


Appointment Reminder Consent 
 
 
 

 

 
 

 
Complete this form and sign below to give your permission for Max Well Therapy, LLC to provide 
automatic appointment reminder service by email or by cell phone text message. 
 
 
Step One:  Select One Option Below 
 
 We may send email messages to confirm my upcoming appointments to . 
 We may send cell phone text messages to confirm my upcoming appointments to . 

I recognize that normal text messaging rates may apply. 
 
 

Step Two:  If you would like text messages instead of email reminders, please indicate your Cell 
Phone Carrier. 
 
We cannot set your account up to send email text message reminders without knowing your cell phone 
carrier.  Please indicate your carrier below, if you would like text message reminders: 
 
 ALLTel 
 AT&T 
 Boost Mobile 
 Cingular 
 Cricket Wireless 
 Metrocall 
 MetroPCS 
 Nextel 
 Qwest 
 Sprint PCS 
 T Mobile 
 US Cellular 
 Verizon 
 Virgin Mobile 

 
  

 
 

Signature of Patient or Guardian 
 
 

 
 

Date 
 





PERFECT ATTENDANCE AWARD 
Attend all of your Therapy Visits and earn $25 in Max Well Bucks! 

 
Terms & Conditions 

• Must attend all visits scheduled throughout POC – 12 or more visits 
• Any Cancels, Reschedules, or No Shows, you will automatically be disqualified 

Bonus 
• Wear your Max Well Shirt every visit, and put your name in the drawing for a Free Massage!  
• Your picture gets put up on our Facebook page when you win!  
• Use your $25 Max Well Bucks on any service (including Laser Therapy and Massage), product, or account 

balance.  

MAX WELL THERAPY, LLC 
NO SHOW/CANCELLATION POLICY 

Purpose 
To improve scheduling opportunities and encourage patients or parents/guardians of patients to call and cancel their 
appointments in a reasonable amount of time (24 hours) which would allow for better use of patient, staff and 
therapists time. 

We can text message or email your appointment reminder the day prior. 
 

1st No show/Cancellation--A $30.00 fee will be charged to the account, payment needs to be made before next 
appointment. 
 
2nd No show/Cancellation-the patient will receive a phone call informing them that they have now missed or 
cancelled two (2) appointments without notifying the office in time and a $30.00 fee will be charged to the account.  
The next offense will result in a discharge from our clinic. 
 
3rd No Show/Cancellation-the patient will receive a letter informing them that they have now missed or Cancelled 
three (3) appointments and will result in discharge from our clinic.  A $30.00 fee will be charged to the account. 
 
Scope 
This policy encompasses Max Well Therapy, LLC 
 
Policy 
This policy is to inform patients or parent/guardians of patients that a $30.00 fee will be charged to the account when 
you miss an appointment or did not cancel within 24 hours of your scheduled appointment.  Payment of fee needs to 
be made before next appointment.  If an appointment is made the same day and the patient does not show up a 
$30.00 fee will still be charged.  It is our understanding that if you have requested a same day appointment you have 
a need for an urgent or emergent visit that cannot wait until the next day. 
 
Patients who No-Show or cancel a double appointment-(having two therapies back to back) will be charged a $30.00 
fee per therapy per visit and patients will be restricted from scheduling double appointments in the future.  A note will 
be entered into their case in our systems. 
 
Please sign below to confirm that you have read the above statements, and you agree to follow these policies. 
 
 
 
               Parent/Guardian Signature                                                         Date 
 
 
                   Patient's Printed Name         Date 
 
 
               Office Manager Signature                                                           Date 
 
On ___________ you were a no-show for your scheduled appointment at ___________.  
Patient/Guardian Initial _________ 
 
On ___________ you called to cancel your appointment with less than 24 hours notice.  
Patient/Guardian Initial _________ 



 

 

 
 

Welcome to Max Well Therapy LLC.  
 
 

We require authorization for treatment. I,_________________________(signature, if 
minor parent or guardian signature), consent to Evaluation and Treatment by Max Well 
Therapy,LLC of my problem as diagnosed by my physician.   
 

 
 
 
 
 
Signature: __________________________________Date:___________________ 
 
Office Manager:______________________________Date:___________________ 
 
 
 
I _______________________________________ give my permission for Max Well 
Therapy, LLC to disclose my private health information to the following individuals: 
 
name:________________________________  relationship _____________________ 
name:________________________________  relationship _____________________ 
name:________________________________  relationship _____________________ 

 
  



1397 S Linden Rd., Ste B • Flint, MI 48532  
P: 810 .230 .9750    F: 810 .230 .8799  

 
8273 S. Saginaw Rd., Ste B• Grand Blanc, MI 48439 

 P: 810 .579.7184   F. 810 .579.7185 

                       www.maxwelltherapy.com 
                                                             
                                                            
Name: __________________________       How did you find us?_________________________ 
 
Email: ______________________________________________________________________ 
 
                                                         

Pediatric Case History Form 
Please complete the following form and drop it off before your scheduled evaluation 

 
Child’s Name:__________________________________ Today’s Date:____________________ 
 
Date of Birth: __________________________   Date of onset: ___________________________ 
 
 
What are your current concerns regarding speech, language, motor movements, sensory skills, 
grooming/dressing, or diet? Please note when the difficulties began. _______________________ 
___________________________________________________________________________
___________________________________________________________________________  
 
A. Medical History: 
 
1.  Does the child currently have a medical diagnosis?  If so, please list/describe (please include history 
of chronic conditions, i.e. congestion/ear infections)._____________________________ 
___________________________________________________________________________
___________________________________________________________________________  
 
2. Who is the child’s current 
pediatrician?_____________________________________________ 
3. Has the child ever had surgery or been hospitalized for any reason?  Please list._______________ 
___________________________________________________________________________
___________________________________________________________________________  
 
4. Is the child currently taking any medications or vitamin supplements?  Please list current 
medications and reason. 
___________________________________________________________________________  
___________________________________________________________________________  
 
5.  Does the child have any known allergies? (medications, food, latex, seasonal, etc.) Please list. 
___________________________________________________________________________
___________________________________________________________________________  
 
 
 
 

http://www.maxwelltherapy.com/


 
B. Family History: 
 
1. List who is currently in the child’s immediate living environment.__________________________ 
___________________________________________________________________________ 
 
2. Is there family history of speech, language, learning, hearing, sensory, motor, or mental health 
issues (ADD, anxiety, etc.)? Describe._______________________________________________ 
___________________________________________________________________________ 
 
C. Birth History: 
 
1. Was the child born full-term?  If not, indicate weeks of prematurity._______________________ 
2. Was your child’s birth natural or c-section?_________________________________________ 
3. List any complications surrounding the birth/pregnancy._______________________________ 
 
 
4. Did the child come directly home from the hospital or stay for any reason?  Please indicate reason, 
duration if applicable.__________________________________________________________ 
__________________________________________________________________________ 
 
D. Developmental History: 
 
1. At what age did the child do the following: 
 Sit up alone?_____________________ Complete toilet training?________________ 
 Crawl on all fours?________________ Say first true word?____________________ 
 Walk alone?_____________________ Connect 2 or more words?______________ 
2. Has your child ever had any difficulty eating (chewing, swallowing, stuffing, pocketing, picky, food 
aversions, cup use, bottle feed, breast feed)___________________________________________ 
__________________________________________________________________________ 
 
3. Does your child have an active or lingering thumb sucking, finger sucking, or pacifier habit?_ 
___________________________________________________________________________ 
 
4.  How would you describe your child as an infant (alert/active, difficult to calm, resistant or likes to 
be held, good or irregular sleep patterns, fussy or irritable, excessive crying, tense or floppy when 
held, responsive to 
surroundings)?____________________________________________________ 
__________________________________________________________________________ 
 
E.  School/Therapy History: 
 
1.  Does the child currently attend school, daycare, playgroup, etc.?  If so, indicate where and how 
long each week._____________________________________________________________ 
2.  Is the child having and difficulties at school (academically, behaviorally, etc)?____________ 
___________________________________________________________________________
__ 
 
3.  Has the child ever received any type of therapy (speech/language, occupational, physical, early 
on)?  If so, indicate which type(s) and durations:  
___________________________________________________________________________  



 
4. Does your child have an 
IEP?____________________________________________________  
 
F. Social/ Play Behavior: 
 
1. List the child’s preferred play activities:____________________________________________ 
__________________________________________________________________________ 
2. Does the child… 
 Engage in pretend play?___________________________________________________ 
 Play with toys 
appropriately?________________________________________________ 
 Take turns in play?_______________________________________________________ 
 Play with or alongside other children?_________________________________________ 
 Make adequate eye contact?________________________________________________ 
 Seek out others for interaction?______________________________________________ 
3.  Does your child have any behavioral issues?________________________________________ 
4. What motivators work well for your child?__________________________________________ 
___________________________________________________________________________ 
 
5.  Do you currently have a behavior program? If yes, explain.______________________________ 
___________________________________________________________________________ 
 
6.  Does your child have difficulty staying focused/on-task as compared to same-age peers? If yes, 
describe.____________________________________________________________________ 
___________________________________________________________________________ 
G. Speech/Language Skills: 
 
1.  Has the child’s hearing or vision been evaluated?  If so, indicate where, when, and the status of that 
evaluation ___________________________________________________________________ 
___________________________________________________________________________ 
2. How does the child currently communicate their 
wants/needs?___________________________ 
___________________________________________________________________________ 
3. Is the child using gestures and non-verbal language (facial expressions, body language) 
appropriately?  
Describe.____________________________________________________________________ 
___________________________________________________________________________ 
 
4. Does the child follow directions? If so, how many steps?  If not, describe.___________________ 
___________________________________________________________________________ 
 
5.  Do you or others have difficulty understanding your child?  If so, describe._________________ 
__________________________________________________________________________ 
 
 
H. ADL/Self Help Skills: 
 
1.  Do you have any concerns with independent functioning?______________________________ 
___________________________________________________________________________ 
2.  Eating: indicate yes/no, can the child… 



 Feed self finger food?______________ Stab food with fork?___________________ 
 Bring Spoon to mouth?_____________ Scoop food with spoon?________________ 
 Cut food with knife?_______________ Feed self independently?_______________ 
3.  Dressing: Indicate yes/no, Can the child independently… 
 Take off clothes (shirt, pants, shoes, socks, coat)?_______________________________ 
 Put on clothes (shirt, pants, shoes, socks, coat)?_________________________________ 
 Fasten small buttons, large buttons, or snaps?___________________________________ 
 Zipper 
up/down?_________________________________________________________  
 Tie 
Shoes?______________________________________________________________  
 
I. Reading/Writing History: 
 
1.  Does the child have interest in books? Describe.______________________________________ 
___________________________________________________________________________ 
 
2. Describe the child’s current literacy/writing status (reading, recognizing letters, tracing, etc.)._ 
___________________________________________________________________________
___________________________________________________________________________ 
 
3.  Do you have concerns regarding Fine Motor Skills (i.e. holding pencil correctly, manipulation of 
objects, scissor skills, coloring within the lines)? If yes, describe.___________________________ 
__________________________________________________________________________ 
4.  Do you have concerns regarding your child’s handwriting skills (i.e. poor spacing of words, reversals 
of letters/numbers, mastering curves, etc.)? If yes, describe.______________________________ 
__________________________________________________________________________ 
 
J. Motor/Sensory Skills: 
 
1.  Do you have concerns regarding Gross Motor Skills (i.e. walking, jumping, running, balance, ball 
skills, physical activities)? If yes, describe.________________________________________ 
___________________________________________________________________________
___________________________________________________________________________ 
 
2.  Has your child ever had difficulty with body awareness and/or coordination with movement (i.e. 
appears clumsy, grasps objects too light or too tight, moves very fast or very slow, etc.)?___ 
___________________________________________________________________________ 
 
3.  Has your child ever had difficulty with sensory issues (i.e. respond differently to touch, noise, light, 
or smells; crave rough play or touch; bump into objects; not like to get messy; seem fearful of 
movement)? If yes, describe.____________________________________________________ 
___________________________________________________________________________ 
 
4.  Does your child get car sick, seek movement, have difficulty sitting still?_________________ 
___________________________________________________________________________ 
 
K. Diet/Nutrition History: 
 
Height: __________________  Weight: _________________  Usual Weight: _______________ 
Any Weight loss or weight gains?______  If yes, in what time frame?______________________ 



Does your child have any diagnosed food allergies? ____________________________________ 
Does your child have any food sensitivities or aversions?________________________________ 
Does your child have any difficulties chewing or swallowing? If yes, explain.___________________ 
__________________________________________________________________________  
Is your child now consuming or has your child ever tried any liquid nutritional supplements 
(Pediasure, Peptamen Jr, Carnation Instant Breakfast, Boost Kids, etc.)?  If so, please 
list:___________________  
___________________________________________________________________________ 
What are your child’s usual elimination/evacuation (urination/BM) patterns?___________________ 
___________________________________________________________________________  
   
L. Therapy Goals: 
 
1.  What are your current speech/language related goals/expectations for your child?_____________ 
___________________________________________________________________________ 
 
Do you wish to pursue speech therapy if needed? Yes / No 
 
2. What are your current occupational therapy related goals/expectations for your child? 
__________ 
___________________________________________________________________________  
 
Do you wish to pursue occupational therapy if needed? Yes / No 
 
3.  What are your current physical therapy related goals/expectations for your child?____________ 
__________________________________________________________________________  
 
Do you wish to pursue physical therapy if needed? Yes / No 
 
4.  What are your current dietary/nutritional related goals/expectations for your child? ___________ 
___________________________________________________________________________ 
Do you wish to pursue nutritional therapy if needed? Yes / No 
 
5.  If yes to # 1- 4, what are your preferred/available times to bring your child to therapy?__________ 
___________________________________________________________________________  
 
6.  Are there any issues (language, religious, cultural, food restrictions, etc.) that may interfere with 
therapy?___________________________________________________________________  
 
7. Please provide and additional information that may be helpful to the evaluation/treatment 
process:_____________________________________________________________________
_ 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
Completed by:______________________________ Relationship_____________Date_______ 
 
 
 

THANK YOU! 
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