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STONE OAK THERAPY SERVICES

& LEARNING INSTITUTE
1020 Central Parkway South, San Antonio, TX  78232 Phone (210) 798-CARE  Fax (210) 495-1479

Email address home@stoneoaktherapy.com   Website www.stoneoaktherapy.com
SUMMER INSTITUTE REGISTRATION PACKET

	PATIENT NAME:      
	DOB:      

	SSN:      
	 FORMCHECKBOX 
MALE           FORMCHECKBOX 
FEMALE

	ADDRESS:      
CITY AND ZIP:      
	HOME PHONE: (     )      -     

	EMAIL ADDRESS:      
	WORK PHONE: (     )     -     

	PARENT OR GUARDIAN:      
	ALTERNATE PHONE: (     )     -      

	EMERGENCY CONTACT:      
	EMERGENCY CONTACT PHONE: 

(     )     -     

	RELATIONSHIP TO PATIENT:      
	


	Child’s Name :      
	DOB/Age:      

	Please check all diagnoses your child has received

	 FORMCHECKBOX 
 Autism

 FORMCHECKBOX 
 Asperger’s

 FORMCHECKBOX 
 PDD-NOS

 FORMCHECKBOX 
 Speech and Language Delay

 FORMCHECKBOX 
 Hearing Impairment

 FORMCHECKBOX 
 Global Delay

 FORMCHECKBOX 
 Developmental Delay

 FORMCHECKBOX 
 Intellectual Disability (MR)

 FORMCHECKBOX 
 Visual Perceptual Deficit

 FORMCHECKBOX 
 Auditory Processing Disorder

 FORMCHECKBOX 
 ADHD

  FORMCHECKBOX 
 ADD

  FORMCHECKBOX 
 Anxiety

 
	 FORMCHECKBOX 
 Depression

 FORMCHECKBOX 
 Conduct Disorder

 FORMCHECKBOX 
 Bipolar Disorder

 FORMCHECKBOX 
 OCD

 FORMCHECKBOX 
 Gastrointestinal Disorder (GERD, etc.)

 FORMCHECKBOX 
 Respiratory Illness (Asthma, RSV, etc.)

 FORMCHECKBOX 
 Skin Disorder (Eczyma, etc.)

 FORMCHECKBOX 
 Fine Motor Delay

 FORMCHECKBOX 
 Developmental Discoordination Disorder

 FORMCHECKBOX 
 Seizure Disorder

 FORMCHECKBOX 
 Cardiac Disorder

 FORMCHECKBOX 
 Sensory Processing Disorder

 FORMCHECKBOX 
 Dyslexia


	 FORMCHECKBOX 
 Dyscalculia

 FORMCHECKBOX 
 Dysgraphia

 FORMCHECKBOX 
 Immunodeficiency Disorder

 FORMCHECKBOX 
 Cancer

 FORMCHECKBOX 
 Metabolic Disorder

 FORMCHECKBOX 
 Meningitis 

 FORMCHECKBOX 
 Viral infection

 FORMCHECKBOX 
 Learning Disability 

 FORMCHECKBOX 
 Down’s Syndrome 

 FORMCHECKBOX 
 Genetic Syndrome

 FORMCHECKBOX 
 Tourette’s  

 FORMCHECKBOX 
 Other:      


	My child’s pregnancy, labor and delivery history were: 

 FORMCHECKBOX 
 without complications  FORMCHECKBOX 
 some complications  FORMCHECKBOX 
 extended hospitalization during pregnancy or after delivery. Please specify: 

     


	Medicines, schedule and doses my child takes:

     


TELL US ABOUT YOUR CHILD
	My child lives at home with (specify joint custody, alternate weekend visits, foster care placement, adoption, parent deployment, etc. Please list as many family dynamics as possible): 

     
 

	My child exhibits the following interests: (specific toys, movie characters, books, activities, games, songs, topics, snacks, etc).  

     

	In working with my child, this is what you should know: 

(Things s/he DOES NOT LIKE or other special considerations for transition)  

     

	Special Diet?

     

	How I get compliance or successfully place demands on my child:
     

	Does your child have a shadow/one on one at school: Y/N

 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	What is your child’s placement at school?

 FORMCHECKBOX 
PPCD  FORMCHECKBOX 
ALE  FORMCHECKBOX 
Resource  FORMCHECKBOX 
Other:      

	Has your child been verbally or physically aggressive?

 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No

	Sensory Needs: 
     

	Behavior: what have you tried that has worked and what hasn’t.

     


	Communication Skills:

 FORMCHECKBOX 
Non-verbal 

 FORMCHECKBOX 
Minimally Verbal (less than 50 spontaneous words)

 FORMCHECKBOX 
Stereotyped or echolalia (repeats what you say)

 FORMCHECKBOX 
Highly unintelligible
	 FORMCHECKBOX 
Sign

 FORMCHECKBOX 
Highly Verbal- often w/o regard for the listener

 FORMCHECKBOX 
Verbal (spontaneous use of at least 2-3 word sentences)

 FORMCHECKBOX 
Other:      


	Cognitive Skills:

 FORMCHECKBOX 
Impaired 

 FORMCHECKBOX 
WNL

 FORMCHECKBOX 
Other:      
	

	I have successfully targeted his/her goals by:

     

	Gross Motor and Fine Motor considerations:

     

	Other accommodations I think would make my child successful:

     


In order to obtain the optimum care for my child, I attest that the following medical, educational and social history is accurate. 

	Parent Signature:      
	Date:      


CONSENT TO TREATMENT 

I authorize the staff of Stone Oak Therapy Services to administer and perform those treatments that I have agreed to for my child and I agree to indemnify Stone Oak Therapy from any and all  liability related to the provision of these services.

	     
	     
	     


 Printed Name of Responsible Party
   Signature




Relationship to Patient 

RELEASE AND WAIVER OF LIABILITY

ASSUMPTION OF RISK AND INDEMNITY AGREEMENT
In consideration of me or my child receiving services at Stone Oak Therapy Services and Learning Institute, the undersigned (representing all parties affiliated with the patient and/or student), in full recognition and appreciation of the dangers and risks inherent in such therapeutic activities associated with helping children with cognitive and/or physically disabilities, do hereby waive, release, and forever discharge Stone Oak Therapy Services and Learning Institute, its parent and affiliate organizations, its officers, agents and employees from and against all claims, demands, action or causes of action for costs, expenses or damages to personal property or personal injury, or death which may result from such participation in these activities.

The undersigned also acknowledges that injuries received may be compounded or increased by negligent rescue operations or procedures.  This waiver of liability extends to any rescue operations performed by the staff on the premises or on route to an emergency medical facility.

The undersigned affirms that all health information pertaining to the patient and/or student has been divulged prior to services being rendered.  The undersigned acknowledges that s/he retains general medical/health insurance to cover any such accidents in the event they do occur.
This waiver is intended to be as broad and inclusive as is permitted by law and that if any portion is held invalid, it is agreed that the balance shall, notwithstanding, continue in full legal force and effect.

I have read this release and waiver of liability, assumption or risk and indemnity agreement, fully understand its terms, understand that I have given up substantial rights by signing it, and have signed it freely and voluntarily without any inducement, assurance, or guarantee being made to me and intend my signature to be a complete and unconditional release of all liability to the greatest extent allowed by law.

	     
	     
	     


Patient or Student’s Name


Parent’s Name               

 Date

Once your summer intake has been received, we will contact you to schedule a screening. This appointment IS NOT A CLINICAL EVALUATION, but rather a documentation review and observation to determine the best program and level for your child’s summer services. The outcomes of the screening will be shared and parents may register for a recommended program.  

ALL REQUIRED PAYMENTS ARE DUE AT THE TIME OF SERVICE.

Full payment is due by the end of the screening to ensure summer institute placement. 

Summer Institutes for Groups may be cancelled due to limited enrollment number.

PLEASE SAVE THIS DOCUMENT AS YOUR CHILD’S NAME AND THEN SEND AS AN ATTACHMENT VIA EMAIL TO stoneoaktherapy@gmail.com
IF YOU PRINTED THIS DOCUMENT AND COMPLETED BY HAND, THEN PLEASE EITHER FAX TO; ATTENTION SUMMER CAMPS (210)495-1479, OR HAND DELIVER TO THE CLINIC.

Thank you,

Stone Oak Therapy Staff
Stone Oak Therapy 

Summer Camps Intake Packet 

Page 1 of 4

