
 

 

Physical Therapy Information 
 
Child’s Last Name: _________________________ First Name:________________ DOB:___/___/___ 
 
Home Address:_______________________________  City/State:____________________ Zip:_____ 
 
Parent/Guardian:____________________________  Phone: (H)_____________ (W)_____________ 
 
Child’s Diagnosis:___________________________________________  Date of Diagnosis:_________ 
 
Pediatrician:__________________________________________ Phone:______________________ 
 
Specialists (Orthopedic, Neurologist, etc): 
 
Name:_____________________________________  Phone:______________________ 
 
Name:_____________________________________  Phone:______________________ 
 

Additional Information 
 

Related Surgical History:______________________________________________________________ 
 
Current Out-Patient Therapy Providers:__________________________________________________ 
 
What would you like physical therapy to help your child accomplish this school year?  
 
__________________________________________________________________________________ 
 
Additional Helpful Information:_________________________________________________________ 
 

PERMISSION 
I give permission for Pediatric Physical Therapy, Inc (PPT) to release information about my child’s 
physical therapy program to my child’s doctors and school program. 
I authorize PPT to provide physical therapy services as described within the Individual Education 
Plan, as written for the current school year. 
 
Parent/Guardian Signature:____________________________________________ Date:___/___/___ 


