BEHAVIOR
THERAPIES
& TESTING

OParent Training o Consultation

o Sibling Services O Individual Counseling o Group Counseling

Parent Name: Client Name:

0 Direct Service 0 Social Skills (PEERS)

Home Address: Service Address:
Phone: Gate code/etc:
eMail: Diagnosis:
Gender:
Notes: Date of Birth:
Primary Care MD:
-Phone:
-Fax:

(Click to upload copy of diagnosis and

prescription for ABA therapy services)

Special Factors:
o Aggression: oVerbal oPhysical
Self / Others Description:

o Language: oNon Vocal: oPECS oSign oEchoic
Verbal: oMinimal oFunctional oLabored oFluent
O Stereotypic Behaviors: oHand Flapping cOdd Eye Gaze
oOther:
oFixed Interests:
O Energy Level: oLow oAverage oHigh oHighly Variable
0 Physical Issues:
O Sensory Issues:
o Rare Diagnosis:

0 Compliance: o All Adults oSome Adults oCertain Activities
Description:
0 Social Skills: o Adults cSame age Peers
olnappropriate Group Selection o Enter/Exit Conversation
oMaintain a conversation appropriately oGood Sportsmanship
Description:
o Self-Care
oToileting oBathing oHand Washing oDressing oTeen/Adult
o Play / Leisure Skills
oLimited attention to games oLimited games of interest
00dd toy use / limited toy skills
olnappropriate times (up all night) oiPad/iPod fixation

o IEP Advocacy & Support
g Other:

Insurance Brand:

ID Number:
Provider Call Number:

Service Coordinator:

-Contact:

Co-Pay / Co insurance:

Deductable:

Out of Pocket Max:

Plan Year:

(click here to upload front of ID card)
(click here to upload back of ID card)

School District:
Attends:

IEP / 504:
-services:

Advocate:

-Contact:

(click here to upload documents)

Other Details of Note:
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