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Applied Behavior Analysis Intake Form
	Child Information
	Today’s Date:

	Last Name: 
	Age:        yrs        months

	First Name:
	Date of Birth:

	Home Phone:
	

	Address:
	City:
	State:

	Zip Code
	County:
	Country:


	Primary Diagnosis:
	Date of Diagnosis: 

	Secondary Diagnosis: 
	Date of Diagnosis: 

	Other conditions: 
	Date of Diagnosis: 


	Legal Guardian Information 
	

	Full Name: 
	Relationship to Child: 

	Address: (if different from applicant) 

	City: 
	Occupation: 

	State: 
	Name of Employer: 

	Home Phone: (if different from applicant) 
	Business Phone: 

	Cell Phone: 
	E-mail: 

	Father or Legal Guardian Information 
	

	Full Name: 
	Relationship to Child: 

	Address: (if different from applicant)

	City: 
	Occupation: 

	State: 
	Name of Employer: 

	Home Phone: (if different from applicant) 
	Business Phone: 

	Cell Phone: 
	E-mail: 


	Applicant’s Siblings:
	
	

	Name: 
	Age:
	Gender:

	Name: 
	Age: 
	Gender: 

	Name: 
	Age: 
	Gender:

	Name: 
	Age: 
	Gender: 


	Present School/Placement
	

	Name of School: 
	Years attended: 

	Address: 
	Placement: 

	Phone: 
	


	Medical Information
	

	Is your child on mediation?     FORMCHECKBOX 
  Yes    FORMCHECKBOX 
 No

	Primary Physician: 
	Phone Number: 

	DAN Doctor:

	Special Diets:

	If yes, list medication, administration times, usage:

	Type of Medication
	Dosage
	Administration Times
	Used for

	
	
	
	

	
	
	
	

	
	
	
	

	

	Has the child ever been admitted to a hospital/treatment center for psychiatric, behavioral, or crisis situations?      FORMCHECKBOX 
 Yes    FORMCHECKBOX 
  No        If yes, please explain.

	

	Are there any medical conditions that need to be considered when delivering treatment?
	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
No        
If yes, please explain.

	


	History of Treatment

	(  Behavior Consultation Provider
	   Dates of service:  __________to ____________

	Provider Agency:

	Provider Name:

	Provider Phone:

	Frequency of provider consultation:

	Methods of treatment by the provider. 

 FORMCHECKBOX 
 ABA Lovaas-based

 FORMCHECKBOX 
 ABA Verbal Behavior-based

 FORMCHECKBOX 
 TEACCH                FORMCHECKBOX 
 RDI 
	 FORMCHECKBOX 
 Greenspan/Floortime

Other: ______________________
Other: ______________________


	Please describe services by the provider and program information.

	


	Please describe the results of these therapies in regards to success in achieving goals.

	


	Supportive Services
	
	

	What other services is your child currently receiving both in-school and out of school? Please enclose a copy of the child’s most recent IEP or IFSP and Therapy goals from each area that is checked.

	Service/Therapy
	Location
	Minutes/Week

	 FORMCHECKBOX 
 Early Intervention Services
	 FORMCHECKBOX 
 School    FORMCHECKBOX 
 Home
	

	 FORMCHECKBOX 
 Speech and/or language therapy
	 FORMCHECKBOX 
 School    FORMCHECKBOX 
 Home
	

	 FORMCHECKBOX 
 Occupational Therapy
	 FORMCHECKBOX 
 School    FORMCHECKBOX 
 Home
	

	 FORMCHECKBOX 
 Physical Therapy
	 FORMCHECKBOX 
 School    FORMCHECKBOX 
 Home
	

	 FORMCHECKBOX 
 Other
	 FORMCHECKBOX 
 School    FORMCHECKBOX 
 Home
	

	 FORMCHECKBOX 
 Other 
	 FORMCHECKBOX 
 School    FORMCHECKBOX 
 Home
	

	 FORMCHECKBOX 
 Other 
	 FORMCHECKBOX 
 School    FORMCHECKBOX 
 Home
	


	What, if any, behavior issues does your child have? Ex., self-injurious, aggressive towards others, etc., please explain. Include methods used to decrease these behaviors.

	


	What are your top 3 goals for your child this year?

	


	What would you like us to know about your child?

	


	What current communication skills does your child have? Ex., sign language, PECS, verbal, please explain

	


	What level of commitment are you willing to make at home in order for your child to achieve these goals?

	


The undersigned hereby acknowledge that the information contained in this application is accurate in all respects.

Parent/Guardian (print name)  _________________________________________
Signature of PARENT/GUARDIAN: __________________________________________ Date: _______________ 

Service Needs

Services interested in: (Please select the type(s) of therapy services you would like to receive (please note that while we will attempt to provide the type of service you request, not all services may be available at time of request): 

· Home Based Services

· Sydney’s School – STAR Autism Program

· Community Based Services

· School Based Services

· Intensive Feeding 

· Toilet Training Program

· Parent Training 

· Staff Training

Thank you for your request; your request will be added to our current wait list. We will be contacting you to discuss the availability of services
THANK YOU and We Look Forward to Working with You Soon!

Contract for Applied Behavior Analysis Services
I, ______________________________ agree to _______ hours of therapy per week. I understand that all therapy visits have a two-hour minimum. I will be billed for services on the 15th and 30th of each month. Payment of services is due upon receipt of the service invoice and I may pay by credit card or check. Credit or debit card payments can be made at www.advancedbehavioralsystems.com.

Delinquent payment penalty- unpaid or late payments may result in service termination from ABS. Student records will not be released until all accounts have been satisfied. If the payment has not been received after 60 calendar days, it will be submitted to a collection agency for collection.

I understand that Advanced Behavioral Systems (ABS) does not endorse 1:1 therapy hours of less than 10 hours per week. The frequency of therapy recommended for your child is based on current research and should be followed in order to receive the most effective services. However, we are happy to create a program that fits your family’s needs.

Team Meetings and Supervision

I understand that team meetings where all members of my child’s therapy team are essential to the success of the program and I agree to have a minimum of 2 visits per month from my program consultant (i.e. A therapy session will be observed and/or a team meeting).

I understand that if my child needs a behavior plan or special program the BCBA or BCaBA will do this from their home office. This will show as an “Indirect” charge on your monthly invoice. All programs with less then 10 hours per week of therapy will have a 1-2 hour “Indirect” charge per month for program updates.  (This does not apply to families enrolled in Sydney’s School)
Cancellations

ABS requires at least 24 hours notice to cancel a scheduled therapy, evaluation or consultation session. Clients will be charged the full amount of the therapy session for cancellations not made 24 hours prior.

Due to the number of clients who may be on the waiting lists for therapy, multiple cancellations in a month may result in a loss of your assigned appointment time. Late payment fee- all payments more than fifteen days past due will be subject to a $50.00 late fee and a hold on services until payment is received. 
Rate Plans
I agree to pay the following service rates:

1. One-on-one therapy provided by a Behavior Therapist: $35.00 per hour for home based self-pay families (self-pay discounts do not apply)
2. Consultation or therapy provided by a Board Certified Assistant Behavior Analyst (BCaBA): $70.00 per hour.

3. Consultation or therapy provided by a Board Certified Behavior Analyst (BCBA): $90.00 per hour.

4. One-on-one therapy and supervision for students enrolled in Sydney’s School for Autism: $45.00 per hour for self-pay families.

Self-paying families qualify for a 15% cash discount for services provided by a BCBA or BCaBA.  

If I am covered by insurance benefits, the insurance company will be billed at the prior negotiated rates, I am aware that those rates may vary from the self-pay rates and I agree to pay any co-pay amount as indicated by my insurance company. 

I understand that it is my job to immediately inform ABS of any insurance changes. I understand that delayed notification may result in a lapse in insurance coverage for services. I understand that in the event that my insurance does not reimburse for services rendered, there is a lapse in authorization, my plan or information changes that I am responsible for all charges.

If you have any questions or concerns about your invoices or service agreement at any time please call Jennifer Rava-Wooten, M.S, BCBA at 352-239-2964.

I/we have carefully read and agree to this Fee Agreement.  I/we agree to abide by the terms stated above.
Parent 1 signature: ___________________________________________________
Date: ____________________________

Parent 2 signature: ___________________________________________________

Date: ____________________________

ABS Representative signature:  ______________________________
Date: __________________________________

E-MAIL CONSENT TO COMMUNICATE WITH PROVIDERS

Client/Guardian name: _______________________________ 

RISKS: The confidentiality of e-mail communication cannot be assured.

1. E-mail communication may be viewed by third parties.
2. E-mail is sent across an open computer network and is generally unencrypted. It is thus accessible to prying eyes similar to a postcard.

3. E-mail sent using an employer’s e-mail system could legally be read by the employer.

4. The biggest threat to the confidentiality of e-mail is not hackers intercepting messages, but messages that are mis-addresses, mistakenly forwarded to others, or are read using shared e-mail accounts or on computer screens when one forgets to log-off.

BENEFITS:

1. Use of e-mail may eliminate “telephone tag” between client and health care provider.

2. Non-urgent messages and questions may be communicated with less interruption that by phone.

3. E-mail allows a written record of communication, which can be a useful reference.

GUIDELINES FOR E-MAIL COMMUNICATION:

Appropriate uses of e-mail for medical communication include:

1. Address and telephone numbers of referring facilities;

2. Assessment results with interpretation and recommendation;

3. Before-admission and after-discharge instructions;

4. Client education;

5. Questions and answers about issues discussed during a previous visit;

6. Questions and answers about new symptoms by an established client;

7. Verification of future appointment dates/times;

8. Other messages of a similar nature to the topics above.

E-mail SHOULD NOT be used to communicate:

1. Emergencies and other time-sensitive issues

2. Sensitive information, defined as any information that the client would not want anyone other than the health care provider to have.

This consent form applies to all health care providers who are providing care to you. Either the client of health care provider may terminate e-mail correspondence at any time.

I, _________________________________________ (name of client/guardian) understand the risks, benefits, and appropriate uses of e-mail communication with my providers. 

______ I have reviewed the information above and wish to proceed.

______  I do not wish to have ABS staff correspond with myself or other therapist by email.

__________________________________ / _________________________________ /__________
Client/Guardian E-mail Address 


    Signature


   Date

TREATMENT / EVALUATION AGREEMENT

This agreement is hereby made and entered into this day of _____________by and between __________________, and Advanced Behavioral Systems, LLC.
The said parties, hereby agree to the following:
Consent for Treatment. I now voluntarily consent to treatment or evaluation performed by clinicians with ABS. This consent for treatment is valid for all care that is provided for at least one (1) year from the date I sign this agreement. I understand that I can revoke this consent for treatment at any time in writing to the ABS main office.
Payment Agreement. Whether I sign as the client or as the guardian, conservator or agent of the client, I assume full responsibility for and agree to pay all costs, charges, and expenses for services rendered. Each bill for all ABS charges shall be due and payable by the client, parent, his/her agent, guardian, conservator or third party responsible for payment at time of service or on the date stated on the bill. I now agree to pay all costs and fees, including attorney fees, in the event ABS brings any action because of any failure by someone or me on my behalf to pay ABS bills in full.
Preauthorization Requirements. I understand that it is my responsibility to obtain all pre-authorizations and to comply with all requirements of any insurance plan that I am relying on for coverage of ABS charges.
Cancellation. Should I be unable to attend my scheduled appointment, I will notify by phone my clinician (leaving a message as necessary. I understand that I will be billed a regular therapy fee if the clinician has not been notified at least twenty-four (24) hours prior to my scheduled visit. Please note that insurance will not reimburse for missed appointments
Treatment Cooperation. I/we agree to cooperate with ABS’s efforts to provide services to my student and my family and I/we will participate in the treatment process and will follow through with any interventions recommended by ABS. 

I/we agree to notify ABS of any changes in diets, medication or the addition of other treatments prior to the onset of these changes or immediately after
Payment. I/we hereby agree(s) to pay ABS, for service amount, which is listed on the attached fees for service form at the time the invoice, is received. I understand that services include record reviews, phone consultations, report writing, program development, shopping for materials, face to face home visits, and observations conducted in other environments.  Services are billed in 15-minute increments.
Therapists. ABS will supervise and monitor services provided to me by individual therapists and consultants.  These therapists and consultants are independent contractors of ABS and will be supervised according to the requirement’s set forth by the Behavior Analyst Certification Board.   All scheduling will occur between myself/us and the independent contractor. Therapists are not permitted to babysit for their clients at any time or under any circumstance. 
I/we understand that, if my child is participating in a treatment program with ABS, a monthly team meeting with all team members is required each month or as recommended by the BCBA.
Risks. I/We understand that there is a risk associated with any type of therapy or intervention. I/we agree that to the fullest extent permitted by law, ABS shall not be liable to Client for any special, indirect or consequential damages whatsoever, whether caused by ABS’s negligence, breach of contract, or other cause or causes whatsoever including, but not limited to, loss of behavioral consulting services and the costs related to locating a new provider of such consulting services.  This does not include willful or intentional wrongs.
Solicitation. I/We agree to not solicit Advanced Behavioral Systems staff that work with my student for privately paid services. This includes babysitting, more therapy hours, etc…
Service Cancellation. I/We agree to give Advanced Behavioral Systems two weeks notice if we wish to terminate services.  We understand that emergency situations may arise but the proper transition away from services is important for your child and families success.
I HAVE READ THIS AGREEMENT, I UNDERSTAND WHAT IT SAYS, IT HAS BEEN FULLY EXPLAINED TO ME, AND ALL OF MY QUESTIONS HAVE BEEN ANSWERED. BY SIGING THIS FORM I UNDERSTAND AND AGREE TO WHAT IT SAYS.

___________________________________________________________________________________ 

Parent/guardian signature 





Date

___________________________________________________________________________________
Financially responsible party (if not client or parent)

Date

___________________________________________________________________________________
Jennifer Rava-Wooten, M.S., BCBA



Date


President / Owner

Release of Information
I, __________________________________________________________, do hereby authorize: Advanced Behavioral Systems, including all employees, to RELEASE TO and OBTAIN FROM information from the record of 
______________________________________________________  DOB ________________________

(Print Child/Client Name)
The information that may be released includes: 
(Physical Examination

 (Birth Record

 (Medical Examination

 (Psychological Examination

 (Psychosocial History

 (IEP

 (ABLLS Graphs
(Progress Notes

 (Summary of Treatment to Date

 (Discharge Summary

 (After Care Plan

 (Medication Record

 (Education Record

 ( Other: ________________________________

I understand that I need not consent to the release of this information. However, I choose to do so willingly and voluntarily for the purpose(s) specified above. 
I understand that I may revoke this authorization at any time (except to the extent that action has been taken in reliance thereon), by written, dated, communication to the President / Owner of Advanced Behavioral Systems.

______________________________________________

_________________________

Signature of Parent/Guardian




Date

(     ) I have chosen to receive a copy of this Release 

(     ) I have chosen not to receive a copy of this Release
Insurance Verification Form
	Today’s date:
	PCP:

	PATIENT INFORMATION

	Patient’s last name:
	First:
	Middle
	Nickname:

	Birth date:
	Age:
	Sex:

	Street address:
	Social Security #:
	Home Phone #:

	Apt #:
	City:
	State:
	Zip:

	Occupation:
	Employer
	Employer phone #:

	Parent (s) last name:
	Parent (s) first name:
	Marital status (circle one)

S M D S W

	

	INSURANCE INFORMATION

	

	Person responsible for bill:
	Birth date:
	Address (if different)
	Home phone #:

	Occupation:
	Employer:
	Employer Address:
	Employer phone #:

	Is this patient covered by insurance?

	Primary Insurance:
	Claims Address:
	Insurance Phone #:
	Coverage Effective Date:

	Subscriber’s Name
	Subscriber’s SSN:
	Birth Date:
	Group #:
	Policy #:
	Co-payment:

$

	Patient’s relationship to subscriber:
	Self
	Spouse
	Child
	Other

	Name of secondary insurance (if applicable)
	Subscriber’s name:
	Group#:
	Policy #:

	Patient’s relationship to subscriber:
	Self
	Spouse
	Child
	Other

	

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home phone #:
	Work phone #:

	The above information is true to the best of my knowledge.  I authorize my insurance benefits be paid directly to the provider.  I understand that I am financially responsible for any balance.  I also authorize Advanced Behavioral Systems, LLC or insurance company to release any information required to process my claims.

	_______________________________________________________________

Patient/Guardian signature
	_____________________________

Date


The intake process includes

1. Free ½ phone consultation so we can get to know your families needs early on.
2. The pages 1-6 being submitted by email to info@advancedbehavioralsystes.com
3. Submit the following information by mail or fax.

· Copy of most recent IEP
· Confidentiality Release Form and Email Release
· Insurance Verification Form
· Copy of most recent comprehensive evaluation
· Copy of most recent speech/occupational therapist evaluations and goals
· Copy of front and back of medical insurance card
· Treatment Agreement
· Rate Agreement
· If your child has ASD please obtain a RX from your doctor that states diagnosis with code 299 and the recommendation for ABA Evaluation and Therapy.

Please list the days and times that you would like services to be provided. We will make all attempts to fulfill the times you request but can not guarantee availability.


Monday: ____________________ Tuesday: __________________ Wednesday: _______________________


Thursday: __________________ Friday: _____________________ Saturday: ___________________________









Mailing Address:  9 Dahlia Court, Homosassa, Florida 34446

