
Referred by	
 ______________________ 
   Name

CLIENT INFORMATION

  _______________________  ____/____/______
  Child’s Name       Date of Birth

   ____________________  ____________________
  Parent/Guardian 1    Parent/Guardian 2

   ____________________________________________  
  Name of School Child Attends 

   _______________________  ________________
  Pediatrician’s Name    Hospital

	
 	
 Pediatrician’s Address ____________________________

      ____________________________

  Pediatrician’s Telephone (_____) _____ - _______ ext. _____

 
 Birth History

Full Term or Premature?   ________________

If premature, weeks gestation? ________________

Complications before, during or after birth?

   ___________________________________________________

   ___________________________________________________

  ___________________________________________________
  ___________________________________________________
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CLIENT INFORMATION    CONTINUED...

	
 Medical History

Diagnosis
___________________________________________________

  ___________________________________________________

  ___________________________________________________

Medical Concerns
___________________________________________________

  ___________________________________________________

  ___________________________________________________

Medications
___________________________________________________

  ___________________________________________________

  ___________________________________________________

	
 Developmental History

What is your child’s present level of motor ability?
___________________________________________________

  ___________________________________________________

___________________________________________________

  ___________________________________________________

What are your child’s strengths?
___________________________________________________

  ___________________________________________________

  ___________________________________________________

Janet Green Babb, M.S., P.T.     Developmental Progressions
4200 Irving Street, San Francisco, CA 94122  *  415-664-6061  *  babb.devprog@gmail.com

mailto:babb.devprog@gmail.com
mailto:babb.devprog@gmail.com


CLIENT INFORMATION
	
 Developmental History   CONTINUED

What are your child’s challenges?
___________________________________________________

  ___________________________________________________

  ___________________________________________________

What are your goals for physical therapy?
___________________________________________________

  ___________________________________________________

  ___________________________________________________

  ___________________________________________________

  ___________________________________________________

  Has your child received other therapy? (please specify PT, OT, Speech)

	
 	
 	


	
 	
 Please list other professionals following your child.
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Type / Name of Therapist Phone Number Start/End Date

                / (       )       -

                / (       )       -

                / (       )       -

                / (       )       -

Name of Doctor Specialty Phone Number

(      )       

(      )       

(      )       

(      )       
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Name Relationship Age

FAMILY INFORMATION
	
 Parent/Guardian 1 Information
  
  _______________________    __________________________
  Name        Occupation

  
  Address _____________________________

    _____________________________

  
  Primary Phone Contact (        ) _____ - ________    cell / home / work

  E-Mail Address _________________________

 Parent/Guardian 2 Information
  
  _______________________    __________________________
  Name        Occupation
  
  Address _____________________________

    _____________________________

  
  Primary Phone Contact (        ) _____ - ________    cell / home / work

  E-Mail Address _________________________

 
 Siblings / Other Family
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BILLING CONTRACT

Billing statements are mailed at the beginning of the month with payment due 
by the last day of the same month.

Developmental Progressions does not interact directly with insurance 
providers; the client’s family accepts responsibility for making any insurance 
claims.

The client’s family is responsible for arranging payment, in full, of all services 
rendered by the due date.

Clients with unpaid balances older than 30 days will not recieve continued 
servies until the overdue balance is paid.

 I understand and agree to comply with the above stated policy.

 ____________________________________ ___________
 Parent/Guardian Signature Date

Thank you. I appreciate the opportunity to work with your child.

! Janet Green Babb, M.S., P.T.
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