
Client Induction Form 
Primary Contact 

(Parent 1.) First Name: ____________________ Last Name: ____________________

(Parent 2.) First Name: ___________________  Last Name: _____________________ 

Address Number: _____ Street: __________________________________________________ 

Town/Suburb: _________________________ Postcode: _____________ State: ____________ 

Contact number/s - Please circle preferred number for 1st point of contact.  

Parent 1: _____________________ Parent 2: _________________________ 

Email – Please note the email address provided will receive all receipts for transactions 
processed.  

Email Address: __________________________________________________________________ 

NDIS: Yes/No  Provider: ____________________________________________________ 

Provider/Plan Managers Email: ___________________________________________________ 

NDIS Client Number: _____________________________ 

Commencement Date: ___________ Conclusion Date: ____________ 

Student 

First Name: _____________________ Last Name: _______________________ 

DOB: _____________ School Name: ___________________________ 

Diagnosis: 

_______________________________________________________________________ 

_________________________________________________________________________________ 

All information gathered above is stored in accordance with Miss McFadden 
Educational Therapy privacy policy and procedures. Signing below confirms the 
information you have provided is true and correct.  

Date: _________________ Signature: ______________________________ 
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