
EAL Registration 2025

Return to office

Client Name:________________________________________Gender:______________DOB:_______________

Parents/Guardian Name (if applicable):_____________________________________________________________

Address:_____________________________________________City:______________________Zip:_____________

Home Phone:___________________________________Cell Phone:______________________________________

Diagnosis:____________________________________________________________Date of Onset:_____________

Affect(s) of Diagnosis:____________________________________________________________________________

_______________________________________________________________________________________________

_______________________________________________________________________________________________

Special Assistance Needed to Sit, Stand, Move, or Communicate:_________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

General Behavior:___________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Precautions/Limitations:______________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Activities of Daily Living Goals:

1._____________________________________________2._________________________________________

3._____________________________________________4._________________________________________


