Susan A. McNutt, OTR/L

Pediatric NDT & SI Therapy Services

348 West King Tut Road

Bellingham, Washington  98226

(360) 398-2772
Updated July 2009

Child’s Name:______________________________________Date of Birth_________________________________

Mothers Name:________________________Cell:_____________________Work:___________________________

Fathers Name:________________________Cell:_____________________Work:___________________________

Home Phone and Address:________________________________________________________________________
_____________________________________________________________________________________________

Email Address:_______________________________________________________________________________

Child’s School:_______________________________________________________________________________

Primary Physician or Referring Physician:__________________________________________________________

PLEASE COPY YOUR INSURANCE CARD BOTH SIDES & RETURN WITH PACKAGE

Primary Insurance Company:_________________________________________________________________

Insurance Phone Number:____________________________________________________________________

Insurance Address:_________________________________________________________________________

________________________________________________________________________________________

Subscriber Name:___________________________________________________________________________

Member Number/PIN:_______________________________________________________________________

Subscriber’s Birth Date and SSN:______________________________________________________________

Subscriber’s Employer:______________________________________________________________________

Secondary Insurance Company:_______________________________________________________________

Insurance Phone Number:____________________________________________________________________

Insurance Address:__________________________________________________________________________

________________________________________________________________________________________

Subscriber Name:___________________________________________________________________________

Member Number/PIN:_______________________________________________________________________

Subscriber’s Birth Date and SSN:_______________________________________________________________

Subscriber’s Employer:_______________________________________________________________________

Medical History including any formal diagnosis:____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Medications or dietary restrictions:___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Primary concerns (Include examples of difficulties or challenges, use back if necessary):___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Susan A. McNutt, OTR/L

Pediatric NDT & SI Therapy Services

348 W King Tut Road

Bellingham, Washington  98226

(360)398-2772

Updated July 2009

Consent Form for the Transfer of Information
Childs Name and Date of Birth:___________________________________________________________________
Parent (s) Name:_______________________________________________________________________________
Please list the name, address and phone number of any professionals who are working with your child, with whom you want information to be shared about your child. The sources that you list may be contacted to obtain information or may be sent information regarding your child in order to assist in additional services or to obtain payment for services.

Insurance Company:____________________________________________________________________________
Address:___________________________________________________________________________________________________________________________________________________________________________________
Phone/Fax_____________________________________________________________________________________
School District:________________________________________________________________________________
Address:___________________________________________________________________________________________________________________________________________________________________________________
Phone/Fax:____________________________________________________________________________________
Neurologist:___________________________________________________________________________________
Address:___________________________________________________________________________________________________________________________________________________________________________________
Phone/Fax:____________________________________________________________________________________
Primary Physician:______________________________________________________________________________
Address:___________________________________________________________________________________________________________________________________________________________________________________
Phone/Fax:____________________________________________________________________________________
Councelor:____________________________________________________________________________________
Address:___________________________________________________________________________________________________________________________________________________________________________________
Phone/Fax:____________________________________________________________________________________
Other:________________________________________________________________________________________

Address:___________________________________________________________________________________________________________________________________________________________________________________

Phone/Fax:____________________________________________________________________________________

Signature:____________________________________________________Date:_____________________________

Printed Name:_________________________________________________________________________________
