
 
 
 
 
 

New Patient Information 
 

Date: ____________________________________ Referred By: ______________________________________ 
 
Child’s Name: ______________________________________________________________________________  
Date of Birth: _________________________________ Age: _________________________________________ 
Child’s Home Address: _______________________________________________________________________  

City/State/Zip: ________________________________ Home Phone: ________________________________  
Parents/Guardian Names: 

________________________________________________________________________________________  

With whom does the Child Reside? ____________________________________________________________  
Child’s siblings(Names/Ages):__________________________________________________________________ 
__________________________________________________________________________________________ 
 

Parent/Guardian Contact Information 
 

Guardian’s emails __________________________________Email 2___________________________________ 
Work Phone numbers: _______________________________________________________________________ 
Cell Phone numbers: _________________________________________________________________________  
 

Emergency Contact 
 

Emergency Contact: ___________________________________Phone: ____________________________ __ 

Relationship to child:_______________________________________________________________________  
 

Pediatrician 
Primary Care Physician: ______________________________________________________________________ 
Address: __________________________________________________________________________________ 

City/State/Zip: ___________________________________________ Phone: __________________________  
 
 
What is your primary concern related to having your child evaluated? _________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________  
 
How did you hear about our therapy services? ____________________________________________________  
__________________________________________________________________________________________ 
 
 
 
 
 



 
 

 
Insurance and Payment Information UPDATED as of 1/1/2024 

 
Insurance___________________________________________________________________________  
Policy #: ___________________________________________________________________________________  
Group #: __________________________________________________________________________________  
Insurance Holder: ___________________________________________________________________________  
Relationship to Child: _____________________________ Date of Birth: _______________________________  
 

□ I have called my insurance company and confirmed that I do/do not need a referral. 

□ I have called my insurance company and confirmed that I do/do not need prior authorization. 

(My Pediatric OT Services NPI # is 1669753547 and needs to be provided to child’s PCP for prescription 

of referral if deemed necessary) 

□ I have called my insurance company and confirmed that I have a _______________ deductible. 

□ I have confirmed that my occupational therapy copay is copayment___________________________. 

IMPORTANT:  
o All insurances request that we have a script for OT services on file. This is not a prior authorization. 

Your child’s Dr can call us for instruction as needed.  
o Please make sure we receive a copy of your insurance card and/or ID upon arrival at your first visit.  
o You are responsible for verification of your insurance coverage before your initial evaluation.  
o It is your responsibility to notify us of any insurance changes.  
o Co-payment or coinsurance is due at each visit. Plans in deductible will be charged $70 at each visit. 
o Out of network plans will be given a “good faith estimate” of service fees.  
o Superbill can be supplied upon request for out-of-network plans or for submission to secondary 

insurance plans.  We only bill primary insurance company. 
o Superbills will be available on patient portal.  

 

Assignment of Insurance Benefits - In-network plans. 
I authorize direct payment of medical benefits to the above named provider. The benefits referred to herein 
would be payable to me if I did not make assignment and include major medical insurance. I understand that I 

am personally responsible for charges not covered or paid by this assignment. This is not a guarantee 

of benefit. 
Circumstances requiring payment from insured’s guardian is due at time of visit as noted in above bullets 
under “important” header.  
 
My signature states I have read this form in its entirety.  
 
Parent/Guardian Signature: ____________________________________________ Date: __________________  

 
 1776 Washington Street, Walpole, MA 02081  

(508) 208-8438 www.mypediatricOTservices.com 


