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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: Text2]     
	Gender:
[bookmark: Text3]     

	DOB:
[bookmark: Text4]     
	

	Legal Guardian’s Name:
[bookmark: Text5]     
	Additional Guardian’s Name:
[bookmark: Text6]     

	Address:
[bookmark: Text7]     
[bookmark: Text8]     
	Address (if different):

	Phone:
[bookmark: Text9]     
	Phone
[bookmark: Text11]     :

	Email:
[bookmark: Text10]     
	Email:
[bookmark: Text12]     



General Information
1. Describe family composition (including siblings/ages, and others living in the home):
[bookmark: Text13][bookmark: Text14][bookmark: Text15][bookmark: Text16][bookmark: Text17][bookmark: Text18][bookmark: Text19][bookmark: Text20][bookmark: Text21][bookmark: Text22][bookmark: Text23][bookmark: Text24][bookmark: Text25][bookmark: Text26][bookmark: Text27][bookmark: Text28][bookmark: Text29][bookmark: Text30][bookmark: Text31][bookmark: Text32][bookmark: Text33][bookmark: Text34][bookmark: Text35][bookmark: Text36][bookmark: Text37][bookmark: Text38][bookmark: Text39][bookmark: Text40][bookmark: Text41][bookmark: Text42][bookmark: Text43][bookmark: Text44][bookmark: Text45][bookmark: Text46][bookmark: Text47][bookmark: Text48][bookmark: Text49][bookmark: Text50][bookmark: Text51][bookmark: Text52][bookmark: Text53][bookmark: Text54][bookmark: Text55][bookmark: Text56][bookmark: Text57][bookmark: Text58][bookmark: Text59][bookmark: Text60][bookmark: Text61][bookmark: Text62][bookmark: Text63][bookmark: Text64][bookmark: Text65][bookmark: Text66][bookmark: Text67][bookmark: Text68][bookmark: Text69][bookmark: Text70][bookmark: Text71][bookmark: Text72][bookmark: Text73][bookmark: Text74][bookmark: Text75][bookmark: Text76][bookmark: Text77][bookmark: Text78][bookmark: Text79][bookmark: Text80][bookmark: Text81][bookmark: Text82][bookmark: Text83]                                                                                                                                                                                                                                                                                                                                                                   

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)
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Medical History

6. Indicate child’s diagnoses, including age at diagnosis.
                                                                                                                                                                          

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

[bookmark: Check1][bookmark: Check2][bookmark: Check3]|_| Allergies				|_| Vision			|_| Hearing
[bookmark: Check4][bookmark: Check5][bookmark: Check6]|_| Sleep				|_| Feeding			|_|  Sensory
[bookmark: Check7][bookmark: Check8]|_| 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
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	Educational Information

	School Name:
[bookmark: Text126]     
	Teacher:
[bookmark: Text127]     

	Grade:
[bookmark: Text128]     
	Admin or Guidance Contact: 
[bookmark: Text129]     

	Type of Setting (self-contained, regular ed): 
[bookmark: Text130]     
	Teacher/Admin Phone:
[bookmark: Text131]     

	Address:
[bookmark: Text132]     
[bookmark: Text133]     
	Teacher Email:
[bookmark: Text134]     

	Phone:
[bookmark: Text135]     
	Teacher/Admin Phone:
[bookmark: Text136]     

	Email:
[bookmark: Text137]     
	Teacher Email:
[bookmark: Text138]     

	Any behavior concerns relayed by the school:
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                     

	Any past school experience? Please list grades completed and if there were any supports or concerns expressed by the teachers/caregivers in those locations:
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                             


Release of Information

[bookmark: Text139][bookmark: Text140][bookmark: Text141][bookmark: Text142][bookmark: Text143][bookmark: Text144][bookmark: Text145][bookmark: Text146]I,__                                         parent/ guardian of 

[bookmark: Text147][bookmark: Text148][bookmark: Text149][bookmark: Text150][bookmark: Text151][bookmark: Text152]                               give permission for Summit Therapies, LLC staff to exchange 

information with the following sources to obtain information for behavioral services:

Type of information: A behavior assessment to include any maladaptive behaviors, skill deficits and 

any other factors that may be impacting their learning. 


School:                                      Phone #:               

[bookmark: Text153][bookmark: Text154][bookmark: Text155][bookmark: Text156][bookmark: Text157][bookmark: Text158][bookmark: Text159][bookmark: Text160][bookmark: Text161][bookmark: Text162]Primary Physician:                                     Phone #:               

Secondary Physician:                                Phone #:               

Referring Agency:_________________________________  Phone #:______________

Other:__________________________________________  Phone #:______________

Other:___________________________________________ Phone #:_____________

Other:___________________________________________ Phone #:_____________

I release you from all liability pertaining to disclosure of information contained in my records.  

I may revoke this consent at any time, except to the extent that action has already been taken in reliance thereon, by furnishing written notice of revocation.

Signature                                            Date:                

Signature of parent/ guardian                                     Date:                

Witness Name and Signature:                                      Date:                


A photocopy of this consent is to be considered as valid as the original.





Informed Consent

Legal Guardian/ Individual                , given consent for                 (client).  I am consenting to the development of a behavior assessment, behavior plan and for behavioral services provided by a ‘Summit Therapies, LLC’  representative. I have been informed of my rights. I understand that I have the right to withdrawal consent at any time for any reason.  I have also been informed about behavioral services, how a Behavioral Assessment is completed, how a Behavior Plan is completed and how behavioral services will be delivered.  I understand that my participation in these services is critical to the treatment of                 (client).

	
A copy of this Informed Consent Form shall be valid as the original.


                                                                                                   
Printed Name of Legal Guardian/ Individual 	                                     Date

                                                                                                   

Signature of Legal Guardian/ Individual                                                            Date 

                                                                                                   
Witness                                                                                                               Date









Financial Agreement for Independent Assessment

Assessment Includes		

  Face to face observation of client for 5 - 6 hours 
  Meeting to discuss behavior concerns with caregivers (teachers, counselors, administration, etc.)
  Data sheets specific to behavior concerns to collect data when behavior analysts are present and when they are not. 
  Observation report of behaviors to include: data collected from teachers, description and data of behaviors observed during observation, recommendations for caregivers and recommended next steps. 
  Meeting to discuss observations and recommendations.
.
Expectations 	

 Caregivers will give time frames to observe that are most likely to yield higher frequency of
behaviors to observe for behavior analysts to be present. Face to face observations (5-6 hours) will
be scheduled during these times. 
 Caregivers will be expected to take data to the best of their ability to help understand the scope of
behavior concerns when behavior analysts are not present. 

Terms of Payment and Cost	

  Independent Assessment costs are $800 
  Invoices are mailed after the final meeting to discuss the observations.
  Payment must be received within 30 days from the date on the invoice.  After that time, late payment fees of $30 per billing cycle will be assessed until payment is received in full. 
  There is a $25 fee for returned checks, check are to be made payable to: Summit Therapies, LLC
  Invoices will be sent via QuickBooks, which will provide options for payments. 


I,                 (client/ parent/guardian/school administrator), acknowledge that I have read the financial agreement of Summit Therapies, LLC.  I accept full responsibility for prompt payment of all services rendered for an independent assessment for                 (client name/school).  I also assume financial responsibility for all attorney and collection agency fees in the event it becomes necessary to file suit to collect payment. 

                              		               
Signature						Date
Caregiver/Teacher Input Form
Caregiver please list and describe to the best of your ability the concerns you are seeing for this client. Feel free to use the chart below and write in any additional information. This form is for maladaptive behaviors. Examples of maladaptive behaviors include: arguing, aggression, physical refusal (turning body away from speaker, stomping feet, etc.), screaming, property destruction (throwing items, breaking items and overturning furniture) and tantrums (combinations of crying, physical refusal, screaming, property destruction, etc.). 
	Describe the behavior
	When is it most likely to occur?
Check all that apply
	When is it least likely to occur?
Check all that apply
	What is the severity?
	What is then intensity?
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	[bookmark: Check9]|_| Large Group instruction time
[bookmark: Check10]|_| Doing work independently
[bookmark: Check11]|_| Doing work in a group
[bookmark: Check12]|_| Social times (lunch, playground, recess, etc)
[bookmark: Check13]|_| Specials or Electives
[bookmark: Check14]|_| Immediately following instructions
[bookmark: Check15]|_| Free time
	[bookmark: Check16]|_| Large Group instruction time
[bookmark: Check17]|_| Doing work independently
[bookmark: Check18]|_| Doing work in a group
[bookmark: Check19]|_| Social times (lunch, playground, recess, etc)
[bookmark: Check20]|_| Specials or Electives
[bookmark: Check21]|_| Immediately following instructions
[bookmark: Check22]|_| Free time
	[bookmark: Check23][bookmark: Check24][bookmark: Check25][bookmark: Check26][bookmark: Check27]|_|  Behavior poses no risk to the safety of the client or others |_|  Behavior poses little risk to the client or safety of others.  |_|  Behavior poses moderate risk to the client and safety of others 
|_|  Behavior poses high risk to the safety of client and others in their environment 
|_|  Behavior has caused harm to the client or others
	[bookmark: Check28][bookmark: Check29][bookmark: Check30][bookmark: Check31][bookmark: Check32]|_|  Behavior occurs monthly or rarely 
|_| Behavior occurs weekly
|_| Behavior occurs daily
|_| Behavior occurs hourly
|_| Behavior occurs in a dense schedule usually once every 15 minutes or more

	Behavior #2:
               

               
               
               
               
               
               
               
               
               
               
               
               
	|_| Large Group instruction time
|_| Doing work independently
|_| Doing work in a group
|_| Social times (lunch, playground, recess, etc)
|_| Specials or Electives
|_| Immediately following instructions
|_| Free time
	|_| Large Group instruction time
|_| Doing work independently
|_| Doing work in a group
|_| Social times (lunch, playground, recess, etc)
|_| Specials or Electives
|_| Immediately following instructions
|_| Free time
	|_|  Behavior poses no risk to the safety of the client or others |_|  Behavior poses little risk to the client or safety of others.  |_|  Behavior poses moderate risk to the client and safety of others 
|_|  Behavior poses high risk to the safety of client and others in their environment 
|_|  Behavior has caused harm to the client or others
	|_|  Behavior occurs monthly or rarely 
|_| Behavior occurs weekly
|_| Behavior occurs daily
|_| Behavior occurs hourly
|_| Behavior occurs in a dense schedule usually once every 15 minutes or more




Maladaptive Behavior information continued: 
	Describe the behavior
	When is it most likely to occur?
Check all that apply
	When is it least likely to occur?
Check all that apply
	What is the severity?
	What is then intensity?

	Behavior #3:
               

               
               
               
               
               
               
               
               
               
               
               
               
	|_| Large Group instruction time
|_| Doing work independently
|_| Doing work in a group
|_| Social times (lunch, playground, recess, etc)
|_| Specials or Electives
|_| Immediately following instructions
|_| Free time
	|_| Large Group instruction time
|_| Doing work independently
|_| Doing work in a group
|_| Social times (lunch, playground, recess, etc)
|_| Specials or Electives
|_| Immediately following instructions
|_| Free time
	|_|  Behavior poses no risk to the safety of the client or others |_|  Behavior poses little risk to the client or safety of others.  |_|  Behavior poses moderate risk to the client and safety of others 
|_|  Behavior poses high risk to the safety of client and others in their environment 
|_|  Behavior has caused harm to the client or others
	|_|  Behavior occurs monthly or rarely 
|_| Behavior occurs weekly
|_| Behavior occurs daily
|_| Behavior occurs hourly
|_| Behavior occurs in a dense schedule usually once every 15 minutes or more

	Behavior #4:
               

               
               
               
               
               
               
               
               
               
               
               
               
	|_| Large Group instruction time
|_| Doing work independently
|_| Doing work in a group
|_| Social times (lunch, playground, recess, etc)
|_| Specials or Electives
|_| Immediately following instructions
|_| Free time
	|_| Large Group instruction time
|_| Doing work independently
|_| Doing work in a group
|_| Social times (lunch, playground, recess, etc)
|_| Specials or Electives
|_| Immediately following instructions
|_| Free time
	|_|  Behavior poses no risk to the safety of the client or others |_|  Behavior poses little risk to the client or safety of others.  |_|  Behavior poses moderate risk to the client and safety of others 
|_|  Behavior poses high risk to the safety of client and others in their environment 
|_|  Behavior has caused harm to the client or others
	|_|  Behavior occurs monthly or rarely 
|_| Behavior occurs weekly
|_| Behavior occurs daily
|_| Behavior occurs hourly
|_| Behavior occurs in a dense schedule usually once every 15 minutes or more
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Please check all of the skills that the client is demonstrating, with reasonable independence the majority of the time when needed. Please use your best judgement and only check skills which would be age appropriate for them to demonstrate. Please use lines to indicate any additional concerns or explain further. 
	Communication
	Daily Living
	Social Skills
	Compliance
	Fine & Gross Motor

	[bookmark: Check33]|_| Can express needs or ask for help without support
[bookmark: Check34]|_| Can request attention without maladaptive behaviors
[bookmark: Check35]|_| Can form all letter sounds without issue
[bookmark: Check36]|_| Can pronounce letter blends without issue
[bookmark: Check37]|_| Can form full complete sentences
[bookmark: Check38]|_| Uses appropriate verb tense
[bookmark: Check39]|_| Can respond to various “wh” questions
	[bookmark: Check40]|_| Can unpack belongings
[bookmark: Check41]|_| Can follow daily classroom routines
[bookmark: Check42]|_| Is independent in restroom use
[bookmark: Check43]|_| Can manage fasteners (age appropriate)
[bookmark: Check44]|_| Can blow nose
[bookmark: Check45]|_| Can wash hands
[bookmark: Check46]|_| Sits appropriately in large group
[bookmark: Check47]|_| Sits appropriately in small group
[bookmark: Check48]|_| Transitions to areas in and out of the classroom without issue
	[bookmark: Check49]|_| Will initiate and join conversations appropriately
[bookmark: Check50]|_| Will engage in turn taking with peers
[bookmark: Check51]|_| Will give up toys to peers when asked
[bookmark: Check52]|_| Will request toys from others verbally
[bookmark: Check53]|_| Engages with toys appropriately
[bookmark: Check54]|_| Uses imagination
[bookmark: Check55]|_| Will engage in a variety of indoor and outdoor activities
[bookmark: Check56]|_| Will play with multiple peers (not fixated on one peer)
[bookmark: Check57]|_| Generally respects the boundaries of others
	[bookmark: Check58]|_| Follows 2 step directions
[bookmark: Check59]|_| Can work independently for sustained periods of time (will vary dependent on age)
[bookmark: Check60]|_| Will initiate activity within 10 seconds of given instruction
[bookmark: Check61]|_| Can raise hand and wait to be called on before responding
[bookmark: Check62]|_| Can wait appropriately when asked for 2-5 minutes
[bookmark: Check63]|_| Can get out needed material for tasks
[bookmark: Check64]|_| Lines up upon request
	[bookmark: Check65]|_| Holds scissors appropriately
[bookmark: Check66]|_| Can cut straight, curved and zigzag lines within an 1/8th of an inch
[bookmark: Check67]|_| Can accurately trace shapes
[bookmark: Check68]|_| Can squeeze glue and glue shapes onto paper
[bookmark: Check69]|_| Runs with appropriate gait (elbows bent at 90 and moving with reciprocal legs)
[bookmark: Check70]|_| Jumps with both feet
[bookmark: Check71]|_| Can catch a ball with both hands



What times would be best to observe the client? We would like to schedule 5-6 hours total to observe the client. This time does not need to be in one day and times can be broken up into 1.5-2 hour increments on multiple days so we are able to observe the client in multiple settings if needed. 
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	               


	               


	               
	               
	               



What times would be best to meet one to one with you to discuss you concerns for the client? We would like to schedule an hour to meet with you to discuss what behaviors or skill deficits you are observing.  
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
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