Staci Hendrickson MS, RDLD, NSCA-CPT
Intake Form – Minor
Date:	______________			Dx and Payment  (Office Use Only):_______________________
Name (include Middle Initial):__________________________________________ Age and DOB:_______________
Address (City, State and Zip):______________________________________________________________________
Phone:________________________________________  Email:__________________________________________
Mom Phone:____________________  Dad Phone:____________________ Other #__________________________
Reason for Referral and Referral Source:_____________________________________________________________
Physician Name, Address, Phone Number:___________________________________________________________
_____________________________________________________________________________________________
Treatment Team Members:
_____________________________________________________________________________________________
Education (grade)___________ School_____________________________ Activities:_________________________
_____________________________________________________________________________________________
Others living in the home/other family members:


In Emergency, Notify:
Name, Address, Phone #_________________________________________________________________________
Please Complete the Following Information if Billing Insurance:
Insured Name:_____________________________________________  SSN#_______________________________
Insured Date of Birth:______________________  Sex:  M/F    Phone:______________________________________
Insured Address (if different than patient):___________________________________________________________
Insured Employer and Address:____________________________________________________________________
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