James Madison University – Occupational Therapy Clinical Education Services
601 University Blvd – MSC 9022, Harrisonburg, VA 22807 
131 W. Grace St., Rm 1100
Phone: (540) 568-4980   Fax: (540) 568-6409
Group Registration & Intake Form
	Check the group for which you are registering: 

√
	Age Group
	Cost
	Day
	Weeks
	Start Date
	Time

	
	Little Hands Yoga
	$66
	Mondays*
	6
	3/4
	9-9:45


*NO CLASS 3/25
Date form completed:









Completed by:

















Child's Name 


























       FORMCHECKBOX 
 Female    FORMCHECKBOX 
 Male
First



      Middle 



            Last




 

Nickname


Child's Date of Birth 









Parent/Guardian Name(s)/Relationship ______________________________________________________________________

Primary Home Address 































Street











City








State



Zip

Home Phone (
  )                



 
Cell Phone (

  )                





E-mail









( Check if person(s) listed above is an emergency contact (additional emergency form required)

Please list all other individuals authorized to pick up your child:

	Name/Relationship
	Phone
	Email

	
	
	

	
	
	






Consent and Agreement:

By enrolling my child in the group program specified above, I understand that:

· A spot will be reserved for my child with a completed registration form submitted to OTCES by March 1st, 2019. Otherwise enrollment will be granted on a first come, first served basis. 

· Payment in full must be received by or on the first date of the group program.   No refunds will be made after the first group session.
· The group may be cancelled by OTCES prior to the start date, due to low enrollment, staffing changes, or other unforeseen circumstances.

· The group leader may discontinue a child’s participation in a group if the child engages in disruptive or aggressive behavior and all reasonable accommodations and modifications have been made.  If it is determined by OTCES that the child’s participation in the group must be discontinued an alternative service may be granted in exchange for the remaining group sessions.

· It is my responsibility to bring my child to the group at the scheduled time, and to arrive at the clinic to pick my child up five minutes before the group is scheduled to end.

· These groups are community-based programs.  My child will NOT be receiving therapy services, even if the group leader is a licensed therapist.  

· Photographs and videos may be taken for the sole purpose of sharing information about OTCES with other parents and professionals or as an educational tool.  

( Please mark this box if you do not want your child’s picture or video of your child used as stated above. 

Signature (responsible party)













Date

Please submit this form along with payment (or receipt of payment if you have paid by credit card*) to:
By Mail:











In person/By Phone (all credit card payments):

JMU-OTCES










Campbell Building

755 Martin Luther King Jr Way, MSC 9022

755 Martin Luther King Jr. Way, Ofc 1141

Harrisonburg, VA 22801







Harrisonburg, VA 22801












540-568-2621 
Child’s Name















Medical Information
	
	Yes
	No
	Comments (if yes, please provide additional information)

	Has your child received a specific diagnosis (i.e. Autism, ADHD, etc.)
	
	
	

	Does your child have any ALLERGIES?
	
	
	

	Is your child currently on any medication?  If so, which ones?
	
	
	

	Does your child have any significant medical issues (respiratory, heart, seizures, other)?
	
	
	

	Does your child have GI issues (i.e. constipation, chronic diarrhea, reflux, other)?
	
	
	


Additional Information
What are your child’s strengths?




























What are your child’s likes?































What are your child’s dislikes?





























Does your child participate in other programs or activities (i.e. soccer, music lessons, drama classes, etc.)?









Is there anything that you find to be challenging with respect to supporting your child to engage in his/her daily routines?
What are some strategies that have been used (home, school, community) that have been helpful in supporting your child to be successful?

What would you like for your child to accomplish by participating in this group (What are your primary goals)?

Is there any additional information you would like to share about you or your child?

How did you find out about the OTCES group program? 






















Would you like to be added to our e-mail list to receive information on future programs/events? 
( Yes   ( No      

Developmental History

Has your child been identified as having a delay or challenges in any of the following areas?  :

	Developmental Area
	History

(circle all that apply)
	Level of Delay/

Challenge (see scale below)
	Comments (please provide additional information that you think would be helpful)

	Gross Motor

(running, jumping, bike riding, climbing, etc.)
	· None

· Past (>6 mos)
· Current (<6 mos)    
	1     2     3        
	

	Fine Motor

(writing, buttoning, using eating utensils)
	· None

· Past

· Current (within last 6 months only)   
	1     2     3        
	

	Social

(ability to make and keep friends, interact with others, feel confident in social situations)
	· None

· Past

· Current (within last 6 months only)   
	1     2     3        
	

	Emotional/Behavioral

(ability to manage emotional responses; ability to organize oneself to participate in activities and with other people)
	· None

· Past

· Current (within last 6 months only)  
	1     2     3        
	

	Cognitive

(thinking, learning, understanding, remembering)
	· None

· Past

· Current (within last 6 months only)    
	1     2     3        
	

	Self-care

(dressing, sleeping, eating, etc.)
	· None

· Past

· Current (within last 6 months only) 
	1     2     3        
	

	Communication-Expressive

(letting others know how he/she feels or what he wants)
	· None

· Past

· Current (within last 6 months only)    
	1     2     3        
	

	Communication-Receptive

(understanding what others say to him/her)
	· None

· Past

· Current (within last 6 months only)    
	1     2     3        
	

	Sensory/Self Regulation

(ability to responded appropriatelyto touch, sounds, sights, movement, smells, etc)
	· None

· Past

· Current (within last 6 months only)    
	1     2     3        
	


1=Barely noticeable/very few challenges     2=Somewhat noticeable/some challenges     3=Very noticeable/significant challenges  
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