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CHILD INTAKE APPLICATION – SPROUTING MINDS

SECTION 1: CONTACT & CLIENT INFORMATION
Child’s Full Name: ___________________________________________________________________________________
Date of Birth: ____________________________________   Age  in months: _________________________________
Has child’s name changed? □ No □ Yes: ____________________________________________________________
Gender: _______________________________________________________________________________________________
Primary adult the child lives with? □ Mother □ Father □ Foster Mother □ Foster Father 
□ Grandparent □ Other: Name__________________________________________________________________________________________________
Secondary adult the child lives with? □ Mother □ Father □ Foster Mother □ Foster Father 
□ Grandparent □ Other: Name__________________________________________________________________________________________________
If in a foster home, who is HOER (please provide minute order): _________________________________________________________________________________________________________
Anyone not legally allowed to receive updates on child, restraining orders, etc: _________________________________________________________________________________________________________
Address (indicate if this remains confidential): _________________________________________________________________________________________________________
Primary Phone: ______________________________________________________________________________________
Primary Email Address: _____________________________________________________________________________
Preference: □ Email □ Text □ Phone call □ Voicemail ok?
Secondary Phone: ___________________________________________________________________________________
Secondary Email Address: __________________________________________________________________________
Preference: □ Email □ Text □ Phone call □ Voicemail ok?
Ethnicity: ____________________________________________________________________________________________
Preferred Language: ________________________________________________________________________________
Other languages in the home: ______________________________________________________________________
Interpreter Needed? □ Yes □ No
Emergency Contact/Relationship: _________________________________________________________________
Emergency Contact phone number: ________________________________________________________________
Does your child attend daycare, preschool, or other programs?  ☐ Yes ☐ No
   If yes, where? _______________________________________________________________________________________
SECTION 2: PREGNANCY AND BIRTH HISTORY
 □ Full term   □ Premature: 
Gestational age (weeks): _________
□ Vaginal birth    □ Cesarean Section   □ Assisted birth (forceps, suction, etc)   
□ Complications during pregnancy or birth (please explain) (preeclampsia, high blood pressure, gestational diabetes, etc): _________________________________________________________________________________________________________
_________________________________________________________________________________________________________
Place of birth: ____________________________________________________   
Birth weight ________________  Birth Length ________________________     
Was child exposed to drugs or alcohol in utero? ☐ Yes ☐ No
Did child stay in the NICU? ☐ Yes ☐ No     If yes, how long? ______________________________________
NICU address: ________________________________________________________________________________________
Was child: □ intubated/ □ ventilated/ □ oxygen/ □ G-tube/□ NG tube?
Was child transferred to another hospital or NICU? ☐ Yes ☐ No
If yes, where? _________________________________________________________________________________________

SECTION 3: BACKGROUND INFORMATION
Primary Concern(s): _________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________
Date/Age concern first noticed: ____________________________________________________________________
What are your child’s strengths/interests? ________________________________________________________
_________________________________________________________________________________________________________Previous services received:
  □ Speech Therapy   □ Occupational Therapy   □ Physical Therapy   □ Behavioral Therapy
  □ Early Start Services   □ Other (please specify): ________________________________________________
Agency name(s) providing previous services: _________________________________________________________________________________________________________
Cultural or family practices we should be aware of?   ☐ Yes ☐ No
_________________________________________________________________________________________________________







SECTION 4: MEDICAL HISTORY
• Pediatrician Name & Contact: __________________________________________________________________________________________________________________________________________________________________________________________________________________
• Specialist (s) Name & Contact: __________________________________________________________________________________________________________________________________________________________________________________________________________________

• Medical Diagnoses (if any): __________________________________________________________________________________________________________________________________________________________________________________________________________________
• Current Medications/Dosage/Frequency: __________________________________________________________________________________________________________________________________________________________________________________________________________________
•  Any surgeries or hospitalizations: __________________________________________________________________________________________________________________________________________________________________________________________________________________
• Allergies (food, medication, environmental):	 __________________________________________________________________________________________________________________________________________________________________________________________________________________

SECTION 5: INSURANCE INFORMATION
□ No Insurance
□ Medi-Cal:
         Card number: ___________________________________________________________________________________
         Issue date: ______________________________________________________________________________________
        * Provide copy of card
□ Private Insurance:
Insurance Company:_____________________________________________________________________________
Policy Number:___________________________________________________________________________________
* Provide copy of card and evidence of coverage








SECTION 6: DEVELOPMENTAL MILESTONES CHECKLIST (age-appropriate)
Please mark areas your child currently demonstrates, and circle areas of concern.

COMPLIANCE
  □ Responds to name
  □ Follows simple directions:   □ one step   □ two step related
  □ Transitions with minimal resistance
  □ Accepts “no” or redirection
  □ Regression in this area___________________________________________________________________________

EXPRESSIVE LANGUAGE
  □ Babbles / makes sounds
  □ Uses gestures/signs
  □ Says single words (how many?): ___________
  □ Combines 2-3 word phrases
  □ Uses sentences of 4+ words
  □ Regression in this area___________________________________________________________________________

RECEPTIVE LANGUAGE
  □ Understands name and common words
  □ Points to named objects or people
  □ Follows one-step directions
  □ Understands simple questions
  □ Regression in this area___________________________________________________________________________

SOCIAL SKILLS
  □ Initiates eye contact
  □ Smiles responsively
  □ Engages with familiar people
  □ Imitates adult actions
  □ Regression in this area___________________________________________________________________________

PLAY SKILLS
  □ Explores toys appropriately
  □ Plays with peers
  □ Engages in pretend play
  □ Sustains attention during play
  □ Regression in this area___________________________________________________________________________

BEHAVIORS
  □ Tantrums (frequency/duration): _______________________________________________________________
  □ Aggression (hitting, biting, etc.): ________________________________________________________________
  □ Self-injury (head banging, scratching, etc): ____________________________________________________
  □ Sensory-seeking or avoiding behaviors: _______________________________________________________
  □ Self Stimulatory/Repetitive behaviors: ________________________________________________________
  □ Regression in this area___________________________________________________________________________

SELF-HELP SKILLS
  □ Drinks from open cup
  □ Feeds self with fingers
  □ Uses utensils with spillage
  □ Toilet trained /□ Training
  □ Regression in this area___________________________________________________________________________

FINE MOTOR
  □ Reaches and grasps toys with open hand
  □ Picks up small item with tripod grasp (Thumb, index and middle)
  □ Transfers objects hand-to-hand
  □ Points with index finger
  □ Scribbles or draws
  □ Regression in this area___________________________________________________________________________

GROSS MOTOR
  □ Rolls over /□ Sits independently
  □ Crawls / □ Walks / □ Runs
  □ Climbs
[bookmark: _Hlk197620391]  □ Throws / □ Kicks / □ Catches ball
  □ Uses wheelchair, walker, or braces
  □ Regression in this area___________________________________________________________________________

Has your child ever received an evaluation or therapy services before (e.g., Speech, OT, PT)? ☐ Yes ☐ No
If yes, please describe: ______________________________________________________________________________
Are there any developmental concerns you have noticed? (e.g., speech, motor skills, social interaction) ☐ Yes ☐ No ____________________________________________________________________________
How does your child usually communicate?
☐ Gestures ☐ Words ☐ Short phrases ☐ Other: _________________________________________________
Has your child lost speech? ☐ Yes ☐ No
SECTION 7: AVAILABILITY
Parent Availability:

Please indicate the days and times you are available for therapy sessions:
☐ Monday Time(s)___________________________________________________________________________________
☐ Tuesday Time(s)__________________________________________________________________________________
☐ Wednesday Time(s)_______________________________________________________________________________
☐ Thursday Time(s)_________________________________________________________________________________
☐ Friday Time(s)_____________________________________________________________________________________
☐ Saturday Time(s)__________________________________________________________________________________
☐ Sunday Time(s)___________________________________________________________________________________

Preferred Location of Service
☐ In-Home  ☐ Telehealth  ☐ Community
☐ Daycare (Address): _______________________________________________________________________________
If in-person services are not immediately available, is telehealth acceptable in the interim? ☐ Yes  ☐ No
Authorized Person to Sign for Sessions:
Full Name: __________________________________________________________________________________________
Relationship to Child: ______________________________________________________________________________
Phone Number: _____________________________________________________________________________________

SECTION 8: VOTER REGISTRATION
Already Registered ☐ Yes  ☐ No
☐  Yes, I need/want an application
☐  No, I don’t need/want an application

1. Registering or not registering to vote will not affect assistance from this agency.
2. We will help you complete the voter registration form if needed.
3. Complaints can be filed with the Secretary of State: (800) 345-VOTE or www.sos.ca.gov.







Anything else you’d like us to know?
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Acknowledgment
☐ I give permission to Sprouting Minds to contact my child’s pediatrician, previous therapists, or other relevant professionals to coordinate care.
☐ I give limited permission to Sprouting Minds to contact my child’s pediatrician, previous therapists, or other relevant professionals to coordinate care. Permitted to reach out to:______________________________________________________________________________________________________
☐ I do not give permission to Sprouting Minds to contact my child’s pediatrician, previous therapists, or other relevant professionals to coordinate care.


Signature of Parent/Guardian (Electronic or Wet Signature Accepted): 

_________________________________________________________________________________________________________
Date: ___________________
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