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_______________________________________________________________________________

              Registration and Medical Information Form

Date:________________

Child’s Name:  First ____________________       Gender: M_________

                          Last  ____________________                      F_________

Date of Birth:  _______________________            Age:______________

Parent’s/Guardian Name:______________________________________

Address (home):_____________________________________________


                  _____________________________________________

Phone#: Home_____________________     Work __________________

                Cell  _____________________

Fax#: _________________________       E-mail: ___________________

Local Address/Hotel (Name/Phone) _____________________________

                          _________________________________________________           

1. What is the child’s diagnosis:                                                                                                   

         _______________________________________________________

         _______________________________________________________

         _______________________________________________________

2. What is medical/surgical history:  

         _______________________________________________________ 

         _______________________________________________________

         History of botox injections (dates)__________________________

         History of inhibitive/serial casting (dates)____________________

         History of any hips surgery (dates)_________________________

         History of fractures (dates)________________________________

3. What is the child

         Height___________________             Weight_________________

4. Medical status:

          Seizures (how often and date the last one)

           ______________________________________________________

          Scoliosis______________________________________________

          Heart problems/hypertension/past heart surgeries (dates)

          ______________________________________________________

          ______________________________________________________

          Lungs problems________________________________________

          Vision/hearing _________________________________________

          Shunts________________________________________________

          Tracheal/G-Tube________________________________________

          Kidney problems________________________________________

          Allergies_______________________________________________ 

     In case of legs length discrepancy please bring your child’s shoes with lift.

5. Please list any medication your child is currently taking and the            reason for it

    ___________________________________________________________

    ___________________________________________________________

    ___________________________________________________________

  6.  Please mark any of the below your child’s abilities:

           -rolling                               ___ with assistance 

                                                      ___ without assistance

          - crawling                           ___ with assistance

                                                      ___ without assistance 

          - sitting                               ___ with assistance

                                                      ___ without assistance

          - standing                           ___ with assistance

                                                      ___ without assistance

          - walking                             ___ with any device

                                                      ___ without any device

7. Is your child using any medical equipment?

       - orthoses      ___ hands       ___ legs         ____ feet

       - walker          ___ front         ___ reverse    ____ pony walker            

                              ___ hart walker    

       - crutches      ___                      - wheelchair        ____

8. Communication:  How do you communicate with your child?    

                                ___________________________________________                                   
                                 How does your child communicate with you?   

                                ___________________________________________      

                                Is your child able to follow simple commands?

                                ___________________________________________

9. Please describe the type of therapy your child is obtaining at home?

                      
                           How often                           how long 

      - physical therapy                ______________      ________________

     - occupational therapy          ______________      ________________

     - speech therapy                   ______________      ________________

     - horse back riding therapy   _____________      ________________

10. Please provide us with any of the below information about your child.   

· eating habits / refluxes  ________________________________      

· water / fluid intake   ___________________________________    

· nap time  ____________________________________________

11. Has your child been advised against exercising? If yes when and why?

      ________________________________________________________

      ________________________________________________________

              _________________                              ____________________                         

                                         Date                                                                                                              Signature 

* Please print this form, fill it out and send or fax it to us.

Requirements for acceptance to Polfit Wellness, Inc.:
 1. A $500.00 minimum deposit is required for registration to the program. The remaining balance of the program fee is due 14 days before the therapy starts. If the registration is canceled, the $500.00 minimum deposit is non-refundable.

Polfit Wellness, Inc. accepts Cashier's Checks, Money Orders and Personal Checks. We are currently unable to accept Credit Cards.

2. Orthopedic surgeon prescription: including child's name, diagnosis, and medical clearance for participation in the four-week intensive rehabilitation program.

3. Copy of report of recent bilateral hip x-ray's taken within six months of application to the program.

Please choose the session you plan to participate in the program:

Preference: First__________________ Second _________________

              Morning ________________ or afternoon________________

                     _________________                ____________________
                                                         Date                                                                              Signature 

* Please print this form, fill it out and send or fax it to us.
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CONSENT

CONSENT FOR TREATMENT

I, _______________________________________, give the Polfit, Inc. permission to treat my

                            (Parent's Name)

child, _____________________________________ . I understand that this will be an intense exercise

                             (Child's Name)

program that may result in muscle soreness and/or fatigue. I understand that every child progresses at their own pace and that 

progress may vary.

CONSENT FOR RELEASE OF MEDICAL RECORDS

I, _________________________________, give permission to the Polfit Wellness, Inc. to obtain

                           (Parent's Name)

the medical records of ______________________________________ if needed.

                                                        (Child's Name)

_________________________________________        ____________________________________________

                             (Doctor's Name)                                                                                (Doctor's Phone Number)

CONSENT FOR PHOTO RELEASE

I, _______________________________________, give permission to the Polfit Wellness, Inc. to freely

                               (Parent's Name)

use the photo and first name of ________________________________ in Polfit's website or brochure.

                                                                     (Child's Name)

CONSENT FOR FINANCIAL / INSURANCE RESPONSIBILITY

I,________________________________,  will accept full financial responsibility for all therapy services provided to my child at Polfit Wellness, Inc. I understand that all attempts will be made to collect fees for services from me, my insurance company or any other additional payer sources. I authorize the release of any medical or other information necessary to process any third party reimbursement claims for therapy services rendered by Polfit Wellness, Inc.. I assign and transfer to Polfit Wellness, Inc. any and all rights to receive any insurance benefits relating to my charges for services. I authorize my insurance company to furnish to Polfit Wellness, Inc. all information pertaining to my insurance benefits and status of claims. I understand that if my insurance company has not paid in full within 60 days, the balance will be transferred to me.

CONSENT FOR POLICY

Role of the therapist and child

Our professionally trained therapists give focused one to one therapy with your child. There are times when one to three therapists will be working together with your child. A special bond develops between the child and therapist that involve trust, following directions while stimulating and promoting maximum participation in your child. Your child will always be treated with kindness and respect.

Role of the parent I supporter

Due to the focused attention necessary between the therapist and child, the parent/guardian wishing to accompany the child during treatment must obtain therapist's approval prior to entering the room, and must observe quietly. There may be times that you will be asked to leave the therapy room and then will be invited back. Please respect the therapist decisions. If you have a question to ask please wait for an appropriate opportunity exercising caution not to disrupt or disturb the session. Your child may experience soreness and fatigue. What to do: proper rest, nutrition, fluids, muscle creams and positive support throughout the therapy will assist in promoting a positive experience.

                                                _______________________________________               _______________________

                                                                        Parent/Guardian Signature                                                              Date
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______________________________________________________________________________

                              INSURANCE INFORMATION

Primary Insurance Information

Insurance Company:__________________________________________________________

Phone Number: ______________________________________________________________

Claim Address: ______________________________________________________________

                         _______________________________________________________________

Insured Name: ____________________________________SSN: ______________________

Employer: _______________________________________Plan Name: _________________

Group Number: ___________________________Effective Date: ______________________

Policy Number: ___________________________Max Out-Of-Packet: __________________

Secondary Insurance Information

Insurance Company:__________________________________________________________

Phone Number: ______________________________________________________________

Claim Address: ______________________________________________________________

                         _______________________________________________________________

Insured Name: ____________________________________SSN: ______________________

Employer: _______________________________________Plan Name: _________________

Group Number: ___________________________Effective Date: ______________________

Policy Number: ___________________________Max Out-Of-Packet: __________________

