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Social Skills Registration Form

Referral Source:  ____________________  TEAM member name: ____________________________

Date of Birth: ______________________    Gender  __ M __ F  Nickname: _____________________

Mother’s Name: ____________________  Preferred Phone: ___________  Email: _______________

Address (street, city, zip): __________________________________________________________

Father’s Name: _____________________ Preferred Phone: ___________  Email: _______________

Address (street, city, zip): __________________________________________________________

Custody arrangements to be aware of: __________________________________________________

Primary Care or Pediatric Practice:___________________Provider Name: ______________________  

Medical Concerns and/or diagnoses: __________________________________________________

Allergies - food, latex, insect bites, drugs, etc: _____________________________________________

Medications: ___________________________________________________________________

Additional important information: ____________________________________________________

Please initial each and sign below to indicate your agreement to the following:
· _____ I understand and agree that BrickAbilities TEAM leaders will determine if my client is   appropriate for TEAM meetings and arrange teams according to age, diagnosis, and similar goals.
  
· _____ I agree to give at least a two week notice prior to removing my client from a TEAM.

· _____ I understand that sessions missed by individual TEAM members will not be made up.

· _____ I understand that I am responsible for contacting my insurance carrier for questions regarding eligibility, authorizations and reimbursement claims. 

· _____ I understand that student clinicians and interns may be present during sessions as a part of their clinical training to complete their degree programs.

· _____ I agree to have my TEAM member photographed and/or videotaped for clinical, educational, and/or marketing purposes; and that his or her image may appear on educational and/or marketing materials.

__________________________	_______________________	_______________
Parent/guardian/responsible party 		Signature				Date
Party printed name
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