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Client Intake

Child’s Name: 						     Date of Birth: 			______________
Mother’s Name: 						     Father’s Name: 				
Address: 												
City: 							 State: 			  Zip Code: 		
Phone Number: Home/Cell 1 				 Cell 2:_____________________________________
Mom’s Work: 						       Dad’s Work: 					
Email Address: 												
Emergency Contact Name: 					    Phone: 				
Relationship to child:  						
Diagnosed Autism?  Yes or No    If no, what diagnosis? 							

Allergies: 												
Diet Restrictions: 												
Sensory Aversions or Triggers: 										
History of Seizures?   Yes or No    (circle one)
Does your child receive any other services? If so, what/where? 																			
Primary Care Physician: 					  Physician Phone #: 				
Insurance Company/RC Coordinator: 									
Who can we thank for referring you? 									
I confirm that all of the above information is accurate, and I agree to notify Social Fusion Center of any changes
Parent/Guardian Signature: 							     Date: 			


Developmental Questionnaire
Child’s name: 					   DOB: 			  Age: 	         Sex:   Male or Female 
Person Completing This Form: 					    Relationship to student: 		
Father Occupation: 	________		        Mother Occupation: 		_____________________
	Name
	Sex
	Date of Birth

	
	
	

	
	
	

	
	
	


Please list child’s siblings:

STATEMENT OF THE PROBLEM
Describe your child’s main issues: 																									_______________________________________________________________________________
First noticed these issues? 										
Where would you like to see improvement with your child? (I.e. social skills, self-help etc.) 																																________________________________________________________________________

Medical History:
Is your child now under the care of a doctor(s)    Y or N  Who?			____________________________   
Why?			________________________________________________________________________
Are immunizations up to date?    Y or N 


Is your child taking any medications? If so, which ones? 																						_______________________________________________________________________________
Why? 																										
Play/Behavior: Please answer yes/no about the following behaviors: 
	
	Yes 
	No 
	Explain: 

	Is your child able to separate from parent/caregivers: 
	
	
	

	Notice when you leave the room or house: 
	
	
	

	Easy to discipline: 
	
	
	

	Make eye contact with others: 
	
	
	

	Play social games (peek-a-boo or paddy cake): 
	
	
	

	Show interest in other children: 
	
	
	

	Initiate interaction with other children: 
	
	
	

	Play with objects and/or toys appropriately: 
	
	
	

	Play with other children appropriately: 
	
	
	

	Imitate actions in play of other children or adults: 
	
	
	

	Is your child able to share toys with other children or adults: 
	
	
	

	Is your child able to take turns in activities/games: 
	
	
	

	Know when you are upset with him or her: 
	
	
	



What are your child’s favorite toys or activities? 							_______														




Does your child exhibit any of the following behaviors? Circle all that apply
Aggression 					Low Attention
Biting						Hitting
Self-injurious					Tantrums
Repetitive Behaviors				Elopement
Please describe any other behaviors that are a problem to parents/peers: 																															
Sensory Processing:
Please answer the following statements: 
	
	Sometimes
	Occ. 
	Rarely 
	N/A 

	
	
	
	
	

	Does your child have irregular sleep patterns? 
	
	
	
	

	Does the feel of certain clothing irritate your child?(Shirt, pants, socks, shoes) 
	
	
	
	

	Does your child resist being held or touched? 
	
	
	
	

	Does your child avoid messy play activities such as finger painting, glue etc. 
	
	
	
	

	Does your child startle or become distressed by loud or unexpected sounds? 
	
	
	
	

	Is your child bothered by and have a difficulty concentrating with loud background noise (other children, construction, music)
	
	
	
	

	
	
	
	
	

	Does your child appear not to hear certain sounds? 
	
	
	
	

	Is your child sensitive to or bothered by light (squint, cries, closes eyes etc.)? 
	
	
	
	






Describe your child’s relationship with siblings and peers. Does s/he initiate interaction with peers? How? 
 
 
  What activities is your child involved in? (school, swim class, play dates) 
 
 
 
What would you like your child to be able to do in 6 months? 
 
 
What results do you hope to receive from these therapies or treatments? 
 
 
 Is there anything you’d like us to know about your family or child?  If so, please describe. 
 

What can s/he do in terms of self-help skills? Please describe all or part of the task. 
 




Child Name: 						Date of Birth: 				
Authorization for Use and Disclosure of Health Information
Completion of this document authorizes the disclosure and/or use of individually identifiable health information, as set forth below, consistent with California Federal law concerning the privacy of such information. Failure to provide all information requested may invalidate this authorization.
Use and Disclosure of Information
Child’s name: 						  Date of Birth: 		______________
I, the undersigned, do hereby authorize Social Fusion Center in Mission Valley, CA, to provide health information from the above-named medical record to:
Name and function of person to which disclosure is made: 							
							______				______________
Address of person: 											
											______________
Date of Service: 				
Requested information shall be limited to the following:
											_______
The authorization expires: 								_______
Restrictions
California law prohibits the requestor from making further disclosure of my health information unless the requestor obtains another authorization from me or unless such disclosure is specifically required or permitted by law
Your Rights
I understand that I have read the following rights with respect to this authorization:
I may revoke this authorization at any time. My revocation must be in writing, signed by me or on my behalf and delivered to: Social Fusion Center, 7850 Mission Center Court, Suite 208 San Diego, California 92108. My revocation will be effective upon receipt, but will not be effective to the extent that the requestor or others have acted in reliance upon this authorization.
I have a right to receive a copy of this authorization. I may not be required to sign this authorization as a condition to obtaining treatment.
Approval	
Signature: 						Date: 				 
Witness: 		_____________________
Relationship to child: 				 	Phone number: 				

Social Media Release
Social Fusion Center is now on Facebook & Yelp! Our goal is to educate parents about what happens in session and other parent’s views and attitudes towards therapy. By using video and taking pictures, we can share the therapy world with others and we can help everyone learn from one another. Do we have permission to take video and pictures of your child and use them on our social media pages? 
Please circle your decision:
Yes to video and photos with name used
Yes to videos and photos with no name used
No thank you
FINANCIAL POLICY AGREEMENT
Welcome! Please take the time to review and initial the following policies and procedures that we have set in place to better serve you. We look forward to establishing a long and wonderful relationship with you.
AVAILABLE PAYMENT OPTIONS:
Venmo, PayPal, Credit Card 
PAYMENT POLICY
Payment for all services is due prior to the time period you are paying for, with the exception of BCBA consultation, which can be paid after the service has been rendered.
When payment is received, you will be given a receipt to verify your payment. Payments can be made at the office or online through your invoice.
MISSED APPOINTMENT POLICY
There is a waiting list for Social Fusion Center, therefore we ask that you please give a 24 hour notice for any days/sessions your child is not able to attend. 
After 3 missed days without prior notice, it is the discretion of Social Fusion Center to allow another child to begin services and your child will go back on the waiting list. Vacations or sick days where advanced notice was given are not included in this policy.
PARENT CONSULT TIME
For all clients enrolled in any group sessions and/or tutoring, an additional 30 minutes per month will be added to each monthly invoice in order for staff to consult with parents regarding their student’s progress and to answer any questions/review all utilized programs. This consultation can be used each session or in 1-2 scheduled appointments.
SICK POLICY
For the health of staff members and other students, we ask that you not bring your child to the center if any of the following applies: they have been throwing up and/or had a fever within the past 24 hours or have green discharge (vs. clear indicating allergies). If this is the case, please let the center know as soon as possible that your child will not be attending that day/session. Thank you!!
I understand and agree to abide by all the conditions and obligations described above and my signature below signifies that I agree to enter into this service contract with Social Fusion Center to provide the services I have requested and/or authorized.  
_______________________________			_____________________________
Parent/Guardian/Responsible Party	          		                             Date                              

			_____________                                                                                                                                                                                                          	Print Patient Name					                                                       

CANCELLATION AGREEMENT
PLEASE READ THE FOLLOWING CAREFULLY.  You are held responsible for each item you initial.  If you have any questions, please ask and we’ll be happy to clarify.
· I agree to call at least 24 hours in advance to change or cancel my appointments.  I understand if I do not call and cancel in advance more than 3 times, I risk my child being placed back on a waiting list.  								              _______  Initials
· No refunds will be given.  All client cancelled makeup sessions/hours must be completed within a 1 month period.  Thereafter, all remaining sessions are forfeited.  Center cancelled sessions will also be made up and/or deducted from the next months invoice.													              _______  Initials
· If at any time, the clients schedule changes or they no longer wish to continue services, a 30 day advance notice is required or any future paid sessions will be forfeited.													             ________Initials
4
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