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  TINY TOTS THERAPY, INC.

Pediatric Therapy service provider for children birth through school age

Clinic based, School based & Home based Therapy: Occupational Therapy, Physical Therapy, Speech Therapy
_____________________________________________________________________________________________

[image: image1.jpg]
Family Name____________________ Child's Name________________ Male____ Female____ Date of Birth________________

Age as of 10/1/11___________ Mother's Name_____________________Day Phone_____________________________________

Evening Phone_______________________ Cell Phone_____________________ E-Mail _________________________________

Home Address_____________________________________________________________________________________________

Father's Name________________________ Day Phone_________________________ Evening Phone______________________

Cell Phone __________________________ E-Mail__________________________________________________

Home Address_______________________________________ Home School__________________________________________
□ Please check off the program that is being registered.

	PROGRAM
	
	
	

	□ EAST BRUNSWICK SUMMER CAMP
	July 11- August 17
	
	

	(circle 1 or both)
	TIME
	TUITION
	DEPOSIT

	□  Monday, July 11 / Wednesday, July 13
	 1:00 p.m – 4:00 p.m
	$75 per class
	

	□  Monday, July 18 / Wednesday, July 20
	 1:00 p.m. - 4:00 p.m.
	$75 per class
	

	□  Monday, July 25 / Wednesday, July 27
	 1:00 p.m. - 4:00 p.m.
	$75 per class
	

	□  Monday, August 1/Wednesday, August 3
	 1:00 p.m. - 4:00 p.m.
	$75 per class
	

	□  Monday, August 8/Wednesday, August 10
	 1:00 p.m. - 4:00 p.m.
	$75 per class
	

	□  Monday, August 15 / Wednesday, August 17
	 1:00 p.m. - 4:00 p.m.
	$75 per class
	

	□ SCOTCH PLAINS SUMMER CAMP
	July 12 – August 18
	
	

	(circle 1 or both)
	TIME
	TUITION
	DEPOSIT

	□  Tuesday, July12 / Thursday, July 14
	 1:00 p.m. - 4:00 p.m.
	$75 per class
	

	□  Tuesday, July19 / Thursday, July 21
	 1:00 p.m. - 4:00 p.m.
	$75 per class
	

	□  Tuesday, July 26 / Thursday, July 28
	 1:00 p.m. - 4:00 p.m.
	$ 75 per class
	

	□  Tuesday, August 2/Thursday, August 4
	 1:00 p.m. - 4:00 p.m.
	$75 per class
	

	□  Tuesday, August 9/Thursday, August 11
	 1:00 p.m. - 4:00 p.m.
	$75 per class
	

	□  Tuesday, August 16/Thursday, August 18
	 1:00 p.m. - 4:00 p.m.
	$75 per class
	


Please return this form with deposit to : Tiny Tots Therapy Inc. 551 Park Avenue, Suite 5, Scotch Plains NJ 07076
** One time 10% sibling/friend discount will be deducted from total tuition payment (not deposit)

______Medical Permission:  I hereby give permission for my child to participate in all Tiny Tots Therapy activities. I understand that Tiny Tots Therapy Inc does not resume responsibility for injury and that, in case of emergency, I hereby give my permission to Tiny Tots Therapy Inc to secure medical treatment for my child at a hospital or physician selected by Tiny Tots Therapy at no cost to Tiny Tots Therapy Inc staff or agency.

______ Siblings:  I am enrolling more than one child in the Tiny Tots Therapy Inc Summer Camp Program

Parent Signature____________________________________________________Date_________________________________   


Please circle the program location your child is registered for:

EAST BRUNSWICK   /    SCOTCH PLAINS

Authorization:  I hereby give permission to the medical personnel selected by Tiny Tots therapy Inc to secure and administer treatment, including x-rays, routine tests and hospitalization for the child named below:

Parent Signature:_____________________________ Child's Name: ____________________ Date: ___________________

Home Phone: _________________________Address: ________________________________________________________

Mother's Work #: __________________________________ Father's Work #: _____________________________________

Emergency Contact 1: _______________________________ Relationship: ________________ Phone: _________________ 

Emergency Contact 2: _______________________________ Relationship: ________________ Phone: _________________ 

Doctor's name: ____________________________________ Phone: _____________________________________________

Doctor's Address: ______________________________________________________________________________________

Hospital Preference: ________________________________ Phone: _____________________________________________ 


(Check all boxes that apply)
□  Frequent ear infections           


Allergies:

□  Heart Defect 



               □ Hay Fever (Seasonal)

□  Convulsions

         


□  Poison Ivy

□  Diabetes




□  Insect Stings
□  Bleeding / Clotting


   
□  Penicillin
□  Disorders




□  Other drugs
□  Hypertension




□  Asthma

□  Psychiatric treatment



□  Dairy Products







□  Peanuts and peanut products







□  Other (Please explain) _______________________________
Diseases:
□  Chicken Pox      □  Measles        □  German Measles
Is your child currently receiving special help with emotional and/or behavioral issues at home or school ( i.e. Psychiatrist, social worker, counselor, etc.  Yes____  No ____ 

If yes, Name:__________________________________ Phone: __________________________________________

Do you have family medical/hospital insurance_______ If so Indicate: Carrier_________________________________

Member ID/Policy # _________________________________


Please circle the program location your child is registered for:

EAST BRUNSWICK    /   SCOTCH PLAINS

Child's Name: ________________________________________ Date of Birth: ____________________________________

Age:__________  Both Parents live at home?  Yes_______ Separated_________ Divorced________  Widowed _______

Address: _____________________________________________________ Phone: ________________________________

Father's Occupation: ____________________________ Mother's Occupation: ____________________________________

Other Household members (Relationships, age) _____________________________________________________________

What language(s) other than English is spoken at home? ______________________________________________________

At what age did your child begin to walk? ______ At what age did your child begin to speak? __________

What operations or illnesses has he/she had? Please indicate at what age: _________________________________________________________________________________________________________

What type of eating habits does your child have?__________________________________________________________________

Are there any foods that he/she particularly dislike?_______________________________________________________________

Has or is your child receiving any special services/therapies at school or home?_______ 

If so please indicate which services and frequency:________________________________________________________________

Is your child or the family receiving any special help with emotional issues or behavioral issues at school or home?_____________

If yes please indicate type:  __________________________________________________________________________________

Has there been any changes in the family situation in the past 6 months? _______ ( Family move, divorce, death, new school, new birth, etc.)  What effect did it have on your child? __________________________________________________________________________________________________________________________________________________________________________________________________________________ 

How does your child establish new relationships?

With peers:                           _________ with ease _________ slowly _________ with difficulty

With adults:                          _________ with ease _________ slowly _________ with difficulty

Comments:_______________________________________________________________________________________________


NOTE:

Things to remember for camp:

Book bag ; change of clothes; smock or old tshirt; any special snack or drink; behavior chart/ or communication board.

Make sure all items are labeled with child’s name. 

All snacks need to be healthy and nut-free.

If your child is on a special diet or on medications please do inform us prior to start date.

No personal toys or video games are recommended not to be included in their bag.
Any questions/concerns, feel free to contact us. 

TTT inc. team.
Summer Camp 2011-2012 Registration Form





EMERGENCY TREATMENT FORM





HEALTH HISTORY





PERSONAL HISTORY FORM





PHOTO AUTHORIZATION





Please circle the program location your child is registered for:


EAST BRUNSWICK    /   SCOTCH PLAINS





Child's Name: __________________________________________________________________________





Address: ________________________________________________________________________________





City: __________________________________ State: _____________ Zip: _______________________





Phone # : ______________________________








I hereby give to Tiny Tots Therapy Inc and all persons acting with it's permission, the absolute and unrestricted permission to obtain, use, copyright, and/or publish photographic portraits or pictures of the above named person, whether such pictures are still, moving, single or multiple, or in which of the above named person is in whole or in part, in conjunction with the person's own name or another fictitious name.  It is my understanding that such picture (s) are for the purpose of art, advertising, trade, and any other lawful purpose whatsoever.  I understand further that I will not have an opportunity to approve or review the finished product that may be used in connection therewith or the use to which it may be applied.








Parent's signature: ___________________________________________ 





 Date:____________________________________ 








Clinic Locations:
 551 Park avenue, Suite 5, Scotch Plains, NJ 07076          P# (908) 380-7715      F# (908) 322-8687

431 Cranbury Road, Suite A, East Brunswick, NJ 08816            P# (732)-354-9327  
www.Tinytotstherapyinc.com          E: Info@tinytotstherapyinc.com

