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CHILD’SPLAY THERAPY CENTER 

Child’s Name: Parent:

Date of Birth: School: Grade:

Address: City: Zip:

Phone: Cell: Work:

Email:

Primary Insurance: Employer: 

Contract Number: Group Num: 

Primary Insured Name: Insured’s Date of Birth:

Relationship to insured: 

Address: City: Zip:State:

State:

Will ChildsPlay be submitting claims to your insurance? If Yes all Insurance Info is Required

I hereby authorize Child’sPlay Therapy Center to directly receive payment of pertinent 
insurance benefits, to release information including protected health information to 
insurance companies, your child’s physician, and other related third parties as needed in 
relation to the filing for or collection of payment for provided services, to obtain records from 
other sources as needed in relation to patient diagnosis and treatment, and to convey 
information through various means as needed in accordance with the Notice of Privacy 
Practices, a copy of which was made available to me. By signing this form, you acknowledge 
receipt of the Notice of Privacy Practices of Child’sPlay Therapy Center. Our Notice of Privacy 
Practices provides information about how we may use and disclose your protected health 
information. We encourage you to review it carefully. Our Notice of Privacy Practices is subject 
to change. If we change our Notice, you may obtain a copy by asking our Privacy Officer who 
will provide one to you. I acknowledge receipt of the Notice of Privacy Practices of Child’sPlay 
Therapy Center.                   .Initial 

I hereby give consent to Child’sPlay Therapy Center to provide services as needed for my child. 

Printed Name    Date

Privacy, Consent, and Release of Information
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Agreement Regarding Insurance and Fees for ChildsPlay Therapy Center

As a courtesy to you, we will gladly file your claims for most insurance companies: However, it is your responsibility to 
handle any problems with your insurance company.  

You are responsible for any deductible and co-insurance.  

Please initial all fields in case of change in Insurance coverage. 

We will do our very best to help you understand your insurance benefits, however, we do not guarantee anything
about your insurance.  All payment decisions are made by your insurance company upon their receipt of claim, based 
on your benefit plan.  It is your responsibility to know your insurance coverage, including any pre-authorizations that 
your policy may require.      Initial     

Aetna/Cigna/United Health Care:  We are out of network.  Payment is required in full until we receive any payments 
from your insurance company.   Initial  

Blue Cross & Blue Shield:  We are in network preferred providers.  We highly recommend that you confirm your 
policy’s benefits prior to your first visit. Deductibles and co-insurance payments are due at the time services are 
rendered.                 Initial  

All fees are due at the time services are rendered.  

If your child discontinues therapy with our center and has a balance on his or her account, there will be a $5.00 billing 
fee.  If your bill is not paid in a timely manner, a $25.00 late fee will be assessed to your balance.  You will also be 
responsible for collection fees if your account is turned over to collections. 

I,  , understand that I am responsible for any balance due to

Child’sPlay Therapy Center that insurance has not paid within 30 days of the visit.  I understand that it is my 
responsibility to work out any issues with my insurance company regarding non-payment of claims.

Signed Child's Name Date

CHILD’SPLAY THERAPY CENTER 
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CHILD’SPLAY THERAPY CENTER 

Policies for Clients Seen at the Child’sPlay Office
1. Therapy sessions are either 30 minutes, 45 minutes, or 1 hour long.  Occasionally, a session may be slightly shorter or longer

depending on your child's cooperation, performance, or speed in completing a task.  Be aware that most therapists are
seeing clients back to back.

2. The last five minutes of each therapy session may be spent discussing your child's performance and homework for the next
week.  This will also give you an opportunity to ask questions.  Please be available to speak with your therapist the last 5
minutes of your session.  If you need a longer consultation with your therapist, we will be happy to schedule an
appointment with you.

3. If your child must miss a session, parent/caregiver must call at least twenty-four hours prior to the scheduled appointment to
cancel or reschedule.  If the therapist is not notified twenty-four hours prior, a fee of $35.00 will be applied.   Exceptions may
be made for emergencies or illness.  Regular attendance is vital to the success of your child's therapy.  If your child
accumulates three no-shows at any time while in therapy, termination of therapy is warranted.                        Initial

4. Please remain on the premises while your child is in therapy.

5. Siblings are welcome at Child'sPlay Therapy Center.  We try to provide a welcoming and pleasant environment for siblings in
our waiting area.  For safety reasons, siblings are not allowed to wait in therapy areas and must be attended to at all times.

6. Please do not use cell phones in the waiting room.

7. Parents are welcome to attend therapy.  Some children may benefit more without parents present.  Observation tablets are
available for you to view your child's therapy from the waiting area.                         Initial

Therapy Policies Clients Seen At Off-Site Locations
1. Most therapy visits in the school setting are 30 and 45 minutes in length in order to minimize time out of the classroom. If

you would like a longer visit, please notify your therapist so that this can be arranged with the school. If you would prefer that
your child not be pulled out of class, we would be happy to serve your child in our office after school.

2. If your child is absent from school, will have a field trip, etc. on the day of therapy, please notify our office at 205-978-9939
(Birmingham) or 256-837-2470 (Huntsville). Except in cases of sickness or emergencies, we request 24 hours notice. Your
therapist may choose to give you her personal contact information, in which case you can notify the therapist directly. If the
therapist drives to the school and your child is not present, you could be charged for a no show fee of $35 and/or travel fee.

3. Home visits may be available (depending on location and availability of therapists). If your child is being seen in your home,
please notify our office or your therapist 24 hours prior to your appointment if the child will not be available for therapy. If
the therapist arrives at your home and the child is not available, you will be charged the full amount of the visit.

4. We require a credit card be kept on file in our office. Any time your card is charged, you will receive an e-mail notifying you of
the charge. If you would prefer not to have your card charged, you may keep an “account” for your child. Just send a check to
our office for the number of visits you would like to pay in advance. As long as there is money in your child's account, your
credit card will not be charged.

5. A minimum $10 travel fee may be added to your therapy fee if your child is being seen in the home or at a remote school/
daycare. The travel fee is an “out of pocket” expense which cannot be filed with your insurance.

6. In order to best meet your child’s needs in the school/daycare setting, we would like your permission to discuss your child
with school personnel.
school personnel.                             Initial

I understand and agree to the above policies: (sign)
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Child Case History

CHILD’SPLAY THERAPY CENTER 

General Information
Child’s name: Date of Birth:

Phone (best contact number): E-mail:

Parent(s)/Guardian(s):

Referred By: Phone: 

Physician: Phone: 

Brothers &  Sisters (names, ages): 1. Age: 2. Age:
3. Age: 4. Age: 5. Age:
5. Age: 7. Age: 8. Age:

Mother’s occupation: Father’s occupation: 

What goals would you like to see achieved through speech therapy, occupational therapy or physical therapy services? 

What are your child’s hobbies and favorite interests? 

Please provide any additional information that you believe would help the therapist get to know your child: 

Address: City: State: Zip:

Prenatal and Birth History 
Adopted: Yes No If yes, please list any factors that may have contributed to your child’s development: 

Mother’s general health during pregnancy (illnesses, accidents, medications, etc.): 

Select type of delivery:  Head First: Feet First:  Breech: Caesarian: 

Were there any unusual conditions that may have affected the pregnancy or birth? Yes No

Was the delivery premature? Yes No If yes, how many weeks? 

Medical History 

Provide the approximate(age) the child suffered the following illnesses and Conditions: 
Draining Ear:  Seizures:  Ear Infections:  Asthma: High Fever: Other: 

Has the child had any surgeries? Yes No
If yes, what type and when (e.g., Tonsillectomy, Adenoidectomy, etc.)? 
What were the results? 

Describe any major accidents or hospitalizations: 
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Medical History  (Continues...)

Has your child had a vision exam? Yes No
(If yes, what were the results?) 

Has your child had a hearing exam? Yes No
(If yes, what were the results?) 

Is your child currently taking any medications? If yes, please list. Yes No

Does your child have any allergies? If yes, please list. Yes No

Developmental History 
At what age did your child achieve the following milestones? Some of the milestones may not be applicable to your child at this time. 

Milestone Age Milestone Age

Hold head up 

Roll over 

Sit independently 

Crawl on hands and knees 

Spoon feed independently 

Tying shoes 

Toilet trained 

Use single words (e.g., no, mom, doggie, etc.) 

Cruise around furniture 

Walk independently 

Drink from an open cup 

Eat solid food 

Combine words (e.g., me go, daddy shoe, etc.) 

Name simple objects (e.g., dog, car, tree, etc.) 

Use simple questions (e.g., Where’s doggie? etc.) 

Engage in a conversation 

Educational History 
School: Grade: 

Teacher(s): 1.
2.
3.

Does the child receive special services?  Yes No If yes, describe:

How does the child interact with others (e.g., shy, aggressive, uncooperative, etc.)? 

Have any other specialists (physicians, psychologists, special education teachers, etc.) seen the child? Yes No
If yes, indicate the type of specialist, when the child was seen, and the specialist’s conclusions or suggestions:  
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Child Case History

CHILD’SPLAY THERAPY CENTER 

Activities of Daily Living  (Check if no concerns in this area)
Is your child able to perform the following self-help skills? 

Dresses self

Undresses self

Brushes teeth

Washes hands

Feeds self

Drinks from an open cup

Drinks from an open cup

Zippers

Snaps

Puts on shoes

Puts on socks

Ties shoes

Toileting

Sensory History (Check if no concerns in this area)
Does your child become upset when getting messy or dirty 
(e.g., dirt, glue, finger painting, etc)? 

Does your child seem to crave jumping or falling into 
objects or people? 

Does your child become upset when hearing an 
unexpected or loud sound? 

Does your child have difficulty discriminating between the 
size and shape of an object? 

Does your child seem overly cautious on playground 
equipment? 

Gross Motor Skills/Motor Planning (Check if no concerns in this area)

Is your child able to…? 
Hop/balance on one foot? 

Skip? 

Climb on or over objects? 

Jump with both feet together? 

Ride a tricycle? 

Ride a bicycle without training wheels? 

Jump rope? 

Kick a ball? 

Throw/catch a ball? 

Dribble a ball? 

Pump self on a swing? 

Ascend and descend stairs? 

Does your child… 
Have slow and deliberate movements with motor activities? 

Move quickly and lose control? 

Seem uncoordinated or awkward? 

Have difficulty running? 

Have difficulty learning new skills? 

NoYes NoYes

Fine Motor Skills (Check if no concerns in this area)

Is your child able to…? 
Cut with scissors? 

Color inside the lines? 

Play with manipulative toys? 

Demonstrate a consistent hand preference? 

Identify left and right hands? 

Does your child… 
Have difficulty holding a pencil correctly? 

Reverse letters when writing? 

Have difficulty with spacing and sizing of letters? 

Express fatigue when writing? 

Become easily frustrated when writing? 

Have difficulty copying shapes? 

NoYes

Have difficulty remaining on a line when writing? 

NoYes
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Child Case History

CHILD’SPLAY THERAPY CENTER 

Feeding/Oral Motor  (Check if no concerns in this area)
Are there or have there ever been any feeding problems (e.g., problems with sucking, swallowing, choking, drooling, 
chewing, etc.)?  

NoYes

If yes, please describe: 

Have there ever been any concerns with the intake of liquids (e.g., choking, aspiration)? 

Are your child’s food preferences a concern? 

Does your child prefer certain textures (e.g., crunchy, soft, chewy, etc.) or flavors (e.g., sweet, salty, sour, etc.) of food? 

What are some of the typical foods in your child’s diet? 

Does your child gag when eating certain foods or textures? 

Does your child chew on non-food objects? 

Does your child use a pacifier or suck their thumb? 

Does your child become upset with their teeth being brushed? 

Does your child require a special diet? 

Does your child have a history of reflux? 

Speech/Language  (Check if no concerns in this area)

Describe the child’s speech-language problem: 

How does the child usually communicate (gestures, single words, short phrases, sentences)? 

Have any other speech-language specialists seen the child?  Yes No
If yes, Who and when? 

What were their conclusions or suggestions? 

Are there any other speech, language, or hearing problems in your family? Yes No If yes, please describe:

Person completing form Relationship to child 

Signed Date
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CHILD’SPLAY THERAPY CENTER 
Credit Card Processing Information

Child’s Name Date

I, , authorize Child’s Play Therapy Center, LLC, 
to charge the following credit card account for merchant services. I also authorize any charges 
to my card for balances over 30 days. This authorization will be in effect until services have 
been completed or are ended by request of the client either verbally or in writing.

Name on Card:

Billing Address:

Phone Number:

Email Address: 

Card Holder’s Signature:

Expiration Date:

Comments: 

INFORMATION BELOW WILL BE DESTROYED ONCE ENTERED INTO OUR SECURE SYSTEM

Card Type: Visa MasterCard Discover

Is this a Flexible Spending Account? Yes No

Card Number: -- -

Expiration Date:
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