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STUDENT INTAKE FORM
The purpose of this intake form is to understand the needs of students with disabilities in summer camp. Please fill out this form to the best of your ability and return it to Summit Therapies.

Student Name: _______________________________________  Birth Date: _________________________       Guardian Name: _________________________________________________________________________      Contact Phone:  _______________________________     Contact Phone: ___________________________  Contact Email: __________________________________________________________________________  
Please indicate the weeks of camp you are interested in your child attending:

|_| June 1-5        |_| June 8-12       |_| June 15-19         |_| June 22-26        |_| June 3-July 29

|_| July 6-10        |_| July 13-17     |_| July 20-24         |_| July 27-31        |_| Aug 3-7

Camp times are 8:30-3:00 daily with extended care available for an hourly rate until 5:00pm.

GOALS
What, if any, specific goals do you have for the student in summer camp?

c Academic: current goals and abilities, classroom placement and plans for next school year 
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
c Social: socialization and interaction with others  
_______________________________________________________________________________________
_______________________________________________________________________________________
c Physical: strength, endurance, balance, motor skill development (please specify below)  
_______________________________________________________________________________________
_______________________________________________________________________________________
c Other (please specify below) 
_______________________________________________________________________________________
_______________________________________________________________________________________

HISTORY

Has the student been involved in summer camps in the past?   
c  Yes  c  No        If yes, please describe: 
_______________________________________________________________________________________
_______________________________________________________________________________________

Describe family composition (including siblings/ages, and others living in the home):
_______________________________________________________________________________________
_______________________________________________________________________________________

Please indicate your goals for summer camp (please also see teacher input form)
_______________________________________________________________________________________
_______________________________________________________________________________________

Indicate child’s diagnoses, including age at diagnosis.
	Diagnosis
	Date of Diagnosis
	Provider of Diagnosis

	[bookmark: Text47]     
	[bookmark: Text51]     
	[bookmark: Text55]     

	[bookmark: Text48]     
	[bookmark: Text52]     
	[bookmark: Text56]     

	[bookmark: Text49]     
	[bookmark: Text53]     
	[bookmark: Text57]     



Please indicate if your child currently receives supportive therapies (e.g., Speech and Language, Occupational?). Please indicate arranged times.

	Type of Therapy or Activity
	Days and Times

	[bookmark: Text75]     
	[bookmark: Text78]     

	[bookmark: Text76]     
	[bookmark: Text79]     

	[bookmark: Text77]     
	[bookmark: Text80]     



STRENGTHS AND INTERESTS

What does the student do that makes you smile?    
_______________________________________________________________________________________
_______________________________________________________________________________________

What makes the student smile?     
_______________________________________________________________________________________
_______________________________________________________________________________________

What motivates the student (e.g., reward systems, positive encouragement, etc.)?        
_______________________________________________________________________________________
_______________________________________________________________________________________

What are the student’s least favorite activities?           
_______________________________________________________________________________________
_______________________________________________________________________________________



AREAS OF SUPPORT

What makes the student angry or sad? 
_______________________________________________________________________________________
_______________________________________________________________________________________

Are there situations, events, or types of stimuli that could trigger these feelings?        
_______________________________________________________________________________________
_______________________________________________________________________________________

What does it look like when the student is angry or sad? 
_______________________________________________________________________________________
_______________________________________________________________________________________

Is the student able to collect themselves afterward and return to a task?        
_______________________________________________________________________________________
_______________________________________________________________________________________

What should we do when these feelings are triggered?        
_______________________________________________________________________________________
_______________________________________________________________________________________

Are there additional things the student finds difficult or times when the student needs help (e.g., when transitioning from one activity to another)?        
_______________________________________________________________________________________
_______________________________________________________________________________________

Communication Supports

What is the student’s preferred method of communication or learning (e.g., words, pictures, gestures, etc.)?        _______________________________________________________________________________________
_______________________________________________________________________________________

How does the student ask for help?        
_______________________________________________________________________________________
_______________________________________________________________________________________

How does the student interact with others in a social setting?        
_______________________________________________________________________________________
_______________________________________________________________________________________

Assistive Technology

Does the student use any communication devices?        
_______________________________________________________________________________________
_______________________________________________________________________________________

Does the student use any mobility support?       
_______________________________________________________________________________________
_______________________________________________________________________________________

Medical Needs
Indicate any medical conditions/serious illnesses (e.g., asthma, recurrent ear infections) experienced by your child. 
[bookmark: Check40][bookmark: Check43][bookmark: Check45]|_|Allergies				|_|Vision			|_|Hearing
[bookmark: Check41][bookmark: Check44][bookmark: Check46]|_|Sleep				|_|Feeding			|_|Sensory
[bookmark: Check42][bookmark: Check47]            |_|Educational			            |_|Other
_______________________________________________________________________________________
_______________________________________________________________________________________

Does your child require a special diet? If yes, please describe.
_______________________________________________________________________________________
_______________________________________________________________________________________

Does the student have any medical or physical restrictions or is the student on any medical action plans? 
_______________________________________________________________________________________
_______________________________________________________________________________________

Are there any medical concerns we should be aware of? 
_______________________________________________________________________________________
_______________________________________________________________________________________

Is the student continent?   c Yes  c No  

Does the student have difficulty with any of the following (check all that apply)? 
Physical     
 c Gait  c Range of motion     c Balance  c Coordination  c Strength  c Endurance 

Vision    
c No significant vision impairment    c Can see light/shadows     c Legally blind  



Hearing    
c No significant hearing impairment     c Mild loss      c Moderate/severe loss   c Deaf    

Speech/Communication    
 c Verbal        c Nonverbal      c Sign language    

Hypersensitive to    
c Touch    c Noise/Volume     c Unfamiliar environment    c Heat    c Cold
c Other: _______________________________________________________________________________


Important Information
            
Please initial next to the following to acknowledge:
______ Parents are to walk their child into Summit Therapies and sign their child in at the front office each day. Pick up is also done by parents signing their child out at the front desk. 
______ If a student is showing any signs of illness, please alert the staff as soon as possible and keep them home until they are symptom free
______ Each child needs to bring a backpack with a full change of clothes, lunch box and communication folder 
 ______ Parents need to supply a water bottle, snack and lunch. Lunches may be refrigerated if needed but staff are not permitted to warm student’s lunches. Filtered water is available for refilling if needed. 
______ I 
______ If siblings are brought to lessons, they must remain seated with their parents through the entirety of the lesson. They may not enter the pool, play with pool toys or equipment or run around the pool deck. 

___________________________________ 			___________________________________ 
Parent/Guardian Printed Name				Parent/Guardian Signature

___________________________________
Date




SCHOOL OR CHILDRCARE INFO
This section is to be completed by the child’s current teacher or daycare provider. This information will provide us with information to continue to support your child academically, socially and with various executive functioning skills.  
	Educational Information

	School Name:
[bookmark: Text81]     
	Teacher:
[bookmark: Text88]     

	Grade:
[bookmark: Text82]     
	Admin or Guidance Contact: 
[bookmark: Text89]     

	Type of Setting (self-contained, regular ed): 
[bookmark: Text83]     
	Teacher/Admin Phone:
[bookmark: Text90]     

	Address:
[bookmark: Text84]     

	Teacher Email:
[bookmark: Text91]     

	Any behavior concerns relayed by the school:
[bookmark: Text87]     




Academic
Reading:  |_| Above       |_| At grade level       |_| Below grade level      
Summer goals that would best support this student are: ______________________________________________
_______________________________________________________________________________________
Math:  |_| Above       |_| At grade level       |_| Below grade level      
Summer goals that would best support this student are: ______________________________________________
_______________________________________________________________________________________
Writing:  |_| Above       |_| At grade level       |_| Below grade level      
Summer goals that would best support this student are: ______________________________________________
_______________________________________________________________________________________
|_| Holds pencil age appropriately      |_| Uses scissors age appropriately        |_| Left-handed

Social
Summer goals that would best support this student are: ______________________________________________
_______________________________________________________________________________________

Independent Functioning
Please check all that the student can reliably do independently daily
|_| Unpack my belongings      |_| Sit at small groups for 10 min       |_| Sit at circle time for 10 min
|_| Participate in circle time    |_| Engage in a center or activity for 5 min       |_| Clean-up activities 
|_| Transition to different areas with verbal prompts      |_| Clean-up activities (Preferred and non-preferred)

Summer goals that would best support this student are: ______________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________
First Aid Release Form


[bookmark: Text120]Name of Client:     
 
 
First Aid Release Form  
I agree to allow personnel of Summit Therapies, LLC  to administer simple first aide in the form of cleaning and bandaging a cut, burn, or scrape.  I understand that Summit Therapies, LLC  personnel are not authorized to administer medications and medical attention beyond simple bandaging.  Any injury that occurs will be referred out to the nearest hospital and/or critical care facility or by dialing 911. Summit Therapies, LLC  personnel are not authorized to transport injured recipients.   
 

I agree to the terms as stipulated. 

 
 
[bookmark: Text271][bookmark: Text272][bookmark: Text273][bookmark: Text274][bookmark: Text275][bookmark: Text276][bookmark: Text277][bookmark: Text278]Signature of Client:                                                         

[bookmark: Text121]Date:     
 
 
 
[bookmark: Text279][bookmark: Text280][bookmark: Text281][bookmark: Text282][bookmark: Text283][bookmark: Text284][bookmark: Text285]Signature of Caregiver/Guardian:                                      

[bookmark: Text122]Date:      
 
 
 
[bookmark: Text286][bookmark: Text287][bookmark: Text288][bookmark: Text289][bookmark: Text290][bookmark: Text291][bookmark: Text292]Signature of Summit Therapies Behavior Analysis Provider:                                            

[bookmark: Text123]Date:     
 
 








Emergency Contact Form

Child’s Information:

Child’s Full Name: ___________________________________________________________________
Nickname: _____________________________ D.O.B: ______________________ Age: __________
Allergies: ____________________________________________________________________________
______________________________________________________________________________________
Medications: _________________________________________________________________________
______________________________________________________________________________________
Other Medical Diagnosis:_______________________________________________________________
_______________________________________________________________________________________ Emergency Contact
Name: ________________________________________ Phone: ________________________________
Secondary Phone: ________________________________ Relationship: _______________________

Name: ________________________________________ Phone: ________________________________
Secondary Phone: ________________________________ Relationship: _______________________















Financial Agreement

Billable Activities	           
     Behavioral Assessment, including written analysis
     Face-to face contact with client or caregiver
     Program development/ data review
     Phone consultation (over 15 minutes) discussing progress and providing clinical direction (billed in 15-minute increments)
     Initial Assessments include meetings with guardians, caregivers, teachers, employers as well as a written summary of behavior observations and initial data sheets, recommendations and plan of care.

Cancellation Policy 
     Therapist should be notified at least 24 hours in advance if scheduled appointment
must be cancelled.  Cancellations made less than 24 hours in advance are billed at the
full rate of service, except in emergency situations. 

Terms of Payment 	
      Invoices are mailed one or two times per month.  
      Payment must be received within 14 days from the date on the invoice.  After that time, late payment fees of $30 per billing cycle will be assessed until payment is received in full. 
      There is a $25 fee for returned checks. 
      If there is failure to pay fees within 90 days, you will be contacted by a third party that will collect payment.

Method of Payment	
     Payment can be made through our Quickbooks link or
checks payable to: Summit Therapies, LLC     1437 Arbitus Circle    Oviedo, FL 32765

Insurance and Copayment
     It is the Client/Parent/Guardian (policy holders) to inform Summit Therapies (provider) of any changes of insurance and/or coverage. It is financial the responsibility of the policy holder to then cover the difference in charges that are incurred due to policy change.  Summit Therapies will provide written confirmation of benefits at the onset of services regarding co-payments and expected costs. It is the policy holder’s responsibility to cover any co-payments and/or client financial responsibilities occurred due to services rendered. 

I, _____________________________ (client/ parent/ guardian), acknowledge that I have read the financial agreement of Summit Therapies, LLC.  I accept full responsibility for prompt payment of all services rendered for ________________________ (client).  I also assume financial responsibility for all attorney and collection agency fees in the event it becomes necessary to file suit to collect payment. 
______________________________		______________________________
Signature						Date



Summit Therapies, LLC            SummitTherapies@Gmail.com             407-732-2487
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