
 
 
 

BELL	PHYSICAL	THERAPY	PEDIATRICS	INTAKE	FORM	
	
	
	

 
CHILD’S NAME   DATE OF BIRTH   TODAY’S DATE 
 
 

ADDRESS       
 
 

PARENT 1 NAME   EMAIL ADDRESS   MOBILE NUMBER 
 
 

OCCUPATION   WORK PHONE 
 
 

PARENT 2 NAME   EMAIL ADDRESS   MOBILE NUMBER 
 
 

OCCUPATION   WORK PHONE 
 
 

NAMES AND AGES OF THOSE IN HOME 
 
 

PRIMARY LANGUAGE SPOKE IN HOME 
 
 

PEDIATRICIAN    PEDIATRICIAN PHONE NUMBER 
 
 

REFERRED BY 
 
 
 



 
 
 
 

BellPhysicalTherapy@gmail.com  (714) 698-9761 

 
IN YOUR OWN WORDS, WHAT BRINGS YOU TO BELL PHYSICAL THERAPY? 

 
 
 
 
 
 
 
WHEN DID YOU FIRST NOTICE THESE CONCERNS? WHY ARE YOU SEEKING PHYSICAL THERAPY SERVICES AT THIS 

TIME? 

 
 
 
 
 
 
 
HAS YOUR CHILD RECEIVED PREVIOUS PHYSICAL THERAPY EVALUATIONS OR THERAPIES? 
� YES 
� NO 

 
IF YES, PLEASE DESCRIBE WHERE, WHEN, ACTIVITIES AND RESULTS OF THERAPIES: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 



 
 
 
 

BellPhysicalTherapy@gmail.com  (714) 698-9761 

IS YOUR CHILD CURRENT RECEIVING ADDITIONAL THERAPIES? 
� YES 
� NO 

 
IF YES, WHICH ADDITIONAL THERAPIES DOES YOUR CHILD RECEIVE? 
� SPEECH THERAPY 
� OCCUPATIONAL THERAPY 
� ABA (BEHAVIORAL THERAPY) 
� PSYCHOTHERAPY 
� VISION THERAPY 
� NUTRITION PROGRAM 
� OTHER: _______________________ 

 
IF YES, WHERE AND WHEN? 
 
 
 
 
 
 
 
DOES YOUR CHILD ATTEND SCHOOL OR DAYCARE? 
� YES: ______________________________________________________________ 

   FACILITY NAME  TEACHER  PHONE NUMBER 
� NO 

 
DOES YOUR CHILD HAVE AN INDIVIDUALIZED EDUCATION PLAN?  
� YES; SERVICES RECEIVED __________________________________________ 
� NO 

 
HAS YOUR TEACHER EXPRESSED ANY CONCERNS REGARDING YOUR CHILD? 
� YES; PLEASE EXPLAIN _________________________________________________________ 

__________________________________________________________________________ 
� NO 

 

 



 
 
 
 

BellPhysicalTherapy@gmail.com  (714) 698-9761 

 
TO THE BEST OF YOUR ABILITY, PLEASE OUTLINE YOUR CHILD’S DAILY SCHEDULE 
 
 
 
 
 
 
 
 
BIRTH HISTORY 
 
PLEASE DESCRIBE ANY COMPLICATIONS DURING PREGNANCY (I.E. DIABETES, PREECLAMPSIA) 
 
 
 
 
 
 
TYPE OF DELIVERY: 
� VAGINAL 
� C-SECTION 

 
PLEASE INDICATE ANY BIRTH COMPLICATIONS: 
� PREMATURE BIRTH 
� EMERGENCY C-SECTION 
� FORCEPS OR VACUUM 
� BREATHING DIFFICULTIES 
� JAUNDICE 
� FEEDING DIFFICULTIES 
� INCUBATION 
� TUBE FEEDING 
� LOW APGAR 
� CONGENITAL DEFECTS 
� OTHER: __________________ 

 

 



 
 
 
 

BellPhysicalTherapy@gmail.com  (714) 698-9761 

 
NAME OF HOSPITAL OR BIRTHING LOCATION: __________________________________ 
WEEKS GESTATION: _______________ 
BIRTH WEIGHT: __________________   BIRTH LENGTH: ____________________ 
MOTHER’S AGE OF TIME OF BIRTH ____             FATHER’S AGE OF TIME OF BIRTH _____ 
 
NICU STAY?    
� YES: ________ DAYS/WEEKS/MONTHS 
� NO 

 
MEDICAL HISTORY 
 
PLEASE LIST ANY DOCUMENTED MEDICAL DIAGNOSES: _____________________________________ 
 
DOES YOUR CHILD HAVE A HISTORY OF ANY OF THE FOLLOWING? 
� ALLERGIES     
� ANEMIA/BLOOD DISORDER 
� ASTHMA 
� BONE DISORDER 
� BOTOX 
� CONCUSSIONS 
� CONSTIPATION OR DIARRHEA 
� FAILURE TO THRIVE 
� FRACTURES (BROKEN BONES) 
� FEEDING PROBLEMS 
� FREQUENT COLDS 
� FREQUENT EAR INFECTIONS 
� GENETIC DISORDER 
� HEAD INJURIES 
� HEARING LOSS 
� HEART CONDITION 

� HORMONAL CONCERNS 
� JOINT DISEASE 
� KIDNEY DISORDER 
� MUSCLE DISORDER 
� NEUROLOGICAL DISORDER 
� RESPIRATORY ILLNESS 
� SEIZURES OR CONVULSIONS 
� SKIN CONCERNS 
� STOMACH/GI DISORDERS 
� TRAUMA HISTORY 
� URINARY TRACT INFECTIONS OR 

URINARY DIFFICULTIES 
� VISION CONCERNS 
� VOMITING 
� OTHER: ____________________ 

 
 
 
 



 
 
 
 

BellPhysicalTherapy@gmail.com  (714) 698-9761 

 
PREVIOUS IMAGING OR SPECIAL TESTING, DATES, & RESULTS 
 
 
 
 
 

 
 
PRIOR MEDICAL PROCEDURES OR SURGERIES 
 
 
 
 
 

 
 
PLEASE LIST ANY MEDICATIONS: 
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________ 
 
HAS YOUR CHILD RECEIVED ALL OF THE VACCINATIONS RECOMMENDED BY YOUR PEDIATRICIAN 
� YES 
� NO; PLEASE EXPLAIN: _________________________________________________________ 

 
 
DEVELOPMENTAL HISTORY 
 
HOW OLD WAS YOUR CHILD WHEN HE/SHE FIRST: 
 

ROLLED OVER:     SAT INDEPENDENTLY: 
CRAWLED:     PULLED TO STAND: 
WALKED INDEPENDENTLY:   SPOKE SINGLE WORDS: 
SPOKE IN SENTENCES: 
 

 

 



 
 
 
 

BellPhysicalTherapy@gmail.com  (714) 698-9761 

DOES YOUR CHILD REQUIRE ASSISTANCE WITH: 
TAKING ON AND OFF SHOES?    ___YES  ___NO 
PULLING UP/TAKING OFF PANTS? ___YES  ___NO 
PUTTING ON/TAKING OFF SHOES? ___YES  ___NO 
IS YOUR CHILD POTTY TRAINED?  ___YES  ___NO 
 
DOES YOUR CHILD HAVE A HISTORY OF DIFFICULTY WITH FEEDING OR WEIGHT GAIN?  
PLEASE EXPLAIN:  
� YES; PLEASE EXPLAIN ______________________________________________________ 

_______________________________________________________________________ 
� NO 

 

PLEASE DESCRIBE YOUR CHILD’S SLEEP ROUTINES AND TIMES (NAPS AND BEDTIME) 
 
 
 
 
 

 
 

 
DOES YOUR CHILD EXPERIENCE DIFFICULTY FOLLOWING DIRECTIONS AT HOME?  
� YES 
� NO 

 
 
 
PLEASE DESCRIBE ANY BEHAVIORAL CONCERNS 
 
 
 
 
 
 
 

 

 

 



 
 
 
 

BellPhysicalTherapy@gmail.com  (714) 698-9761 

 
WHAT DOES YOUR CHILD ENJOY? 
 
 
 
 
 
 
 

ADDITIONAL COMMENTS: ______________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________ 
 
 
 
 
 
I HAVE COMPLETED THIS FORM TO THE BEST OF MY ABILITY AND DISCUSSED THE INFORMATION WITH DR. BELL. I 
UNDERSTAND THAT DR. BELL IS RELYING UPON THIS INFORMATION TO MAKE TREATMENT RECOMMENDATIONS. 
 
________________________________     __________________________________ 
CHILD NAME        DATE 
  
________________________________     __________________________________ 
PARENT/GUARDIAN NAME      PARENT/GUARDIAN SIGNATURE 
 
 
 
 
 
 
 
 
 

  

 



 
 
 
 

BellPhysicalTherapy@gmail.com  (714) 698-9761 

Physical Therapy Consent to Treatment 
 
Physical therapy is a patient care service that is provided in order to manage a wide variety of 
conditions. Services are provided to individuals of all ages regardless of gender, color, 
ethnicity, creed, national origin, disability or sexual orientation. 
 
The purpose of physical therapy is to treat disease, injury and disability by examination, 
evaluation, diagnosis, prognosis and intervention by use of rehabilitative procedures, 
mobilization, massage, exercises, and physical agents to aid the patient in achieving their 
maximum potential within their capabilities and to reduce the length of functional recovery. All 
procedures will be thoroughly explained to you before you are asked to perform them. 
Response to physical therapy intervention varies from person to person; hence, it is not 
possible to predict your response to a specific modality, procedure, or exercise protocol. Bell 
Physical Therapy does not guarantee what your reaction will be to a specific treatment, nor 
does it guarantee that the treatment will help resolve the condition that you are seeking 
treatment for. Furthermore, there is a possibility that the physical therapy treatment may result 
in aggravation of existing symptoms and may cause pain, injury, or other symptoms. 
It is your right to decline any part of your treatment at any time before or during treatment, 
should you feel any discomfort or pain or have other unresolved concerns. It is your right to 
ask your physical therapist about the treatment they have planned and to discuss the 
potential risks and benefits involved in your treatment. 
 
I have read this consent form and understand the risks involved in physical therapy and 
agree to fully cooperate, participate in all physical therapy procedures, and comply with the 
established plan of care. If I am a parent, I give Bell Physical Therapy consent to treat my 
child. 
 
________________________________     __________________________________ 
CHILD NAME        DATE 
  
________________________________     __________________________________ 
PARENT/GUARDIAN NAME      PARENT/GUARDIAN SIGNATURE 

 
 
 



 
 
 
 

BellPhysicalTherapy@gmail.com  (714) 698-9761 

HIPAA Agreement 
 
I consent to the use or disclosure of my protected health information (PHI) by Bell Physical 
Therapy for the purpose of treatment, payment, and health care operations. By signing this 
agreement, I verify I have read the Health Insurance Portability and Accountability Act 
(HIPAA) and am aware of my rights as a patient at Bell Physical Therapy. If you wish to obtain 
a copy of the HIPAA Privacy Act for your own records, it can be found at: 
https://www.hhs.gov/sites/default/files/privacysummary.pdf 
 
________________________________     __________________________________ 
CHILD NAME        DATE 
  
________________________________     __________________________________ 
PARENT/GUARDIAN NAME      PARENT/GUARDIAN SIGNATURE 

 
 

 
 
Payment Agreement 
  
I agree to be responsible for full payment of my bill due to Bell Physical Therapy. I understand that 
Bell Physical Therapy accepts payment in the form of credit card, check, cash, or digital payments 
using the platforms Zelle and Venmo. All payments shall be received within 1 week of services 
provided. 
  
If a session is canceled by the patient less than 24 hours prior to the scheduled treatment time, the 
patient will be charged a 25$ cancelation fee. 
 
________________________________     __________________________________ 
CHILD NAME        DATE 
  
________________________________     __________________________________ 
PARENT/GUARDIAN NAME      PARENT/GUARDIAN SIGNATURE 

	


