
	
	
	
	
	
 

What to Expect With Us! 
 

Setting Appointment: 
During our new patient process, we will obtain personal information, insurance information, and physician 
information. Once we have the all pertinent information, our staff will schedule your child’s appointment. The 
first appointment will be an evaluation for the selected therapy to determine if therapy is necessary. An 
individualized treatment plan will then be developed for the patient. 
 

Required Documents Prior to 1st Appointment: 
• Referral from pediatrician 
• Any previous therapy notes (Evaluations, IEPs, MBS, progress notes, hearing screening etc.) 
• Prescription from the pediatrician for therapy services 

*Without all of these, we are not able to request authorizations from insurance companies for the patient’s 
appointments. It is a company policy of Sonoran Sun Pediatric Therapy, LLC. to have these on file for all 
patients being seen in our clinic, and is not specific only to patients whose insurance requires authorization for 
services. 
 

What to Bring to Your Appointments: 
• Copy of IEP (if applicable) 
• New Patient Paperwork, Doctor Referral, Doctor Prescription for therapy services 
• Insurance Card(s) 
• Driver’s License 
• Payment needed for copayments, account balances, or self-pay options 
• Make sure the patient has on comfortable shoes; sneakers are best for running and balance activities 
• Socks are required for any interactions within the sensory gym. 
• Feeding Evaluation Requirements: minimum of 2 foods the patient will eat, 2 foods he/she will not 

eat, and at least 1 beverage he/she will drink. 
 

Evaluation Process: 
• Make sure the patient is well rested and wears comfortable shoes 
• For sensory gym interaction, bring or have the patient wear socks 
• If the patient wears glasses or corrective lenses, please make sure they wear them 
• Parent or guardian is required to be present during entire evaluation (may be asked to remain outside 

the patient’s field of vision for testing) 
• If observing in the room, it is important not to interrupt testing with questions or attempt to correct 

the patient during testing as it may interfere with results 
• During parent/guardian interview, evaluators will encourage caregivers to ask questions, make 

comments, discuss concerns while the patient is playing 
• Following the evaluation, we ask that you give therapists 7 days to complete the report. Then allow up 

to 2-3 weeks to obtain authorization from your insurance company. 
• Once the evaluation is written and authorization requirements are met, our staff will contact you to 

schedule accordingly with the treatment plan outlined by the therapist. 



 PaWienW RegiVWUaWiRn 
 (PleaVe PUiQW) 

 DaWH: 

 DEMOGRAPHICS 

 LaVW NaPe:                                 FLUVW NaPe:                               M.I.:  D.O.B.:                                            AJe:                                Se[:        M RU F 

 SRcLaO SecXULW\ NXPbeU:  EWKQLcLW\:                                        Race:                              LaQJXaJe: 

 SWUeeW AddUeVV:  CLW\, SWaWe, ZLS 

 IV PaWLeQW:  BLRORJLcaO   AdRSWed(daWe Rf adRSWLRQ_______) 
 FRVWeU(beJLQQLQJ fRVWeU daWe ________) 

 HRPe PKRQe:                                    MRbLOe PKRQe: 

 PaWLeQW OLYeV ZLWK:  BLUWK PaUeQWV        FRVWeU PaUeQWV       AdRSWLYe PaUeQWV 
 PaUeQW/SWeS-SaUeQW      OQe PaUeQW      OWKeU_____________ 

 CRPPXQLcaWLRQ PUefeUeQce:    MRbLOe      HRPe    EPaLO 

 DLaJQRVLV fURP PedLaWULcLaQ:  EPeUJeQc\ CRQWacW NaPe:                                PKRQe NXPbeU: 

 EPaLO AddUeVV:  EPeUJeQc\ CRQWacW ReOaWLRQVKLS WR PaWLeQW: 

 GXaUdLaQ NaPe (LaVW, FLUVW):  GXaUdLaQ NaPe (LaVW, FLUVW): 

 PRIMARY CARE PHYSICIAN 

 PULPaU\ CaUe PK\VLcLaQ:  FacLOLW\: 

 PKRQe NXPbeU:  Fa[ NXPbeU: 

 PRIMARY INSURANCE 

 IQVXUaQce CRPSaQ\:  PURYLdeU PKRQe NXPbeU: 

 SXbVcULbeU NaPe:  ReOaWLRQVKLS WR IQVXUed: 

 SXbVcULbeU SSN:  SXbVcULbeU DOB: 

 GURXS NXPbeU:  PROLc\ NXPbeU: 

 SECONDARY INSURANCE 

 IQVXUaQce CRPSaQ\:  PURYLdeU PKRQe NXPbeU: 

 SXbVcULbeU NaPe:  ReOaWLRQVKLS WR LQVXUed: 

 SXbVcULbeU SSN:  SXbVcULbeU DOB: 

 GURXS NXPbeU:  PROLc\ NXPbeU: 

 If your child·s therapist is absent and there is an opening at the same day/time with another therapist, do you give Sonoran Sun 

 permission to schedule your child with that therapist?   If no, we will call you about other time slots. 

 YES  NO 



 
 

 

Patient Name: 
D.O.B:                         Age: 

MEDICAL HISTORY 

Has the patient had any of the following? (If yes, please indicate date and/or what occurred): 
Y N Chronic Ear Infections: Y N Seizures: 

Y N Difficulty Passing Urine/Stool: Y N High Fevers: 

Y N Asthma: Y N Allergies: Wheat (play doh),  Dairy,  laytex,  Nuts   

Y N Frequent Colds/Infections:   Other: 

Y N Surgery/Hospitalization: Y N Vision Difficulty:                                         Glasses?   Y or N 

Y N Unusual Illness: Y N Hearing Difficulty: 

Y N Serious Accidents: Y N Tubes in Ears: 

Y N Medical Precautions? (Please explain) Y N Coordination Problems: 

 

Adaptive equipment needs: (hand splint, AFO, glasses, wheelchair, 
oxygen, hearing aids, other): 

 

Recent dental work? (Cleanings, extractions, etc.)  

Please list any allergies:  
Please list current medications:  

 

 

PRENATAL HISTORY 
 

Y N Any difficulty during pregnancy?                                                             Length of pregnancy (in weeks): 

Y N Did mother take any medications and/or drugs during pregnancy?                                       Did mother receive prenatal care?    

Y N Did mother smoke or use alcohol during pregnancy? 

Y N Any difficulty during delivery?                                                               After delivery? 
Y N Premature birth? 

Y N NICU? 

Type of birth:    Vaginal     Cesarean 

 
DEVELOPMENTAL HISTORY 

 
What grade is the patient in?__________________________ 
 

What does the patient like to do? ___________________________________________________________________________________ 
 

What does the patient have difficulty doing? ___________________________________________________________________________ 
 

 
When did your Patient begin the following? Has your Patient received therapy in the past? 

Sitting without support < 5 mos. 5 – 8 mos. > 8 mos. If so, please write date of last visit or current. 

Crawling on hands and knees < 6 mos. 6 – 9 mos. > 9 mos. Therapy Home Clinic School 

Walking unassisted < 10 mos. 10 – 18 mos. > 18 mos. Occupational    

Saying first few words < 10 mos. 10 – 16 mos. > 16 mos. Speech    

Talking in simple sentences < 15 mos. 15 – 36 mos. > 36 mos. Feeding    

Staying dry during the day < 24 mos. 24 – 40 mos. > 40 mos. Physical    

 

Behavioral Characteristics/Temperament: 
_______________________________________________________________________________________________________________________ 

 



 OccXpational Therap\ QXestionnaire 

 (PleaVe PUiQW) 

 PaWLHQW NaPH:                                                                        D.O.B.                     AJH:                             DaWH: 

 DLaJQRVLV IURP PHGLaWULFLaQ: 
 MaLQ CRQFHUQV: (POHaVH FLUFOH)  GURVV MRWRU SNLOOV    FLQH MRWRU SNLOOV    SOHHSLQJ    LaQJXaJH DHYHORSPHQW    SRFLaO SNLOOV 

 EaWLQJ     POa\ SNLOOV     THPSHUaPHQW   SHQVRU\ IQWHJUaWLRQ   IQGHSHQGHQW LLYLQJ SNLOOV 
 FUXVWUaWLRQV(OLVW) _______________________________     FHaUV(OLVW)____________________________ 
 OWKHU_______________________________ 

 DR \RX IHHO WKaW aQ\ SaUW RI WKH SaWLHQW·V GHYHORSPHQW LV VORZHU WKaQ aYHUaJH? II \HV, H[SOaLQ: 

 WHUH HaWLQJ/IHHGLQJ VFKHGXOHV HaVLO\ HVWaEOLVKHG?             II QR, H[SOaLQ: 

 AW ZKaW aJH GLG WKH SaWLHQW FRQVLVWHQWO\ VOHHS WKURXJK WKH QLJKW? ASSUR[LPaWHO\, KRZ PaQ\ KRXUV RI VOHHS SHU QLJKW? 

 WaV WKH SaWLHQW a IXVV\ EaE\ aIWHU 6 PRQWKV RI aJH?    Y RU N    II \HV, SOHaVH LQGLFaWH LI UHaVRQ ZK\ ZaV LGHQWLILHG: 

 WKaW GLIILFXOWLHV GRHV WKH SaWLHQW FXUUHQWO\ KaYH?  AW ZKaW aJH GLG \RX QRWLFH WKH SaWLHQW H[SHULHQFLQJ GLIILFXOWLHV? HRZ? 

 HaYH WKH SaWLHQW·V WHaFKHUV PHQWLRQHG aQ\ FRQFHUQV? (EHKaYLRUaO aQG/RU GHYHORSPHQWaOO\) 

 FaPLO\ KLVWRU\ RI VLPLOaU LVVXHV?             II VR, ZKR aQG ZKaW GLIILFXOWLHV? 

 POHaVH LQGLFaWH ZKLFK WaVNV \RXU FKLOG LV XQaEOH WR FRPSOHWH LQGHSHQGHQWO\: 
 __ TRLOHWLQJ ² ERZHO/ EOaGGHU FRQWURO 
 __ WaVKHV KaQGV 
 __ BUXVKHV THHWK 
 __ UQGUHVVHV 
 __ DUHVVHV 
 __ SQaSV / UQVQaSV 
 __ BXWWRQV 
 __ ZLSSHUV SXOO / HQJaJH/ GLVHQJaJH 
 __ TLH SKRHV 
 __ SRFNV RQ / RII 
 __ SHOI-IHHGLQJ (ILQJHU IRRGV) 
 __ UVHV HaWLQJ XWHQVLOV 
 __ UVHV RSHQ FXS 
 __ SLSS\ FXS 
 __ UVHV a VWUaZ 
 __ BaWKLQJ/SKRZHULQJ 

 II WKH SaWLHQW KaV GLIILFXOW\ ZLWK FRQWUROOLQJ ERZHO aQG / RU EOaGGHU (Ga\ RU QLJKW RU ERWK), SOHaVH H[SOaLQ: 

 POHaVH SURYLGH aQ\ RWKHU LQIRUPaWLRQ aERXW \RXU FKLOG WKaW WKH WKHUaSLVWV VKRXOG NQRZ. (LQFOXGH ZKaW JRaO \RX aUH 
 KRSLQJ WR aFKLHYH IURP WKHUaS\): 



	
	
	

 
Records Consent 

 
Patient Name: ______________      D.O.B.: ____________      Date: _________ 
 
 
By checking this box, you agree to allow the exchanging of medical records with 

other physicians treating the patient. We will send copies of progress reports, 
evaluations, recommendations, letters of medical necessity, etc., to 
pediatricians/specialists when necessary.  
 
 
Please list individuals below that you allow Sonoran Sun Pediatric Therapy to 
discuss the patient’s medical information with: 
Name: _______________________ Relationship: ______________________ 
Name: _______________________ Relationship: ______________________ 
Name: _______________________ Relationship: ______________________ 
 
 
Please list individuals below that you allow Sonoran Sun Pediatric Therapy to 
discuss the patient’s account/billing information with: 
Name: _______________________ Relationship: ______________________ 
Name: _______________________ Relationship: ______________________ 
Name: _______________________ Relationship: ______________________ 
 
 
By signing this form, you agree to allow the above individuals to call in/ask us about 
the patient’s medical/billing/account information. Also, you acknowledge that, if at 
any point, you do not want information released to the above individuals, it is your 
responsibility to update this form on file. 
 
 
_____________________          _____________________          __________     
Parent/Guardian Signature             Printed Name                                 Date 





	
	
	

 
Records Consent 

 
Patient Name: ______________      D.O.B.: ____________      Date: _________ 
 
 
By checking this box, you agree to allow the exchanging of medical records with 

other physicians treating the patient. We will send copies of progress reports, 
evaluations, recommendations, letters of medical necessity, etc., to 
pediatricians/specialists when necessary.  
 
 
Please list individuals below that you allow Sonoran Sun Pediatric Therapy to 
discuss the patient’s medical information with: 
Name: _______________________ Relationship: ______________________ 
Name: _______________________ Relationship: ______________________ 
Name: _______________________ Relationship: ______________________ 
 
 
Please list individuals below that you allow Sonoran Sun Pediatric Therapy to 
discuss the patient’s account/billing information with: 
Name: _______________________ Relationship: ______________________ 
Name: _______________________ Relationship: ______________________ 
Name: _______________________ Relationship: ______________________ 
 
 
By signing this form, you agree to allow the above individuals to call in/ask us about 
the patient’s medical/billing/account information. Also, you acknowledge that, if at 
any point, you do not want information released to the above individuals, it is your 
responsibility to update this form on file. 
 
 
_____________________          _____________________          __________     
Parent/Guardian Signature             Printed Name                                 Date 



 Our Clinic Policies 2024 
 Our clinic’s goal is to provide high-quality and effective therapy services. Your 
 responsibility in this goal is agreeing to have your child consistently attend their 
 scheduled therapy sessions.  Consistent attendance is crucial in your child’s success and 
 progress in therapy.  We understand that sometimes unexpected events happen and you 
 may need to cancel or reschedule your appointment. 

 Appointments are in high demand and many children are waiting for open appointments. 
 We ask that you provide us with adequate notice of any cancellation or rescheduling so 
 we have the opportunity to offer that appointment to another child. 

 Please initial/check the boxes below next to each policy and sign at the bottom to 
 acknowledge the policies we have set in place. By signing this form, you have read and 

 agreed to follow our policies. 

 Financial Policy 
 As a courtesy, Sonoran Sun Pediatric Therapy, LLC will bill your insurance for 
 services provided. Please note that a prior authorization is  NOT  a guarantee of 

 payment. 

 Any fees/charges that your insurance company puts  towards your deductible or 
 coinsurance will be billed to you  . If the Insurance  Company does not pay for treatment, 
 you will be emailed a bill and the card on file will be charged within 2 days for the 
 contracted rate or cash rate. 

 All copayments are due upfront  prior to your appointment.  In the event that your 
 insurance company deems the services as non-covered benefits, the balance will be billed 
 to you at self-pay rates. For more information on self-pay rates, please contact our 
 office manager or billing department. 

 If checks are used as a form of payment and they are rejected by the financial 
 institution due to “No Sufficient Funds”, there will automatically be a $50 fee assessed 
 to your account balance. 

 By signing this form, you give us permission to provide documentation and proof of 
 services to your insurance company on your behalf in an attempt to collect payment. 



 No Show/Call Policy 
 Sonoran Sun Pediatric Therapy, LLC has a “No Show Policy”.  Each no show  generates 
 a $50 fee on your account.  This policy is  non-negotiable,  regardless of the reason 

 for the no show. If you have a co-treat appointment, this will count as (2) appointments 
 and a  $100  fee will be charged to your account. 

 Late Cancellation Policy 
 Here at Sonoran Sun Pediatric Therapy, LLC., we require a  24-hour  cancellation 
 notice for any and all appointments. This policy is  non-negotiable  regardless of the 

 reason for the cancellation. If you are 5 minutes late for speech or feeding 
 appointments or 10 minutes late to occupational therapy appointments, we will have to 
 cancel and it will be considered a late cancellation.  Each late cancellation will generate 
 a $50 fee  automatically charged to your account unless  the appointment is rescheduled. 

 We charge patients a $50 fee for  late cancellations and no shows, due by the next visit. 
 If you are ill or have an emergency, we will consider this on an individual basis. (Please 
 contact our Office Manager if you have any questions.) 

 Late Cancellation = less than 24 hour notice 
 No Show = canceling less than 2 hours before appointment or no show/no call 

 Attendance Policy 

 While we are working together, we set aside 1-2 hours weekly for you and your 
 child. In exchange, you are expected to arrive on time and regularly attend your 
 scheduled appointments.  If you are excessively late or cancel multiple visits, you will be 
 removed from the schedule. 

 Reasons for removal include: 
 ●  Excessive late cancellations 
 ●  No show appointments 



 Appointment Policy 

 Parents and/or guardians must walk the patient into the clinic and sign him/her in 
 on the sign in sheet. During their session, parents may wait in their car or in the waiting 
 area, however,  our insurance does not permit parents  to leave the property.  If a 
 parent leaves the property, and the child is left unattended, the Surprise PD will be 
 contacted. 

 All children must be escorted to and from the building by either their care-giver, 
 (parent, guardian, case worker, etc.) or by the clinic service provider.  If you choose to 
 wait in your vehicle in our parking lot, please inform the front desk of the make, model 
 and color of your vehicle, and where it is located. 

 ___________________________  ____________ 
 Parent/Guardian Signature                                                                             Date 

 ___________________________ 
 Patient Name Printed 



Speech Theraps  ¤  Feeding Theraps  ¤  Occkpajional Theraps

Phojo � Video Release Form

Here aj Sonoran Skn Pediajric Theraps� qe ofjen like jo share okr jrikmphs and help ojher

families learn hoq jo be skccessfkl aj home� Bs doing jhis qe mas qanj jo posj pideos and�or

phojos of sokr child�

If sok are on board qijh haping sokr child on okr social medias of Insjagram� Tqijjer� Facebook�

YokTkbe� and okr qebsije� jhen please fill okj jhe informajion beloq�

Todas�s Daje� ¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢ D�O� B� ¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢

Firsj ² Lasj Name� ¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢

If sok are NO0 on board qijh haping sokr child on okr social medias of Insjagram� Tqijjer�

Facebook� YokTkbe� and okr qebsije� jhen please fill okj jhe informajion beloq�

Todas�s Daje� ¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢ D�O� B� ¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢

Firsj ² Lasj Name� ¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢

Parenjs Signajkre� ¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢¢

Thank sok�

Sonoran Skn Pediajric Theraps



 NRWice Rf PUiYac\ PUacWiceV 

 This notice is in compliance with HIPPA regulations to inform you of how medical/protective health information 

 will be used/disclosed and how you may obtain access to it. 

 By law, we are required to provide you with a copy of our Notice of Privacy Practices (NPP). This notice will 

 describe how Sonoran Sun Pediatric Therapy, LLC. may use or disclose the patient·s medical information. You 

 can also find how to obtain access to this information below. 

 As a patient/parent/guardian of the patient, you have the following rights: 

 1.  The right to obtain a copy of your information 

 2.  The right to inspect your information 

 3.  The right to request/make changes/corrections to your information 

 4.  The right to request that your information be restricted 

 5.  The right to request confidential communication 

 6.  The right to report unauthorized disclosure of your information 

 7.  The right to a hard copy of our NPP 

 Sonoran Sun Therapy, LLC assures that your protected health and medical information is secure with us. In 

 this notice, you will see how we ensure to keep your information private. If you have any questions or concerns, 

 please contact the clinic: 

 Sonoran Sun Pediatric Therapy, LLC 

 623-900-7824   – Main 

 623-321-1981   – Fax 

 office@sonoransuntherapy.com 

 AcknoZledgemenW of NoWice of PUiYac\ PUacWiceV 
 “I hereby acknowledge that I have received a copy of Sonoran Sun Pediatric Therapy, LLC·s NPP (Notice of 

 Privacy Practices). I understand that if I have questions or concerns, to contact the clinic. In addition, I 

 understand that Sonoran Sun Pediatric Therapy, LLC will provide me with any updated versions of this notice.” 

 ____________________________                                                     _______________ 

 Parent/Guardian Signature                                                                      Date 

 ____________________________ 

 Patient Name (Printed) 

 Revised ÁÃ/ÃÁÂÊ 


