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Building Blocks Pediatric Therapy
Pediatric OT Intake Form 


	Date: ____________   Preferred start date: ____________
	How did you hear about us? ____________________


1) Child Information
	Child’s full name: ______________________________
	Preferred name: __________________

	DOB: ____________   Age: ____
	Pronouns (optional): ____________

	Address: ________________________________________
	Language(s): ____________   Interpreter? ☐ No  ☐ Yes


2) Parent/Guardian Contact
	Parent/Guardian name: __________________________
	Relationship: ____________

	Phone: ________________   Email: ____________________
	Preferred contact: ☐ Call  ☐ Text  ☐ Email

	Second parent/guardian (optional): _____________________
	Emergency contact: ________________   Phone: ____________


3) Funding Source
	☐ Autism  Program  ☐ AT-Home Program   ☐ Insurance (provider: ____________________)
	☐ Parent Pay   ☐ Other: ____________________


4) Primary Concerns
	☐ Fine motor skills   ☐ Handwriting   ☐ Sensory processing and Self-regulation ☐ School participation
☐ Self-care Skills  ☐ Attention/executive functioning   ☐ Feeding   ☐ Coordination/gross motor
☐ Visual-motor/visual perception   ☐ Play/social participation   ☐ Other: ____________
☐ Assessment only
Top 3 concerns: 1) _________________________  2) _________________________  3) _____________________________
Additional Info:




5) Brief Background
	Diagnoses: ____________________________________
	Medications/allergies: ____________________________

	Previous services: ☐ None  ☐ OT  ☐ SLP  ☐ PT  ☐ Psych/Counselling  ☐ ABA  ☐ Other: ____
	School:  ________________   Grade: ____   IEP ☐ No  ☐ Yes


6) Strengths & Interests
	Strengths: ________________________________________
	Interests/motivators: ____________________________


7) Goals
	

	Top goals: 1) __________________  2) __________________  3) __________________



8) Scheduling & Service Delivery
	Preferred location: ☐ Clinic  ☐ Home  ☐ School  ☐ Virtual      Best days/times: _______________________



9) Consents & Signature
	☐ I consent to OT assessment and intervention for my child.
☐ I permit communication with: ☐ School  ☐ Physician  ☐ SLP  ☐ PT  ☐ Psychologist  ☐ Other: ________
☐ OK to leave voicemail: ☐ Yes  ☐ No

	Parent/Guardian name (print): ____________________   Signature: ____________________   Date: ____________
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