THERE ANY PHYSICAL RESTRICTIONS/NEEDS? IF YES, DESCRIBE:
Other necessary information:

THE INFORMATION CONTAINED HERE IS ACCURATE AS OF TODAY,   ___/____/____

FORM COMPLETED BY:_______________________________________________________





NAME



RELATIONSHIP TO CHILD

IMPORTANT – THIS BOX MUST BE COMPLETED FOR ATTENDANCE


Lise Faulise Consulting

Occupational Therapy

EVALUATION , TREATMENT & TRAINING

78, rue de Miromesnil
75008  Paris  FRANCE
Lise.faulise@gmail.com  
Authorization for Release of Information








____________________________________________________________________

Section A. Complete for All Authorizations

I hereby authorize the use or disclosure of my personal health information (PHI) as described below. I understand that this authorization is voluntary. I understand that, if the organizations authorized to receive my PHI is not a health plan or health care provider, the release information may no longer by protected by federal privacy regulations.

Patient name:_____________________________
DOB:_____________________

Persons/organizations authorized to release your PHI
Persons/organizations authorized to receive your PHI

_________________________________________
__________________________________________

_________________________________________
__________________________________________

_________________________________________
__________________________________________

_________________________________________
__________________________________________

Specific description of PHI to be released (including date(s)):  ____________________________________________________________________________________________________________________________________________________________________________

Specific restrictions you want placed on release of your PHI:

I understand that this authorization will expire one month from the date of signature. The expiration date will be _____/_____/_____. . I understand that I may revoke this authorization at any time by notifying the releasing organization in writing, but my revocation will not affect any releases made of other actions taken before the date of my revocation.








Initials:____________

Section B. Complete for All Authorizations

Signature of patient or patient’s representative



Date

Printed name of patient/patient’s representative


Relationship to the Patient

Lise Faulise Consulting

Occupational Therapy

EVALUATION , TREATMENT & TRAINING

78, rue de Miromesnil
75008  Paris  FRANCE
Lise.faulise@gmail.com  
EIN: 26-0760572

Rate Schedule

1/11/2013
	Procedure
	Payment Rate

	Individual Treatment
	100 euro per session

	OT Evaluation
	300 euro

	Sensory Integration Praxis Test (SIPT)
	900 euro

	Consultation
	200 euro

	School/Meeting
	100 euro


Payment is expected at the time of visit; for all school visits, please remit weekly payment to the address above. All payment for services is expected on the date of service. Cash and checks are accepted. If you are submitting your occupational therapy claims to insurance for reimbursement, I will gladly send you a receipt. I do not participate with or bill insurance companies in any manner.  

Cancellation policy: Kindly call or email change in appointment at least 24 hours in advance. This allows children waiting for appointments to expedite access to services. Thank you. 

Lgf: 1/11/2013
Lise Faulise Consulting


Occupational Therapy


EVALUATION , TREATMENT & TRAINING


78, rue de Miromesnil


75008  Paris  FRANCE


� HYPERLINK "mailto:Lise.faulise@gmail.com" ��Lise.faulise@gmail.com�  





Consent to Treat: 


I hereby give permission to evaluate and provide intervention services to my child beginning on this day, ____/_____/_____.





Name of parent/guardian				

















	
	Lise Faulise Consulting Occupational Therapy Services

                                  1 November 2013
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