Children’s Therapy Services L.L.C.

46 Roxbury Court

Cheshire CT  06410

(203) 271-3288

LARC
Lefty and Righty of Connecticut

Application for Intensive Constraint-Induced Movement Therapy
June 21-July 9 2021
Chase Collegiate Campus Waterbury, CT.
Name: ___________________________________   Date Of Birth: _______     Age: ______ 
Address: _________________________________________________________________

Home Phone: ______________________________    Cell Phone: ___________________
Mother’s Name:_______________________    Father’s Name:_________________________

Email address : ______________________________________________________________

Siblings : _________________________________      Shirt Size: _______  adult    or    youth
Primary Diagnosis:__________________________________ Involved Side: _______________

Please list all physicians, specialists, programs and therapists your child is involved with:

 Name/Discipline                         Address                                       Phone Number 

Please give brief medical history:

Please list any medications your child is taking:
    Type                     Amount and Time Given

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  

Please list any allergies or special diets:

Please list your major concern at this time:

______________________________________________________________________________________

______________________________________________________________________________________    
Does your child have any visual or hearing problems: ____________________________________________________________________________________________________________________________________________________________________________

Does your child use any special equipment?( mobility devices, augmentative communication devices )

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

What does your child like to do? What motivates your child?

What snacks does your child like to eat?  What makes your child happy?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ Is there anything else you would like to tell us about your child?
____________________________________________________________________________________________________________________________________________________________________________
Please tell us one two-handed  activity you would like your child to work on :

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

The fee for the 3 week program is $3300.00 . Please return this application with a $500.00 deposit by
 April 1, 2020 with referrals for OT and PT services.  Balance due first day of camp or insurance information submitted for prior authorization. There are a few foundations that have contributed towards the family fee in the past. Please contact me for information on grant monies as soon as possible.   The Referral Form from your physician should state PT 5x per week for three weeks and OT 5x per week for three weeks.  to 
Cindy Jackson
Children’s Therapy Services

46 Roxbury Court

Cheshire, CT 06410

Please contact Cindy at jackcts01@yahoo.com or 203 217-0591 with any questions. Once the application is received, we will contact you to provide additional information.
__________________________                              __________________

Parent Signature                                                      Date

