THERAPY INTAKE INFORMATION

MedCare Pediatric Therapy, LP • 12371 South Kirkwood Road • Stafford, TX 77477 • 713.779.9300

Date _________________
  CSC: ___________________________    Intake Completed by : ____________________
First Name ______________________________ Last Name _____________________________ DOB ______________ Sex ______ 

Street Address _________________________________________________________________________ Apt # _________________

Apartment Name __________________________________________________________________ Gate Code __________________

City ____________________________________ State ________ Zip Code _______________

Mailing address same as Home address Yes or No: Mailing address:____________________________________________________

Primary Physician ___________________________________________________________ UPIN # __________________________ 

Phone # ________________________________ Fax # ______________________________ NPI # ___________________________

Street Address _______________________________ City ________________________ State ______ Zip Code ________________

Has the patient seen the MD within the last 6 months?     Yes     No

Does the patient attend school?     Yes     No          Available Schedule (Days/Times) _____________________________________
Is the Family Spanish Speaking?     Yes     No       Summer Availability (Days/Times) _____________________________________
Is the Patient Spanish Speaking?     Yes     No       Temp Summer Staffing Y or N                  Clinic     Y or N

*Prefer Spanish Speaking Therapist?   Yes     No           To be seen at Address other than home Yes or No

How were you referred to MedCare ______________    Service Address & Location Name:__________________________________






                                                             
  ___________________________________
Principal Diagnosis ______________________________________________________________________ Onset _______________

Secondary Diagnosis _____________________________________________________________________ Onset _______________

Services Requested:

OT


PT


ST

Primary Caregiver ______________________________________________________ Relationship ___________________________

Home Phone __________________________ Cell Phone __________________________Alt Phone __________________________

Alternate CG______________________Phone______________Emergency Contact _______________ Phone __________________ 
Primary Email Address _________________________Secondary Email Address__________________________________________
	Medicaid / Self Pay Information:

Primary Payor Source: ___________________________          Medicaid or SS Number: __________________________



	Private Insurance Billing Information:

Insurance Provider: ______________________________________ Policy #: ________________________________
Patient SS #:_________________________________
Insured Name: ___________________________________ DOB: ________________ SS #: _______________________

Insured Employer: ____________________________________________ Group #______________________________

Insured Contact and Phone #: __________________________________________________________________________
*Request that the CG mail or fax a copy of the insurance card to the Business Office.  BO Fax # is 281.207.0659




THIS FORM IS FOR THE PURPOSE OF COLLECTING INFORMATION ONLY. NOT AN ORDER.

