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Behavioral Support Request
Thank you for the opportunity for ABC, Inc. to assist you and your family with your behavioral goals. The attached package will assist in efficiently identifying areas of concern to your family.
We know that the information may require some time, thought and you may need to provide additional information. Therefore, it is helpful if this information could be submitted as quickly as possible to begin the process for services.

Please email, fax or drop off in person to appropriate staff member:
· Intake packet, completed
· Insurance Information Form
· HIPPA notice, signed 
· Previous evaluations (including other services or psychological testing)
· Authorization to evaluate
· Authorization to video record
· Authorization to contact
· Authorization to release records
· IF applicable, custody agreements
· If applicable, current IEP or school-based Behavior Plan

If you have any questions about the above requests, intake, or assessments, please call our office at 256.772.4400.
Our office is located off 565 at the Wall Triana exit. Turn North and take the second right.
Physical Address: 100 Spenryn Drive Madison, AL 35758
Mailing Address:  P.O. Box 6773 Huntsville, AL 35813
Services Provided:
Applied Behavioral Concepts provides services relating to the field of Applied Behavior Analysis
· Standardized and Individualized testing and evaluations
· Therapeutic Intervention
· Functional Assessments
· Behavior Modification Plan
· Parent Training
· Social Skills Assistance 
  
HIPAA Compliance Patient Consent Form

Our Notice of Privacy Practices provides information about how we may use or disclose protected health information. The notice contains a patient’s rights section describing your rights under the law. 
You ascertain that by your signature that you have reviewed our notice before signing this consent. The terms of the notice may change, if so, you will be notified at your next visit to update your signature/date. You have the right to restrict how your protected health information is used and disclosed for treatment, payment or healthcare operations. 
The HIPAA (Health Insurance Portability and Accountability Act of 1996) law allows for the use of the information for treatment, payment, or healthcare operations. By signing this form you consent to the use and disclosure of your protected healthcare information. You have the right to revoke this consent in writing, signed by you. However, such a revocation will not be retroactive. By signing this form,
I understand that:
· Protected health information may be disclosed or used for treatment, payment, or healthcare operations. 
· The practice reserves the right to change the privacy policy as allowed by law.
· The practice has the right to restrict the use of the information.
· The patient has the right to revoke this consent inwriting at any time and all full disclosures will then cease.
· The practice may condition receipt of treatment upon execution of this consent.
May we phone, email, or send a text to you to confirm appointments?		YES		NO
May we leave a message on your phone?						YES		NO
May we discuss treatment interventions with any member of your family?		YES		NO
If YES, please name the members allowed:
__________________________________________________________________________________________
This consent was signed by:
[bookmark: _Hlk108793254]Printed Name: ______________________________________________________________________________
Signature: ____________________________________________________________     Date: _________________
Witness:
Printed Name: ______________________________________________________________________________
Signature: ____________________________________________________________     Date: ________________
Consent and Agreement for Evaluation and Assessment

I, _______________________________, agree to allow Applied Behavioral Concepts, INC, to perform assessments and evaluations to develop interventions, goals, benchmarks, and task to assist my child, ______________________________________________________, DOB _____________________. 

I understand that these services include direct face-to-face contact, interviews, and testing. They may also include additional time for reading consultation summaries, record reviews, scoring and interpretation, as well as other activities to support the intake process. I agree to provide full, honest answers in the intake packet to assist in the development of appropriate goals and behavior plan. 
I understand that the fee for these services is payable upon demand at the completion of the report. Though health insurance may repay me for some or all of these services, I agree that I am responsible for payment of any of the services not covered by my health insurance provider. 
I understand that Applied Behavioral Concepts, Inc. is not responsible if other parties fail to provide information or choose not to respond to the inquiry.

The assessments and evaluations provided by Applied Behavioral Concepts, INC.  is to be done for the purpose of the following:
· Identifying deficits
· Functional assessment of problem behavior
· Development of behavior intervention plan
· Determination of goals, objectives, and tasks to address concerns
Applied Behavioral Concepts, INC. will 
· Provide assessments and evaluations appropriate for the learner
· Provide materials for assessments and evaluations
· Provide intake report based on the results of assessments and evaluations

Printed Name: ______________________________________________________________
Relationship to Client: _______________________________________________________
Signature: ____________________________________________   Date: _______________
Treatment Guidelines
Please avoid bringing a child into the clinic with the following:
· Temperature of 100 or higher
· A child who has vomited more than one time 
· Diarrhea less than four hours prior (regardless or reason for diarrhea, including antibiotics)
· A child with a diagnosed illness that has not been symptom free for more than 24 hours
	
I understand that therapy times are considered an appointment and that Applied Behavioral Concepts, Inc, requires 24-hour minimum advanced notice to avoid a cancellation fee equal to the amount of the financial responsibility for the scheduled appointment.

Late arrivals of a client will be billed for the full amount of the appointment without obligation on the part of Applied Behavioral Concepts to add additional time at the end of the session as such scheduling may impact other clients or staff members.

Late pick up of client will be billed in quarter hour increment at the same therapy rate.

I, ______________________________ am choosing to enter into this agreement with Applied Behavioral Concepts, Inc. The agreement will remain in effect beginning ____________________________ until a termination with written notice by myself or Applied Behavioral Concepts, Inc.

I, ______________________________ agree to assist in interventions and strategies to the best of my understanding and will request assistance from the supervising BCBA if I am uncertain regarding the strategies or best practices. 

I understand that the supervising BCBA may observe and/or videotape either a full or partial session of the client/therapist both in the clinic and/or home setting.

I agree that I will not attempt to employ or obtain any additional services from any individual employed by Applied Behavioral Concepts, Inc. I understand this is a professional relationship to provide therapeutic intervention only and such services are provided by Applied Behavioral Concepts, Inc.

I understand, accept, and agree to the terms of the treatment agreement.
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________________________________________________		_________________________
[bookmark: _Hlk109037370]Parent/Guardian Printed								Date

_____________________________________________________
Parent/Guardian Signature

Request/Authorization to Release Records

Source of information: ___________________________________________________________
Person or Facility

Address: ______________________________________________________________________
City: ___________________________    State: _____________	 Zip: ___________________
Phone Number: _______________________________ Fax: _____________________________
Email: ________________________________________________________________________
Identifying Information:
Name: ________________________________________ DOB: __________________________
Parent/Guardian: _______________________________________________________________
Address: ______________________________________________________________________
City: ___________________________    State: _____________	 Zip: ___________________
Phone Number: _______________________________ Fax: _____________________________
I hereby authorize the source named above to send, as promptly as possible, the records listed below to Applied Behavioral Concepts, Inc.
· Inpatient or outpatient treatment records
· Treatment dates beginning _______________ and ending ___________________
· Evaluations, reports, treatment plans and summaries
· Testing and assessments
· Academic and educational records
· Teacher and staff observations and reports
I authorize _________________________________, to speak by telephone with Applied Behavioral Concepts, Inc about the reasons for referral, any relevant history or diagnosis, and other similar information that can assist with treatment plans and goals or the assessment and evaluation process.

I understand that no services will be denied solely because I refuse to this release of information and that I am not in any way obligated to release these records. I do release them because I believe they are necessary to assist 
in the development of the best possible treatment plan. The information disclosed may be used in connection with the treatment plan.

This request and authorization to release confidential information is being made in compliance with the terms of the Privacy Act of 1974 (Public Law 93-579) and the Freedom of Information Act of 1974 (Public Law 93-502); and pursuant to Federal Rule of Evidence 1158 (Inspection and Copying of records upon patient’s written authorization). This form is to serve as both a general authorization, and a special authorization to release mental health information under the Drug Abuse Office and Rehabilitation Act Amendment of 1974 (Public Law 93-282) the Veterans Omnibus Health Care Act of 1976 (Public Law 94-581) and the Veteran’s Benefit and Services Act of 1988 (Public law 100-322). It is also in compliance with 42 C.F.R Part 2 (Public Law (93-292), which prohibits further disclosure without the express written consent of the person to whom it pertains, or as otherwise permitted by such regulations.

In consideration of this consent, I hereby release the source of the records from all liability arising therefrom. 
This request and authorization is valid during the pendency of any claim or demand made by or on behavior of the source and arising out of an accident, injury or occurrence to myself or my child. I understand that I may void this request and authorization except for that action already taken, at any time by means of a written letter revoking the authorization and transfer information, but this revocation is not retroactive. If I do not void this request and authorization, it will remain in effect until that time the client is released from care. 

I agree that a photocopy, electronic, or faxed copy of this form is acceptable in lieu of the original form. 

I affirm that everything in this form that was not clear to me has been explained. I also understand that have the right to receive a copy of this form upon request. 
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________________________________________________		_________________________
Parent/Guardian Printed								Date

_____________________________________________________
Parent/Guardian Signature

Please choose from the following options:
I, ___________________________ authorize Applied Behavioral Concepts, Inc., to release information to ___________________________________________________________________________
Address: _____________________________________________________________________
Phone Number: _____________________ City: ____________________ Zip: ______________
OR
I, ___________________________ authorize Applied Behavioral Concepts Inc., to only release information upon specific request and such request will be made in writing within 25 days’ advance notice
Charges and Fees

Registration Fee:									$150.00
Required with Initial Intake Packet

Unless there has been testing completed and provided at time of intake, the following assessments are required at intake:
Indirect Assessments (Include the following):					$500.00
	GARS
	PDDBI
SSIS
Developmental Profile
Vineland III

Previous testing provided: 	Yes		No		Charge:	Yes 		No
Initial Direct Assessment: ABLLS or VB-MAPP				$500.00
Estimated assessment Charge							_____________
Parent Authorization:								_____________
Sessions
Each session is billed at the rate of $60.00/hr.
Sessions may be conducted in all or in part in either a 2:1 or 1:1 setting dependent upon the goals being addressed during the session time. See treatment guidelines for cancellation policy.
Parent is requesting _________ number of hours per week x $50.00.
Estimated weekly charge								____________

________________________________________________		_________________________
Signature										Date

Payment Policy
Please remember, the financial obligation for services is between you and Applied Behavioral Concepts, Inc. and not between Applied Behavioral Concepts and your insurance company. 
Applied Behavioral Concepts, Inc. strives to offer the highest quality of care. We believe that your insurance is a methos of payment but does not drive the treatment plans. Our charges accurately reflect reasonable rates to cover the services offered and are comparable to industry standards.
If you have an Insurance plan, we will attempt to file services. Your insurance company usually pays a percentage, and the balance is outlined in your agreement with your plan. 
Payment to our office is not contingent, depending upon the insurance company and remains your responsibility.  As such, all account balances must be satisfied within 60 days of the date of service billed. A $45.00 fee will be charged for any returned check and alternative means for meeting the obligation will need to be arranged through the business manager.
If you have any questions regarding the financial policy, please call the office at 256-772-4400.
Statement of Agreement
I understand and agree that I am responsible for the payment of all charges incurred regardless of any insurance coverage or other plans available to me and my dependents, additionally, I understand and agree to pay any and all collection costs and or attorney’s fees if any delinquent balance is placed with an agency or attorney for collection, suit, or legal action. I also acknowledge that confidentiality is waived in matters involving collections and the sharing of information sufficient to pursue of debts owed.


Printed Name: ______________________________________________________________
Relationship to client: ____________________________ Date: _________________________
Signature: _________________________________________________________________

Patient Financial Policy and Assignment of Benefits
I hereby authorize payment by an insurer directly to Applied Behavioral Concepts, Inc., for all benefits payable under the terms of the insurance policy during the period of the services rendered. Your fees are only for services preformed at or by our practice. There may be other fees associated with care not affiliated with our office. This office has contracts with most insurance managed care plans. Please check with out Insurance Coordinator to determine whether your plan is one of these. 
Payment is ultimately the responsibility of the patient/guardian to determine if Applied Behavioral Concepts is a participating provider. Your insurance policy is a contract between you and your insurance company; Applied Behavioral Concepts, Inc. is not involved in this relationship. 
If you have questions or concerns regarding your plan’s coverage on procedures, services, medications, or conditions, you are responsible for obtaining this information.

If we have a contract with your plan, we will file a claim on your behalf with the company. the amount for which you are responsibility (any deductible, copays, percentages, or non-covered services) is required at the time of service. If there is a determination of a participating insurance company which determines that services are not covered or necessary, the patient/guarantor will be responsible for the outstanding balance.

If you do not have one of the plans with which the practice is contracted, the total cost of your visit is required at the time of service. If at any time you are concerned about the cost of a service, assessment, or evaluation proposed by the BCBA or collaborative partners, you may contact the business manager to discuss the cost with you. 

Payment in full is expected on outstanding balances. In the event of outstanding balances, two statements will be generated, after which, a notice prior to collections will be mailed. If a payment plan is necessary, terms and conditions will be determined solely by Applied Behavioral Concepts, Inc. not by the patient/guarantor. There will be a 25% charge added to the outstanding balance due plus required postage if the debt is referred to a collection agency for collection. If legal action is necessary, the associated fees assigned will be added to the fees incurred from treatment. Printing of any records for legal, life insurance, personal and other reasons will be $50 to cover labor and supplies.

For your convenience in paying, this office accepts MasterCard, Visa and checks. No cash is accepted. There will be a $50 fee on any returned checks. 

The practice has the option to charge $35.00 per hour for missed appointments or appointments not cancelled with at least 24 hours’ notice.

Any person signing this document as a guarantor agrees to payment and fees as described above for the patient/child
	
________________________________________________		_________________________
Patient/Child’s Name								DOB


I certify that I have read the financial policy of Applied Behavioral Concepts, Inc. and agree to abide by the policy.

I authorize my insurance company to pay benefits on my behalf directly to Applied Behavioral Concepts, Inc.

I authorize Applied Behavioral Concepts, Inc. to provide to my insurance company any information necessary to process claims for services rendered to me.

I authorize any holder of medical or other information about me to release to the Social Security Administration and health Care Financing Administration or its intermediaries or carrier any information needed for this or a related insurance claim.

I permit a copy of this authorization to be used in place of the original.
	
I agree to provide Applied Behavioral Concepts with a copy of my insurance card (front and back) to access my plan guidelines from my insurance company.

I agree to pay in full for all services not covered by my insurance plan and am the responsible billing party.

Should my insurance company not pay for any of the services provided, I agree to pay all charges incurred. I understand each bill is due upon receipt. 

Should my account balance become delinquent, I agree to pay all costs of collection, including interest applied by a collection agency and attorney fees if it becomes necessary to retain the services of an attorney to collect on my account.

I have read and understand the financial policy of Applied Behavioral Concepts, I agree to be bound by its terms. I understand and agree that such terms may be amended from time to time by Applied Behavioral Concepts, Inc. with or without prior authorization.
Printed Name: ___________________________________________________________
Relationship to patient: _______________________ Date: ________________________
Signature: _______________________________________________________________


Your primary interest in Applied Behavioral Concepts, INC is (circle one)
Behavioral Intervention/Support		Social Skills Programming
If your primary interest is behavioral intervention/support, please indicate your priorities by ranking the following: 1 (most important) to 5 (least important)
______ Communication			Other: ______________________
______ Social/Emotional			____________________________
______ Behavioral				____________________________
______ Life/Self Help Skills		____________________________
______ Pre-Academic/ Academic	____________________________











Today’s Date: ___________________
Person completing this packet: ________________________  Relationship: _______________
Client Name: _________________________________________________________________
Client Date of Birth: ___________________		Age: _____________
Ethnicity: ___________________________	  Gender: ______       Male _____  Female _____
Mother’s Name: _______________________________  Phone #: ______________________
Employer: ___________________________________    Work #: ______________________
Father’s Name: _______________________________    Phone #: ______________________
Employer: ___________________________________	Work #: ____________________
Primary Address: _____________________________________________________________
City: ____________________________  State: _______  Zip: _______________
Mother’s Email: _______________________  Father’s Email: _________________________
	Others to whom your child may be released-we will not release to anyone not listed below

	Name
	Relationship
	Phone Number
	Drivers License No.

	
	
	
	

	
	
	
	

	
	
	
	


			
Medical Information

Physician: _________________________________________________________________
Address: ________________________________________    Phone: __________________
What primary concern brought you to Applied Behavioral Concepts Inc?
__________________________________________________________________________
History of complaint, when it began, what has been done thus far:
Diagnosis (if applicable): _________________________________  Date: _______________
Current condition of health: ____________________________________________________
___________________________________________________________________________
Is your child taking any medications?			YES		NO
If yes, please list all medications as they may also affect behavior/intervention strategies:
___________________________________________________________________________
___________________________________________________________________________
Is your child on a special diet?	YES     NO        specify: _____________________________
How were you referred to us? ___________________________________________________

I would like my child to do these things more often:
1. ______________________________________________________________________
2. ______________________________________________________________________
3. ______________________________________________________________________
I would like my child to do these things less often:
1. ______________________________________________________________________
2. ______________________________________________________________________
3. ______________________________________________________________________
		

Background Information
Place of Birth (City, State, County) ______________________________________________
Primary place of residence (if not the same as above)
	Address: ______________________________________________________________
	City: ______________________________  State: ________  Zip: ________________
Members of the Household (Name, Relationship, and Age)
___________________________________________________________________________
___________________________________________________________________________
Is English the primary language spoken in the home?      YES     NO
Other Languages: ____________________________
Current Educational Issues:
___________________________________________________________________________
___________________________________________________________________________
Medical Issues (Past and Present):
___________________________________________________________________________
___________________________________________________________________________
Mental Health Issues (Past and Present):
___________________________________________________________________________
___________________________________________________________________________
Substance Abuse Issues (Past and Present):            
___________________________________________________________________________
Traumatic Events (Past and Present):
___________________________________________________________________________
___________________________________________________________________________


Strengths and Weaknesses by Domain
Behavioral
Strengths:
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
Weaknesses:
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
Pre-academic and Academic
Strengths:
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
Weaknesses:
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
Motor Skills (Fine and Gross)
Strengths:
__________________________________________________________________________
__________________________________________________________________________
Weaknesses:
__________________________________________________________________________
__________________________________________________________________________



Strengths and Weaknesses by Domain
Self-help (Problem solving and Adaptive/Life Skills
Strengths:
__________________________________________________________________________
__________________________________________________________________________
Weaknesses:
__________________________________________________________________________
__________________________________________________________________________
Social and Emotional Skills
Strengths:
__________________________________________________________________________
__________________________________________________________________________
Weaknesses:
__________________________________________________________________________
__________________________________________________________________________
Communication Skills
Strengths:
__________________________________________________________________________
__________________________________________________________________________
Weaknesses:
__________________________________________________________________________
__________________________________________________________________________

Number of friends/peers your child frequently plays with?	___________
Does your child request to have a friend over or go to a friend’s house?     YES      NO
Would your child prefer to play alone?	YES      NO



Strengths and Weaknesses by Domain
What additional activities does your child enjoy? (Video games, music, art, etc.):
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________

Unusual fears or behaviors:
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________

Any additional information that you would like to share?
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________



Family Information
Parents Marital Status:
Married _____	Divorced _____	Separated _____	Widowed _____	Single _____
If divorced, who has physical custody? _______________  Legal custody? ______________
Please provide a copy of custody agreement. 
If parents are separated, divorce, or deceased, how old was the minor? __________________
	Has mother remarried? _______________	If yes, how old was the child? _________
	Has father remarried? _______________	If yes, how old was the child? _________
Mother’s Information
Mother’s Name: __________________________________ DOB: ___________ Age: _____
Age at time of child’s birth? ________	Complications?      YES      NO
Mother’s Education:       ______ High School	_______ College	    _______ Master’s 
			         ______ Doctoral		Other: ____________________________
Mother’s Occupation: _____________________________   Full-time _____  Part-time ____
Does the position require the mother to be away for extended period or hours?  YES    NO
Medical Issues:
__________________________________________________________________________
__________________________________________________________________________
Educational Issues:
__________________________________________________________________________
__________________________________________________________________________
Mental Health Issues:
__________________________________________________________________________
__________________________________________________________________________
Substance Abuse Issues:
__________________________________________________________________________
__________________________________________________________________________
Quality of relationship with the child (has parenting been easier or more difficult than expected)?		Easier			Harder		As Expected

Father’s Information
Father’s Name: __________________________________ DOB: ___________ Age: _____
Age at time of child’s birth? ________	Complications?      YES      NO
Father’s Education:       ______ High School	_______ College	    _______ Master’s 
			         ______ Doctoral		Other: ____________________________
Father’s Occupation: _____________________________   Full-time _____  Part-time ____
Does the position require the father to be away for extended period or hours?  YES    NO
Medical Issues:
__________________________________________________________________________
__________________________________________________________________________
Educational Issues:
__________________________________________________________________________
__________________________________________________________________________
Mental Health Issues:
__________________________________________________________________________
__________________________________________________________________________
Substance Abuse Issues:
__________________________________________________________________________
__________________________________________________________________________
Quality of relationship with the child (has parenting been easier or more difficult than expected)?
			Easier			Harder		As Expected
Sibling(s):
Age: _______	Male or Female		Age: ______	Male or Female
Age: _______	Male or Female		Age: ______	Male or Female
Age: _______	Male or Female		Age: ______	Male or Female
Medical Issues:
__________________________________________________________________________
__________________________________________________________________________


Educational Issues:
__________________________________________________________________________
__________________________________________________________________________
Mental Health Issues:
__________________________________________________________________________
__________________________________________________________________________
Substance Abuse Issues:
__________________________________________________________________________
__________________________________________________________________________
Quality of relationship with the sibling(s)
__________________________________________________________________________
__________________________________________________________________________
Any additional information that you would like to share?
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________
__________________________________________________________________________	         
__________________________________________________________________________
__________________________________________________________________________







Developmental and Medical History

Duration of pregnancy:     _____ Premature	_____ Full Term	_____ Overdue 
Type of delivery:		 _____ Normal	_____ Breeched	_____ Caesarean
Complications during pregnancy, at birth and following delivery:
__________________________________________________________________________
__________________________________________________________________________
Birth Defects:
__________________________________________________________________________
Development milestones reached: 	______ Early	______ Normal	______ Late
Describe unusual development:
__________________________________________________________________________
__________________________________________________________________________
Does the child see the doctor for regular wellness checks?	YES       NO
Physician: _______________________________	Phone No.: _______________________
Fax: ___________________________
Has the child received vaccines on time?		YES		NO
Does the child see any specialists?			YES		NO
What specialist does the child see?
__________________________________________________________________________
__________________________________________________________________________
Unusual or severe childhood illness or symptoms?
__________________________________________________________________________
Has the child had any surgeries? If so, please list below.
__________________________________________________________________________
__________________________________________________________________________



Social and Behavioral Checklist
Place a check next to any behavior or condition the child experienced in childhood 
	
	Difficulties with speech
	
	Frequent tantrums

	
	Difficulties with hearing
	
	Frequent nightmares

	
	Difficulties with language
	
	Trouble sleeping

	
	Difficulties with vision
	
	Rocked back and forth

	
	Difficulties with coordination
	
	Banged head

	
	Preferred to be alone
	
	Held breath

	
	Did not get along with siblings
	
	Ate poorly

	
	Aggressive to parents
	
	Stubborn

	
	Aggressive to others
	
	Delayed toilet training

	
	More interested in things than people
	
	Lethargic

	
	Engaged in dangerous behavior
	
	Clumsy

	
	Impulsive
	
	Had blank spells

	
	Bedwetting
	
	Sucked thumb

	
	Nail biting
	
	Hyperactive

	
	Shy or timid
	
	Other:



Discipline 
Which parent handles discipline: 	Mother ______ 	%	Father ______%
Please rate how likely you are to use the strategies listed below. Rate the top three most effective strategies, with one (1) being the most effective and three (3) the least effective
	Intervention
	Very Unlikely
	Sometimes
	Occasionally
	Likely
	Very Likely
	Effectiveness

	Let it go
	
	
	
	
	
	

	Take away a privilege
	
	
	
	
	
	

	Assign a chore
	
	
	
	
	
	

	Take something away
	
	
	
	
	
	

	Send to room
	
	
	
	
	
	

	Physical punishment
	
	
	
	
	
	

	Reason with child
	
	
	
	
	
	

	Grounding 
	
	
	
	
	
	

	Yelling
	
	
	
	
	
	

	Send to time out
	
	
	
	
	
	


Other: _____________________________________________________________________________
Educational History
Place a check next to any behavior or condition the child experienced in school or continues to experience
	
	Difficulties with reading
	
	Difficulties with writing

	
	Difficulties with arithmetic
	
	Difficulties with concentration

	
	Difficulties with spelling
	
	Difficulties with other subjects

	
	Difficulties with social skills/friends
	
	Other: 



Is the child currently in school?		YES		NO
Name of school: ________________________  System: ________________	    Grade: _____

Does your child have a current Individual Education Plan?		YES	   NO	    N/A
Please provide a copy of the current IEP from school

Is your child currently receiving special education classes?		YES	   NO	    N/A
Has your child skipped or repeated grades?					YES	   NO	    N/A
Does your child receive remediation services:				YES	   NO	    N/A
If so, which grades? ___________________________________________________________
Does your child participate in extracurricular activities available during or after school? Specify.
___________________________________________________________________________
Does your child receive additional services such as speech, occupational therapy or physical therapy?
___________________________________________________________________________
Other comments or concerns not covered above?
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________


FUNCTIONAL ASSESSMENT INTERVIEW: PARENT/GUARDIAN
	Student: 
	Date:

	School:                                 
	Interviewer:

	Grade:                            Age: 
	Respondent:


Problem Behavior: 

1. Describe your child. What is he/she like at home?




2. How often does the behavior occur at home?



3. What are your child’s strengths and interests? (Check all that apply)
	
	Friendly
	
	Easygoing

	
	Helpful
	
	Attentive to Instruction

	
	Sociable
	
	Kind to adults

	
	Organized
	
	Kind to other students

	
	Natural Leader
	
	Good sense of humor

	
	Liked by peers
	
	Has a positive attitude/outlook

	
	Has lots of friends
	
	Good communication skills

	
	Self-starter
	
	Hard worker

	
	Socially aware
	
	Other:

	
	Follows directions
	
	Other:

	
	Honest
	
	Other:



4. Do you believe any of the following could contribute to the behavior problem?
	
	YES
	NO
	SOMETIMES

	Currently on medications?
	
	
	

	Sleep Problems?
	
	
	

	Medical Conditions?
	
	
	

	Physical Impairments?
	
	
	

	Appetite/diet?
	
	
	


If you answered “Yes” or “Sometimes”, please explain:


5. Describe certain times or activities when the problem behavior is most likely to occur (e.g. mornings, bedtime, eating, grocery stores, etc.).



6. Who is usually present when the behavior occurs?



7. Does the problem behavior occur more often when:
	
	YES
	NO
	SOMETIMES

	A certain type of task/request is given?
	
	
	

	An essay tasks/requests is given?
	
	
	

	A difficult task/requests is given?
	
	
	

	Certain activities are presented?
	
	
	

	New activities are presented?
	
	
	

	A request is made during an activity
	
	
	

	The child is asked to start a task?
	
	
	

	The child is asked to stop a task?
	
	
	

	The child’s request has been denied?
	
	
	

	The normal routine is disrupted?
	
	
	



If you answered “Yes” or “Sometimes”, please explain:

8. Is there something that you can do or something that occurs that “triggers” the problem behavior to occur?


9. When a problem occurs or worsens, does your child obtain to any of the following?
	
	YES
	NO
	SOMETIMES

	Attention from sibling
	
	
	

	Attention from parents in the form of  PRAISE
	
	
	

	Attention from parents in the form of  TIME OUT
	
	
	

	Attention from parents in the form of  REPRIMANDS/ LECTURES
	
	
	

	Attention from parents in the form of  OTHER NEGATIVE CONSEQUENCES
	
	
	

	Games
	
	
	

	Toys
	
	
	

	Food
	
	
	

	Money
	
	
	

	A certain task/activity 
	
	
	



If you answered “Yes” or “Sometimes”, please explain:



10.  
11. When a problem behavior occurs, does your child lose privileges, such as: 
	
	YES
	NO
	SOMETIMES

	Phone
	
	
	

	Friends over, or social event
	
	
	

	Computer, video games, etc
	
	
	

	Television, movies, etc
	
	
	

	Grounding
	
	
	

	Extra-curricular activity (sport, etc)
	
	
	

	Other: 
	
	
	



If you answered “Yes” or “Sometimes”, please explain:




12.  When a problem behavior occurs, does your child get out of any of the following?
	
	YES
	NO
	SOMETIMES

	Parent/adult demands
	
	
	

	Parent/adult reprimands
	
	
	

	Specific activity or task
	
	
	

	Other: 
	
	
	



If you answered “Yes” or “Sometimes”, please explain:





13. What positive or preventative strategies have you used with this student and were they effective? 



14. What consequence strategies have you used with this student and were they effective?



15. What other insight can you offer about this student or the behavior that might assist us in developing appropriate, effective interventions (e.g., student preferences, situations when the student is successful, etc.?


Informed Consent

I hereby voluntarily apply for and consent to evaluation and assessment by Applied Behavioral Concepts, Inc. for my child, _________________________________, this consent applies to myself as well. 
· I understand that I have the right to refuse services at any time 
· I understand and agree that my continued participation implies voluntary consent
· I understand that the potential benefits of these services include a professional opinion, a reduction of problem behaviors and increase in understanding of the principles of Applied Behavioral Analysis
· I understand that the training for parents provided by Applied Behavioral Concepts, Inc. is not considered coursework, does not qualify me as a professional
· I understand that videotaping of my child may be part of any session for quality and training purposes.
· I understand that data obtained may be used without identifying information in research or presentation for educational purposes
· I understand that my information is confidential and will not be released without an authorization and notification of release 
· I understand that under certain conditions information may be released. I agree to hold Applied Behavioral Concepts, Inc. without harm under the following conditions:
· Conditions:
· Applied Behavioral Concepts, Inc. is considered a mandatory reporter where abuse or harmful neglect of a child, disabled, or incompetent individual is known or reasonably suspected
· When information is necessary in any legal or court action
· When information is necessary for Applied Behavioral Concepts, Inc. to pursue payment for services rendered
· In the event where an immediate threat of physical violence is present
· If the client or family is under investigation by local or state agencies and requested by a local or state agency for purposes of investigation

Print Name: _______________________________________________________
Relationship to patient: ______________________________________________
Signature: ____________________________________	Date: _______________
Treatment Questionnaire
What are your expectations of treatment outcomes?
___________________________________________________________
____________________________________________________________________________
How many hours of service per week is your child available to attend the clinic?  ___________
Therapy provided in home requires the parent to be in the home and participation in some or all of the intervention during parent training. Requested home services must be approved by insurance.
Applied Behavioral Concepts, Inc. does not provide transportation to/ from your home. 
	Preferred Days:
	Preferred Times:

	MONDAY
	__________ to __________               AM    or    PM

	TUESDAY
	__________ to __________               AM    or    PM

	WEDNESDAY
	__________ to __________               AM    or    PM

	THURSDAY
	__________ to __________               AM    or    PM

	FRIDAY
	__________ to __________               AM    or    PM



Every effort will be made to accommodate your preferences and you will be notified of your appointment times. Please keep in mind, hours are based on insurance approval, and you must attend at your scheduled appointment time. 
What is the best time for you to attend parent training?	___________________________
Parent trainings are scheduled on Thursdays with the BCBA onsite or via TeleMed.    (Unless otherwise discussed with the BCBA) 

Would you like to be notified of training opportunities and community events? IF so, please provide email you’d like notifications to be sent:
 ________________________________________________________________________
Email address

Thank you for completing the Intake Information Packet!
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