
                  
 

 

 
 
 

INFORMATION FOR THERAPY SERVICES 
 

Child’s Name:_______________________________ Child’s DOB: __________________ 
 
Parent Name: _______________________________________________________________ 
 
Address: ____________________________________________________________________ 
  
 _______________________________________________________________________ 
 
Telephone:  Home: ________________ Work: _______________ Cell: _______________ 
 
Email address: _______________________________________________________________ 
 
Best #/Time to call: __________________________________________________________ 
 
Site of Service (home, daycare, etc.): 
______________________________________________________________________________ 
 
Concerns/Reason for Referral: 
______________________________________________________________________________ 
 
Insurance type:  NC Medicaid         BCBS         Other:  

Policy/ID #:                                    Group #: 

Insurance Address/Phone Number:  

Physician Information 

Dr. Name: 

Practice: 

Address: 

 

Phone #: 

Facility NPI #: 

 
 

Handprints and Footsteps Pediatric Therapy, LLC 
8133 Ardrey Kell Rd, Ste 104,  Charlotte NC 28277 

Phone: 803-802-8593  Fax: 704-626-6614 
Cell: 803-370-1593 

handprintsandfootsteps@yahoo.com 

 


