[image: Icon

Description automatically generated]


Client Intake Packet for Families Using Insurance as Funding

This questionnaire is to be completed by the child’s parent or legal guardian so that Summit Therapies, LLC may learn essential information about your child for use in treatment planning. Summit Therapies, LLC will ensure that any information provided by you is kept confidential according to HIPAA guidelines. Please contact the behavior analyst if you have any questions when completing this form. Please use back of page if need more space.
	Demographics

	Client Name:
[bookmark: Text1]     
	Gender:
[bookmark: Text4]     

	DOB:
[bookmark: Text2]     
	Social Security Number: 
[bookmark: Text5]     

	Legal Guardian’s Name:
[bookmark: Text3]     
	Additional Guardian’s Name:
[bookmark: Text8]     

	Address:
[bookmark: Text6]     

	Address (if different):
[bookmark: Text7]     

	Phone:
[bookmark: Text9]     
	Phone:
[bookmark: Text10]     

	Email:
[bookmark: Text11]     
	Email:

	Other Contact/Location of Therapy:
[bookmark: Text12]     

	Primary Insurance:
[bookmark: Text13]     
	ID Number:
[bookmark: Text14]     

	Policy Holder’s Name:
[bookmark: Text15]     
	Group Number:
[bookmark: Text19]     

	Policy Holder’s DOB:
[bookmark: Text16]     
	Policy Holder’s SSN: 
[bookmark: Text20]     

	Secondary Insurance:
[bookmark: Text17]     
	ID Number:
[bookmark: Text21]     

	Diagnosing Doctor and Practice Contact:
[bookmark: Text18]     

	Date of Diagnosis:
[bookmark: Text22]     




*If using Insurance as a funding source, Please send the following information to SummitTherapies@gmail.com
[bookmark: Check34]|_| Doctor referral for ABA Therapy with Behavior Diagnosis code signed by MD within 5 years
[bookmark: Check35]|_| Copy of Insurance Card
[bookmark: Check36]|_| Completed Comprehensive Diagnostic Evaluation (CDE) with ASD specific standardized assessment within past 5 years
[bookmark: Check37]|_| Wellness Check by Personal Care Provider (PCP) including review of symptoms (ROS) with neurological component within 1 year
[bookmark: Check38]|_| Adaptive Behavioral Evaluation within the past 6 months (Vineland, ABAS, etc.)
[bookmark: Check39]|_| If client is over 18 years old, copy of guardianship paperwork 


General Information

1. Describe family composition (including siblings/ages, and others living in the home):

2. Please list any significant legal/social events/stressors occurring in the home (e.g., parent illness, divorce).


3. Please indicate your goals for therapy. 


4. Please indicate your preferred days/times for therapy (weekdays/weekends). Note that behavior therapy is most effective when implemented continuously and frequently.


5. Please indicate items that your child prefers (approaches and/or engages with consistently and independently) in each category below:

	Edible (e.g., chips)
	Tangible (e.g., balls)
	Social (e.g., tickles)
	Activity (e.g., swim)

	[bookmark: Text23]     
	[bookmark: Text29]     
	[bookmark: Text35]     
	[bookmark: Text41]     

	[bookmark: Text24]     
	[bookmark: Text30]     
	[bookmark: Text36]     
	[bookmark: Text42]     

	[bookmark: Text25]     
	[bookmark: Text31]     
	[bookmark: Text37]     
	[bookmark: Text43]     

	[bookmark: Text26]     
	[bookmark: Text32]     
	[bookmark: Text38]     
	[bookmark: Text44]     

	[bookmark: Text28]     
	[bookmark: Text33]     
	[bookmark: Text39]     
	[bookmark: Text45]     

	[bookmark: Text27]     
	[bookmark: Text34]     
	[bookmark: Text40]     
	[bookmark: Text46]     







Medical History

6. Indicate child’s diagnoses, including age at diagnosis.
	Diagnosis
	Date of Diagnosis
	Provider of Diagnosis

	[bookmark: Text47]     
	[bookmark: Text51]     
	[bookmark: Text55]     

	[bookmark: Text48]     
	[bookmark: Text52]     
	[bookmark: Text56]     

	[bookmark: Text49]     
	[bookmark: Text53]     
	[bookmark: Text57]     

	[bookmark: Text50]     
	[bookmark: Text54]     
	[bookmark: Text58]     



7. Indicate any medical conditions/serious illnesses (e.g., asthma, recurrent ear infections) experienced by your child. 


8. Does your child require a special diet? If yes, please describe.


9. Indicate any medications taken by your child, including dosage, time of administration (e.g., morning), start date, and indication (purpose of medication).

	Medication Name
	Dosage/Admin Time
	Start Date
	Indication

	[bookmark: Text59]     
	[bookmark: Text63]     
	[bookmark: Text67]     
	[bookmark: Text71]     

	[bookmark: Text60]     
	[bookmark: Text64]     
	[bookmark: Text68]     
	[bookmark: Text72]     

	[bookmark: Text61]     
	[bookmark: Text65]     
	[bookmark: Text69]     
	[bookmark: Text73]     

	[bookmark: Text62]     
	[bookmark: Text66]     
	[bookmark: Text70]     
	[bookmark: Text74]     



10. Check any applicable conditions experienced by your child, and provide descriptive information about the conditions below. 

[bookmark: Check40][bookmark: Check43][bookmark: Check45]|_|Allergies				|_|Vision			|_|Hearing
[bookmark: Check41][bookmark: Check44][bookmark: Check46]|_|Sleep				|_|Feeding			|_|Sensory
[bookmark: Check42][bookmark: Check47][bookmark: Text148][bookmark: Text149][bookmark: Text150][bookmark: Text151][bookmark: Text152][bookmark: Text153][bookmark: Text154]|_|Educational			|_|Other                                   



11. Has your child received ABA therapy in the past? If yes, please indicate time period and outcomes


12. Please indicate if your child currently receives supportive therapies (e.g., Speech and Language, Occupational?). Please indicate arranged times.

	Type of Therapy or Activity
	Days and Times

	[bookmark: Text75]     
	[bookmark: Text78]     

	[bookmark: Text76]     
	[bookmark: Text79]     

	[bookmark: Text77]     
	[bookmark: Text80]     




	Educational Information

	School Name:
[bookmark: Text81]     
	Teacher:
[bookmark: Text88]     

	Grade:
[bookmark: Text82]     
	Admin or Guidance Contact: 
[bookmark: Text89]     

	Type of Setting (self-contained, regular ed): 
[bookmark: Text83]     
	Teacher/Admin Phone:
[bookmark: Text90]     

	Address:
[bookmark: Text84]     

	Teacher Email:
[bookmark: Text91]     

	Phone:
[bookmark: Text85]     
	Teacher/Admin Phone:
[bookmark: Text92]     

	Email:
[bookmark: Text86]     
	Teacher Email:
[bookmark: Text93]     

	Any behavior concerns relayed by the school:
[bookmark: Text87]     
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