Diane Orsini-Tarkman, OTR/L     
629 East D-St. Suite A 2nd Fl., Petaluma, CA  94952                                       Office: (707) 782-9467  



​  Client Intake 
Client:  




  
Birthdate:  


  
Referred by:  Regional Center ☐  Physician ☐  School  ☐  Parent ☐  Meritage ☐  Kaiser ☐
Please state their name/agency if other than parent/caregiver referring this client.
Reason for Referral:  

















































Parent/Guardian concern(s) if other than referral concerns?  
















\\\\\\



Siblings:  (List name and ages): 






















Contact Information: 
Parent(s)/ Guardian(s): (if under 18)  






Address:
               

 






Phone:  (Home)





(Work)







   (Cell)






Email





Emergency Contact

Name:  




Phone: 






Relationship: 




Cell:  







Physician(s): 












If referred by insurance or billing statements are needed for parental reimbursement of sessions, please bring insurance card for 1st visit.

Px:  Y     N
(completed by therapist)


Payment:  (Filled in by therapist)

     - Parents/Guardian Responsible for payment. 
 Y  N
                - Prior authorization rec’d from insurance

                  for direct billing




Y   N 


    -School District Contract.



Y  N

    -NBRC





Y  N
The following information below is to help the therapist get a clear developmental picture of your child and may be used in the Background Section of any report(s) generated from this agency.
Birth History:  
Were there any difficulties during pregnancy? 
  (If yes please explain)  
















What was the length of pregnancy?:

  

Did your child have any distress at time of birth? 







Was the birth Vaginal or by Caesarean Section? 







If by Caesarean Section was it planned or emergency? 






Were there any birth factors that put your child at risk upon delivery? 

















Did your child have trouble with feeding?  (If yes, please explain) 






Did your child have trouble transitioning to solid food?  (If yes, please explain)  















Medical History:
Does your child have frequent ear infections?  








Has your child had any significant illnesses, surgeries, or injuries?  (If yes, please explain)  



























Does your child have a specified medical diagnosis?  (If yes, please explain)  
















Does your child have allergies?  























Please list any medications your child is currently taking:  




















Does your child wear glasses?  (If yes, please explain what the glasses are for)  
















Has your child seen any of the following professionals? 



   Yes        No    If yes whom did you see and when?
Speech Therapist
    ☐            ☐     








Neuropsychologist  
    ☐            ☐     








Neurologist

    ☐            ☐     








Behavioral Specialist
    ☐            ☐     








MFT/LCSW

    ☐            ☐     








Psychologist

    ☐            ☐     








Psychiatrist

    ☐            ☐     








Behavioral Pediatrician  ☐            ☐     








or

Developmental Pediatrician
Developmental History:  
(Please fill in the age your child achieved these milestones.)

Rolled over  

    Sat alone    

    Crawling  

  Creeping 


Walked    



Activities of Daily Living:

Removes Socks and Shoes  

  Pulls up pants 


Buttons  


Zips Jacket  



   Drinks from cup 

  Eats with utensils 



Is your child toilet trained? 
Yes ☐     No  ☐
Hand Dominance  (Hand Preference if under 7 years old)
Child’s  


  Mother’s  


  Father’s  



Sibling(s) 
























 
Describe a typical meal time  




































Describe a typical morning 

















































Describe going on outings ( getting out the door, into the car and when at stores, parks or family events.


























































































)

Describe a typical bedtime routine.









Any additional information that you feel would be helpful to me?   












































Parent/Guardian’s Completing this Form



            Date
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