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Dear Prospective Client,
 
Thank you for choosing A Behavioral Approach LLC as your service provider.  We look forward to providing your child’s ABA services.  Below you will find a checklist of documents that need to be returned to our office after receipt of this letter to ensure
 a spot on our current waitlist.  Please do not hesitate to contact our office at 860-531-9621 if you have any questions. 

Intake Checklist 
·    Service Request Form – Complete and Return 
·    Client Medical Information Form (3 pages) – Complete and Return
·    Emergency Contact/Medical Treatment Release Form – Complete and Return
·    Statement of Patient Financial Responsibility – Sign and Return
**Please retain a copy for your records** 
·    Billing and Payment Preference Form – Complete and Return
·    Additional A Behavioral Approach LLC  Policies (3 pages) – Sign and Return
**Please retain a copy for your records** 
·      Indirect and Direct Services Guidelines – Sign and Return 
·    Authorization to Release Information Form – Complete, Sign and Return 
·    Video Taping/Photography Consent Form – Complete, Sign and Return
·    HIPPA Notice of Privacy Practices (3 pages) – Sign and Return
              ** Please retain a copy for your records** 
· Additional information:
·    Please provide a recent diagnosis and/or script from physician, if already not submitted. 
·    For coordination of care, please provide a copy of your child’s most recent IEP. 
·     Please provide a copy of insurance card (front and back) if you have not already done so.

Thank you,
A Behavioral Approach, LLC Office Staff 
Phone: 860-531-9621
Fax :860-531-9310
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Service Request Form

 Name of Child: _________________________         Date:________                                                    	                        

Please provide us with some information about the services you are looking for your child:

Y____ N ____ Behavioral Support (i.e. aggression, repetitive behaviors)

______________________________________________________________

Y____ N ____ Social Skills Support (i.e. interactions, perspective taking)

_________________________________________________________________

 Y ____ N ____  Self Help Skills (i.e. toileting, community skills)

___________________________________________________________________________________

What service(s) are you interested in?         	 
____  BCBA Consultation/Parent Training     	____ ABA Therapy at Home/Community
____ Social Skills Group		 	____ Other (daycare, Clinic, schools)

If other, please explain:
____________________________________________________________________________________













What days and times are the best for your child to receive services?
Fill in available times by day and cross out any days your child is not available.
 
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday
	Sunday

	 
 
 
 
 
 
 
	 
	 
	 
	 
	 
	 


*** Please note:   If you are requesting afternoon or evening hours you will be added to our waitlist.

Any other information you would like us to know regarding your request (i.e. specific behaviors of focus not noted above i.e. toileting, tying shoes):
 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________	
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Client Medical Information

Child Name: _________________________________ DOB: _____________________________	

Address: _______________________________________________________________________

Phone:	_______________________________

Parent Name: ________________________________ Phone:______________________________

Address: ________________________________________________________________________

Primary Care Physician:____________________________________________________________

Address: ________________________________________________________________________

Phone: ________________________________________________	

Hospital Preference: _________________________________________________________________							
Diagnoses:  Does your child have any diagnoses?   ** Required for insurance coverage.
	Diagnosis
	Diagnosing Physician
	Date Diagnosed
	Diagnosis Code

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 


**Please provide letter of diagnosis and/or script from primary care physician or diagnosing physician dated within 12 months.



Medical:
	Medical Conditions: (Seizures, etc.)
 
 
 
 
 
 




	Medications: (Please list all medications your child is currently taking).  
 
 
 
 
 
 




Dietary: 
	Food Allergies: Please list any food allergies your child has and the severity of each allergy.

	Other Allergies (Bee stings, etc.) Please list any other allergies your child has and the severity of each allergy.
 

	Any specific diet needs/restrictions?



Other:
	Any significant medical family history?
 
 
 
 
 
 
 
 
 







	Any surgeries or hospitalizations? Please include dates, procedure, and location.
 
 
 
 

	Is your family involved in any legal disputes?

	For Children 12 and older: Has your child abused alcohol or drugs (can include prescription drugs)?

	For Children 12 and older: Has your child used nicotine?
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Emergency Contacts
 
1) Name ____________________________________________________ Relationship to Child __________________
 
Home Phone: ______________________Work Phone: ___________________ Cell Phone:________________
  
2) Name ____________________________________________________ Relationship to Child _______________
 
Home Phone: ______________________Work Phone: ___________________ Cell Phone:________________ 
 
3) Name ____________________________________________________ Relationship to Child _______________
 
Home Phone: ______________________Work Phone: ___________________ Cell Phone:________________ 
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Medical Treatment Release 
In the event of a situation requiring medical treatment, I, __________________________________,                                                                                                                                                                                            									(Parent/Guardian)
 hereby grant permission for any and all medical treatment to be given to my child,
 
__________________________________, by qualified medical personnel, including but not limited to              	(Child Name)
the administration of  first aid, the use of an ambulance, and use of anesthesia and/or
 
surgery, under the recommendation of qualified medical personnel. 
 
Signature of Parent/Guardian: __________________________________________________________________
 
Printed Name of Parent/Guardian: ____________________________________________________________

Date of Consent:________________________________________________________________________________
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STATEMENT OF PATIENT FINANCIAL RESPONSIBILITY

Pati	Parent Name:______________________________________ DOB:_______________
[bookmark: _gjdgxs]A Behavioral Approach LLC appreciates the confidence you have shown in choosing us to provide for your health care needs.  The service you have elected to participate in implies a financial responsibility on your part.  The responsibility obligates you to ensure payment in full of our fees.  As a courtesy, we will verify your coverage and bill your insurance carrier on your behalf.  However, you are ultimately responsible for payment if insurance does not reimburse A Behavioral Approach LLC for services provided. 
You are responsible for payment of any deductible and co-payment/co-insurance as determined by your contract with your insurance carrier. We follow your insurance company’s policy regarding patient responsibility to prepare our invoices. If there is a dispute with the charges on your invoice, it is your responsibility to resolve the claim charges with your insurance company.
Your insurance company may stop providing reimbursements at any time they feel services are not necessary.  Most insurance companies have additional stipulations that may affect your coverage.  In some cases, Parent Team Meetings are not always covered by insurance.  Frequency of Parent Team Meetings will be determined at onset of care.  You are responsible for any amounts not covered by your insurer.  If your insurance carrier denies any part of your claim, or if you elect to continue past your approved period, you will be responsible for your balance in full. 
If we are not a participating provider for your insurance plan, we will still bill your insurance company directly using the insurance information you have provided us. 
If you do not have health insurance for Applied Behavior Analysis (ABA) services (or choose not to use your health insurance for our services), you agree to pay A Behavioral Approach LLC the full and entire amount of therapy treatment given to the above-named patient.
Statements are mailed monthly to patients with an outstanding balance.  Please contact our office to make payment arrangements, if necessary. 
I have read the above policy regarding my financial responsibility to A Behavioral Approach LLC, for providing behavioral therapy services to the above-named patient.  I certify that the information is, to the best of my knowledge, true and accurate.  I authorize my insurer to pay any benefits directly to A Behavioral Approach LLC. In the event that the insured is out of network I agree to pay any amount due. 
First Parent/Guardian:  Printed Name: __________________________   Birthdate:  ______________
Social Security #:  __________________ Signature:  _________________________________________ 
Date:  _____________

Second Parent/Guardian:  Printed Name: __________________________   Birthdate:  ______________
Social Security #:  __________________ Signature:  _______________________________Date:________
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Billing and Payment Preference
Some health insurance carriers require the patient to pay a copayment for services rendered.  Patients will be billed for copays periodically, per their elected below.
 
A Behavioral Approach LLC will email you monthly invoices for services rendered.   If you would like to request a different billing preference, please contact our office.
 
Please complete the form below for payment preference.
 
-----------------------------------------------------------------------------------------------------------------------  

Patient name: _________________________________ 	        	Date: ________________
 
Payment preference
 
□      	Charge my credit card (on file): MasterCard Visa AMEX Discover
Card Number: _____________________________________
Expiration Date (MM/YYYY) ______/____ Security Code:_____
Address: ___________________________________________
Billing City, State, Zip _________________________________
Name as it appears on Card: __________________________
Signature: _______________________________________
 
 
[bookmark: _GoBack]□      	Pay by Check (payable to A Behavioral Approach, LLC)
 
□      	Pay using PayPal
 
□      	Pay In Person
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Additional A Behavioral Approach LLC Policies

Notification of Changes in Health Insurance
I/we understand that it is the patient’s responsibility to provide accurate information needed for processing my insurance coverage.  To ensure continuity of care, I will inform A Behavioral Approach LLC of any changes in my health insurance and will be responsible for payments of all services due to a terminated insurance policy.
I have read and understand the above information, and I agree to the terms described: _____ Initials

Non-Payment
[bookmark: _30j0zll]If payment has not been made to A Behavioral Approach LLC within 60 days of the date of service, services may be suspended until payment is received.  If payment has not been made to A Behavioral Approach LLC within 90 days of the date of service, the client may be discharged from care.
The Administrative Office of A Behavioral Approach LLC will notify client in writing, via certified mail, if client is to be discharged from care. 
I have read and understand the above information, and I agree to the terms described: ______ Initials
 
Client Cancellation / No Show Policy

A Behavioral Approach LLC understands that there may be times when an appointment is missed due to emergencies or obligations to work or family.  However, if a client has a no show for two consecutive appointments or no show for three appointments or cancel for a total of four appointments within a six month period, A Behavioral Approach LLC may discharge client from care.
No-show is defined as a missed appointment with no notification by client, this includes when staff has traveled to a home and/or agency setting and has waited 15 minutes pass appointment start time and client does not present for the appointment within the 15 minutes allowable time frame. Changes to a scheduled appointment without 24 hours’ notice will be considered as a ‘no show’ cancellation.
Any of the above within a six month time period A Behavioral Approach LLC may discharge from care.

Cancellations by client not communicated within 24 hours prior to cancelled session as well as no-shows will be charged a fee of $40.00.
I have read and understand the above information, and I agree to the terms described: _____ Initials
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Additional A Behavioral Approach LLC Policies continued
 
Home Service Policy
Home services require a family member or guardian, age 16 years or older, on the premises during sessions.
I have read and understand the above information, and I agree to the terms described: _____ Initials
 
Illness Policy
While we understand the home sessions are very important to your child’s progress, an ill child will not perform well and may expose the staff who visit several different clients during the course of a week. We follow the same policy as most schools and Daycare centers. Please use the following guidelines and cancel home sessions if your child has been sent home from school for illness or if any of these symptoms are present:
·         -fever of 100 degrees or greater (before medication)
·         -an undiagnosed rash
·         -an earache or draining ear
·         -diarrhea or vomiting
·         -severe sore throat
·         -persistent or severe cough
·         -persistent or severe headache
·         -any known communicable disease
·         -evidence of head lice
If your child has a fever of 100 degrees or greater, they must be fever free without medication for 24 hours before having a direct service session. A child also needs to be free of diarrhea for 24 hours to have a direct service session.
I have read and understand the above information, and I agree to the terms described: _____ Initials

Missed Session and Makeups Policy
A Behavioral Approach LLC Employees will not makeup service sessions due to client cancellations (client illness, client no shows), or weather related events. If a service session is cancelled by A Behavioral Approach LLC staff for any other reason, staff will, to the best of their ability, make up the missed session within 3 weeks from the cancelled date.
I have read and understand the above information, and I agree to the terms described: _____ Initials
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Additional A Behavioral Approach LLC Policies continued
Inclement Weather Policy

A Behavioral Approach LLC has adopted the following policy for inclement weather. Staff providing outreach programs (home or community setting) will follow the district or town schedule in which service is provided. If school or district is closed, no services will be provided. When sessions are scheduled during hours that are not aligned with the district (or before school, after school and/or weekends) staff will use their best judgement when canceling a session based on their travel/commute and safety. 

 I have read and understand the above information, and I agree to the terms described: ____ Initials

Discharge Policy
A Behavioral Approach LLC will work closely with clients and their family and physician(s) in planning for Applied Behavior Analysis services.  When it has been determined by A Behavioral Approach LLC, clients, their families, and physicians that ABA services are no longer required as written in clients treatment goals, the client will be discharged from care.
A Behavioral Approach LLC will work closely with parent(s)/guardian(s) to meet the agreed upon treatment goals. If progress is inhibited due to lack of parent involvement or participation in implementing goals in the first year a transition plan to discontinue services will be implemented.
A Behavioral Approach LLC understands that there may be times when an appointment is missed due to emergencies or obligations to work or family.  However, if a client has no show for two consecutive appointments, no show for three appointments or cancel for a total of four appointments within a 6 month period, A Behavioral Approach LLC may discharge client from care. 
If A Behavioral Approach LLC feels it cannot provide service under the ethical guidelines of responsibility for Behavior Analysis, A Behavioral Approach LLC may discharge client from care.
If payment has not been made to A Behavioral Approach LLC within 60 days, services may be suspended until payment is received.  If payment has not been made to A Behavioral Approach LLC within 90 days, the client may be discharged from care.
The Executive Director of A Behavioral Approach LLC will notify client in writing, via certified mail, if client is discharged from care.
I have read and understand the above information, and I agree to the terms described: _____ Initials
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Indirect and Direct Services Guidelines and Charges
After we have initially met with you and have received this Intake Packet, your BCBA and Behavior Specialist will then provide Indirect Services to develop a Treatment Plan for your child. Indirect Services include the treatment plan and any other indirect time spent preparing, coordinating, follow-up, etc. that is done to support your child's Direct Services in the home. This Indirect Service Time that is not spent face to face with your child is included and is a necessary part of effectively working with you and your child when have sessions in your home. Your BCBA and Behavior Specialist will design, continuously update and monitor goals, programs and plans. Much of this is done outside of your direct service sessions. You will see dates of services on your insurance explanation of benefits, or our invoices, which indicate when the providers were working on Indirect services. This service will be charged to you as part of our overall services.
I have read and understand the above information, and I agree to the terms described: _____ Initials
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AUTHORIZATION TO RELEASE INFORMATION
The confidentiality of personally identifiable information is required under the policies and procedures outlined in Connecticut General Statutes, EHA-B Reg. 300-129, and the Family Educational Right and Privacy Act (34 Code of Federal Regulations Part 99), as well as A Behavioral Approach LLC and procedures. This material shall not be transmitted to anyone without written consent or other authorization as provided in the aforementioned statutes, policies and procedures.
I, in behalf of myself, or as parent or guardian, authorize A Behavioral Approach LLC to obtain and/or release information to the following:

	Name of Person and/or Organization
	Address of Person and/or Organization
	Phone #

	 
	 
	 

	 
	 
	 

	 
	 
	 


 
This information pertains to _______________________________       	__________________
                                                                 (Child’s Name)                               	      (Date of Birth)
The information obtained/released may be used only for the following purposes:
______ Assessment & Treatment Planning       		___ Other (Please specify)__________________
This release remains in effect for one year from date of Authorization, unless specifically withdrawn, in writing, by parent or guardian.
 
Signed:  _______________________________                   	      	________________________
(Parent/ Guardian)                                                                          	        (Date)
Printed name:  ______________________________________
Address: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



[image: ]
Video Taping/Photography Consent Form
 
I, _________________________________, give my consent for my child _______________________,  to be videotaped or photographed by A Behavioral Approach LLC  for one or all of the following purposes:
______ Education and/or Program Materials
For the purpose of creating educational and/or program materials that will describe the nature of A Behavioral Approach LLC techniques, services or aid in the understanding of applied behavior analysis.   These videotapes or photographs will be used to post on the A Behavioral Approach LLC Website, Release to the media to promote an event, or as needed from time to time for A Behavioral Approach LLC purposes.
______ Education and Treatment Planning
I understand that under this area that any videotape or photographs will be shown only to other A Behavioral Approach LLC staff or professionals directly involved in the care and treatment of my child; other professionals who may be consulting to assist in a successful treatment outcome; or to provide feedback to my child's treatment.  All information obtained in these videotaped/photographed evaluation/sessions will be available to me and the video tape or photographs returned after the above stated occurrences.  I also understand that neither the videotape nor the photographs will be copied or utilized for any other purposes that stated above.
____ General Research and Education
My child's evaluation/session may be videotaped or photographed or both for general research and educational purposes.  They may be collected to aid in the collection of data.  All or some of any video tape or photograph may be used in the teaching and/or training of professionals.
I understand that the authorization may be rescinded at any time when presented in writing to A Behavioral Approach LLC by myself or other authorized guardian.
 
Guardian/Parent:___________________________                	Date:_______________________	 
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HIPAA Privacy Notice of A Behavioral Approach LLC Policies and Practices
            “Protecting the Privacy of Your Health Information”
 
This notice describes how your psychological and medical information may be used or disclosed and how you can get access to this information. Please take the time to review it carefully.
 
I. Uses and Disclosures for Treatment, Payment, and Health Care Operations
A Behavioral Approach LLC (A Behavioral Approach LLC’s professional and administrative staff) may use or disclose your Protected Health Information (PHI), for treatment, payment, and health care operations purposes with your consent. To help clarify these terms, here are some definitions:
 
· "PHI" refers to information in your health record that could identify you.
· "Treatment, Payment and Health Care Operations"
–         Treatment is when A Behavioral Approach LLC provides, coordinate or manage your health care and other services related to your health care. An example of treatment would be when an A Behavioral Approach LLC Case Manager consults with another health care provider, such as your family physician or another psychologist.
–         Payment is when A Behavioral Approach LLC obtains reimbursement for your healthcare. Examples of payment are when A Behavioral Approach LLC discloses your PHI to your health insurer to obtain reimbursement for your health care or to determine eligibility or coverage.
–         Health Care Operations are activities that relate to the performance and operation of A Behavioral Approach LLC. Examples of healthcare operations are quality assessment and improvement activities, business-related matters such as audits and administrative services, and case management and care coordination.
· "Use" applies only to activities within our practice such as sharing, employing, applying, utilizing, examining, and analyzing information that identifies you.
· "Disclosure" applies to activities outside of our practice, such as releasing, transferring, or providing access to information about you to other parties.
 
II. Uses and Disclosures Requiring Authorization
A Behavioral Approach LLC may use or disclose PHI for purposes outside of treatment, payment, or health care operations when your appropriate authorization is obtained. An "authorization" is written permission above and beyond the general consent that permits only specific disclosures. In those instances when A Behavioral Approach LLC is asked for information for purposes outside of treatment, payment or health care operations, A Behavioral Approach LLC will obtain an authorization from you before releasing this information.
 
You may revoke all such authorizations of PHI at any time, provided each revocation is in writing. You may not revoke an authorization to the extent that (1) A Behavioral Approach LLC has already relied on that authorization; or (2) if the authorization was obtained as a condition of obtaining insurance coverage, law provides the insurer the right to contest the claim under the policy.


 HIPAA Privacy Notice of A Behavioral Approach LLC Policies and Practices continued

III. Uses and Disclosures with Neither Consent nor Authorization
A Behavioral Approach LLC may use or disclose PHI without your consent or authorization in the following circumstances:
 
·         Child Abuse – If, in the ordinary course of our work, ABLE LLC has reasonable cause to suspect or believe that any child under the age of eighteen years (1) has been abused or neglected, (2) has had non-accidental physical injury, or injury which is at variance with the history given of such injury, inflicted upon such child, or (3) is placed at imminent risk of serious harm, then A Behavioral Approach LLC must report this suspicion or belief to the appropriate authority. 
·         Health Oversight Activities – If a State of Connecticut licensing board or the Department of Public Health is investigating A Behavioral Approach LLC, the board may subpoena records relevant to such investigation.
·         Judicial and Administrative Proceedings – If you are involved in a court proceeding and a request is made for information about your diagnosis and treatment and the records thereof, such information is privileged under state law, and A Behavioral Approach LLC will not release information without the written authorization of you or your legally appointed representative or a court order. The privilege does not apply when you are being evaluated for a third party or where the evaluation or release of information is court ordered.
·         Serious Threat to Health or Safety – If A Behavioral Approach LLC believes in good faith that there is risk of imminent personal injury to you or to other individuals or risk of imminent injury to the property of other individuals; A Behavioral Approach LLC may disclose the appropriate information as permitted by law.
·         Worker’s Compensation – A Behavioral Approach LLC may disclose protected health information regarding you as authorized by and to the extent necessary to comply with laws relating to worker’s compensation or other similar programs, established by law, that provide benefits for work-related injuries or illness without regard to fault.
 
IV. Patient’s Rights and A Behavioral Approach LLC’s Duties
 
Patient’s Rights:
·         Right to Request Restrictions – You have the right to request restrictions on certain uses and disclosures of protected health information. However, A Behavioral Approach LLC is not required to agree to a restriction you request.
·         Right to Receive Confidential Communications by Alternative Means and at Alternative Locations – You have the right to request and receive confidential communications of PHI by alternative means and at alternative locations. (For example, you may not want a family member to know that you are a patient or client of the office. On your request, A Behavioral Approach LLC will send your bills to another address.)
·         Right to Inspect and Copy – You have the right to inspect or obtain a copy (or both) of PHI in our mental health and billing records used to make decisions about you for as long as the PHI is maintained in the record. A Behavioral Approach LLC may deny your access to PHI under certain circumstances, but in some cases, you may have this decision reviewed. On your request, A Behavioral Approach LLC will discuss with you the details of the request and denial process.
·         Right to Amend – You have the right to request an amendment of PHI for as long as the PHI is maintained in the record. A Behavioral Approach LLC may deny your request. On your request, A Behavioral Approach LLC will discuss with you the details of the amendment process.
·         Right to an Accounting – You generally have the right to receive an accounting of disclosures of PHI. On your request, A Behavioral Approach LLC will discuss with you the details of the accounting process.
·         Right to a Paper Copy – You have the right to obtain a paper copy of the notice upon request, even if you have agreed to receive the notice electronically.

 


HIPAA Privacy Notice of ABLE LLC Policies and Practices continued

A Behavioral Approach LLC’s Duties:
·         A Behavioral Approach LLC is required by law to maintain the privacy of PHI and to provide you with a notice of its legal duties and privacy practices with respect to PHI.
·         A Behavioral Approach LLC reserves the right to change the privacy policies and practices described in this notice. Unless A Behavioral Approach LLC notifies you of such changes, however, A Behavioral Approach LLC is required to abide by the terms currently in effect.
·         If A Behavioral Approach LLC revises its policies and procedures (for which it reserves the right to do), A Behavioral Approach LLC will provide you with a revised notice by directly handing it to you if you are actively seen in our offices at that time.
 
V. Complaints
If you are concerned that A Behavioral Approach LLC may have violated your privacy rights, or you disagree with a decision A Behavioral Approach LLC made about access to your records, you may send a written complaint to the Secretary of the U.S. Department of Health and Human Services.
 
VI. Effective Date, Restrictions, and Changes to Privacy Policy
 
This notice went into effect on November 12, 2016
 
 
I have read and understand the above information, and I agree to the terms described:
 
 
Patient:____________________________________________________________________________ 
Parent/Guardian:___________________________________________________________________ 
Signature:______________________________________________________Date:_______________
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[bookmark: _1fob9te]Client Contact Information

Child Name: ______________________________	 D.O.B. __________________ 
 
SSN: _____________________

Parent/Guardian Name: _________________________________________________

Address: _____________________________________________________________
_____________________________________________________________________

Email: 							

Home Phone # : ________________________   Cell Phone #: __________________

Parent/Guardian Name: _________________________________________________

Address: _____________________________________________________________
_____________________________________________________________________

Email: 							

Home Phone # : ________________________   Cell Phone #: __________________


Insurance Carrier: ___________________   ID #:___________________
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