[image: A logo with text and a hand print

Description automatically generated] Patient Intake Form
Personal Information:
[image: ] Full Name: 	
[image: ]  Date of Birth (MM/DD/YYYY): 	
[image: ]  Gender: □ Male □ Female □ Other: 	
[image: ] Marital Status: □ Single □ Married □ Divorced □ Widowed [image: ] Address:	
[image: ] City: 	State: 	
[image: ] Zip Code: 	
[image: ]  Phone Number (Home): 	
[image: ]  Phone Number (Cell): 	
[image: ] Email Address: 	
[image: ] Preferred Language: 	 [image: ] Emergency Contact Name: 	 [image: ] Emergency Contact Phone: 	
Insurance Information:
[image: ]  Primary Insurance Provider: 	
[image: ] Policy Number: 	 [image: ] Group Number: 	  [image: ]  Policy Holder's Name: 		
[image: ]  Relationship to Policy Holder: 		 [image: ] Secondary Insurance (if applicable): 		 [image: ] Policy Number (Secondary): 	
Medical History:
[image: ]  Primary Care Physician's Name: 	
[image: ]  Phone Number: 	
[image: ]  Specialists you are currently seeing (if any): 	
[image: ]  Have you had any of the following conditions? (Check all that apply)
· [image: ]Diabetes
· [image: ]High Blood Pressure
· [image: ]Heart Disease
· [image: ]Stroke
· [image: ]Asthma
· [image: ]Cancer
· [image: ]Allergies
· [image: ]Kidney Disease
· [image: ]Other: 	
[image: ] Current Medications:

  Allergies (Medications, Food, Environmental): 	

Availability:

· Monday: _____________
· Tuesday: _____________
· Wednesday: _____________
· Thursday: _____________
· Friday: _____________
· Saturday: _____________
· Sunday: _____________

Child Information
· Primary Care Physician Information
· Name: _____________
· Address: _____________
· Phone #: _____________
· School Information
· Name of School/Teacher: _____________
· Address: _____________
· Phone #: _____________
· Autism Diagnostic Information
· Diagnostic Date (month/year): _____________
· Diagnosing Provider (name/credentials): _____________
· Allergies (if any): _____________
· History of seizures:	_____________
· Any other diagnoses (if any): _____________
· Prior Professional Contacts
· Occupational Therapy
· Name of provider: _____________
· Phone #: _____________
· Physical Therapy
· Name of provider: _____________
· Phone #: _____________
· Speech Therapy
· Name of provider: _____________
· Phone #: _____________
· Early Intervention
· Name of provider: _____________
· Phone #: _____________
· Other (please indicate): _____________

BEHAVIOR: Does your child have a history of aggressive behavior that can cause harm to self or others? If so, please provide a brief overview (what it looks like, why it typically happens, and how often/how long the behavior can occur):
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If you answered “Yes,” have there been any specific behavior interventions previously implemented for your child? (YES / NO / Not Applicable)

MAIN AREAS OF CONCERN
· What is your child’s main form of communication. Please circle all that may apply:
· Verbally (with delays)
· Verbally (age-appropriate)
· Non-verbally (gestures only)
· Communication Device
· Picture Exchange (PECS)
· Other:
· In regard to receiving ABA services, what are your main areas of concern you would like to see an increase/decrease in with your child? 
· Ex: Communication, Behavior, Independence Skills, Social Skills, etc. _____________
· Does your child have any sensory-related needs and/or aversions related to sights, smells, or sounds? (YES / NO)
· If you answered yes, please explain: _____________
· Provide a description for your child’s eating and sleeping habits: _____________
· Is there any other information important for Zems Behavior to be aware of in relation to your child that could impact ABA services? (YES / NO)
If you answered yes, please explain: _____________

Consent and Acknowledgements:
[image: ]  I consent to the collection and use of my medical information as described in the privacy policy.
· [image: ]Yes □ No
[image: ]  I acknowledge that the information provided on this form is accurate to the best of my knowledge.
· [image: ]Yes □ No
[image: ] Signature of Patient/Guardian: 	
[image: ] Date: 	
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