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                                                                                        Positive Behavior Interventions, Inc

12327 Winding Woods Way
Lakewood Ranch, FL 34202


                                                          phone and fax: 941 739 6198



email: Admin@PositiveBehaviorInterventions.com
web: PositiveBehaviorInterventions.com




Welcome to Positive Behavior Interventions!

Positive Behavior Interventions is dedicated to meeting the behavioral, emotional and

educational needs of individuals and families with special needs.

Intake Packet

o Application for Behavior Services

o Consent to Request/Release Medical Information

o Caregiver Rate / Plan Agreement

**All forms must be signed and returned to PBI before the onset of services.**

APPLICATION FOR BEHAVIOR SERVICES

Client’s Full Name:__________________________________________________________________________

Date of Birth: __________________________________________________________________________

Primary Diagnosis: ________________________ Secondary Diagnosis: ___________________________

Aged Diagnosis Given: ______________________________________________________________________

Diagnosing Physician: ______________________________________________________________________

Father / Legal Guardian: _____________________________________________________________________

Address: _____________________________________________________________________________

Home Phone: (_____) ____________ Work Phone: (_____) ____________ Cell: (_____) ____________

Email: ______________________________________________________________________________

Occupation: ____________________________________Title: _____________________________________

Employer: ___________________________________________________________________________

Mother / Legal Guardian: ____________________________________________________________________

Address: _____________________________________________________________________________

Home Phone: (_____) ____________ Work Phone: (_____) ____________ Cell: (_____) ____________

Email: ______________________________________________________________________________

Occupation: ____________________________________Title: _____________________________________

Employer: ___________________________________________________________________________

REGISTRATION FORM

	Today’s Date: 2/8/2010
	PCP:      

	PATIENT INFORMATION

	Patient’s last name:      
	First:      
	Middle:      
	 FORMCHECKBOX 
 Mr.

 FORMCHECKBOX 
 Mrs.
	 FORMCHECKBOX 
 Miss

 FORMCHECKBOX 
 Ms.
	Marital status:

	
	
	
	Single  FORMCHECKBOX 
   Mar  FORMCHECKBOX 
   Div  FORMCHECKBOX 
   Sep  FORMCHECKBOX 
   Wid  FORMCHECKBOX 


	Is this your legal name?
	If not, what is your legal name?
	(Former name):
	Birth date:
	Age:
	Sex:

	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     
	     
	     
	     
	 FORMCHECKBOX 
 M
	 FORMCHECKBOX 
 F

	Street address:
	Social Security no.:
	Home phone no.:

	     
	     
	(     )      

	P.O. box:
	City:
	State:
	ZIP Code:

	     
	     
	     
	     

	Occupation:
	Employer:
	Employer phone no.:

	     
	     
	(     )      

	Chose clinic because/referred to clinic by (Please check one box):
	 FORMCHECKBOX 
 Dr.
	     
	 FORMCHECKBOX 
 Insurance plan
	 FORMCHECKBOX 
 Hospital

	 FORMCHECKBOX 
 Family
	 FORMCHECKBOX 
 Friend
	 FORMCHECKBOX 
 Close to home/work
	 FORMCHECKBOX 
 Website
	 FORMCHECKBOX 
 Other
	     

	

	INSURANCE INFORMATION

	(Please copy your insurance card and send to our office)

	Person responsible for bill:
	Birth date:
	Address (if different):
	Home phone no.:

	     
	     
	     
	(     )      

	Occupation:
	Employer:
	Employer address:
	Employer phone no.:

	     
	     
	     
	(     )      

	Is this patient covered by insurance?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	

	Please indicate primary insurance
	 FORMCHECKBOX 
 United
	 FORMCHECKBOX 
 Aetna
	 FORMCHECKBOX 
 Cigna
	 FORMCHECKBOX 
 Other:

	Member ID no:      
	Phone Number on back of Card:

	Subscriber’s name:
	Subscriber’s S.S. no.:
	Birth date:
	Group no.:
	Policy no.:
	Co-payment:

	     
	     
	     
	     
	     
	$      

	Name of secondary insurance (if applicable):
	Subscriber’s name:
	Group no.:
	Policy no.:

	     
	     
	     
	     

	Patient’s relationship to subscriber:
	 FORMCHECKBOX 
 Self
	 FORMCHECKBOX 
 Spouse
	 FORMCHECKBOX 
 Child
	 FORMCHECKBOX 
 Other
	     

	

	IN CASE OF EMERGENCY

	Name of local friend or relative (not living at same address):
	Relationship to patient:
	Home phone no.:
	Work phone no.:

	     
	     
	(     )      
	(     )      

	The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I understand that I am financially responsible for any balance. I also authorize Positive Behavior Interventions, inc or insurance company to release any information required to process my claims.

	
	
	
	
	

	
	Patient/Guardian signature
	
	Date
	


MEDICAL BACKGROUND

Primary Care Physician: _______________________________________________________

Physician’s Phone: ___________________________________________________________

Medical Conditions: ____________________________________________________________________________

____________________________________________________________________________

Past Surgeries:

____________________________________________________________________________

____________________________________________________________________________

Allergies:

____________________________________________________________________________

____________________________________________________________________________

Biomedical Treatments:

____________________________________________________________________________

____________________________________________________________________________

Current Physician: _____________________________________________________________

Phone: ______________________________________________________________________

Medications:

	Medication 
	Name
	Start Date
	Dosage
	Medication Used to Treat

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


School / Job Attended by Applicant

School: _________________________________________________________________________________

Address: _________________________________________________________________________________

Teacher: _________________________________________________________________________________

Phone: _____________________________ Email: _____________________________________________

Occupational Therapy

Name:      ________________________________

Address: ________________________________

     
    ________________________________

    ________________________________

Phone:     ________________________________

Email:      ________________________________

Behavior Therapy

Name:      ________________________________

Address: ________________________________

     
    ________________________________

    ________________________________

Phone:     ________________________________

Email:      ________________________________

Speech Therapy

Name:      ________________________________

Address: ________________________________

     
    ________________________________

    ________________________________

Phone:     ________________________________

Email:      ________________________________

Psychologist / LCSW

Name:      ________________________________

Address: ________________________________

     
    ________________________________

    ________________________________

Phone:     ________________________________

Email:      ________________________________

Other

Name:      ________________________________

Address: ________________________________

     
    ________________________________

    ________________________________

Phone:     ________________________________

Email:      ________________________________

Service Options 
Services of interest:  Please select with a check mark the type(s) of therapy services you would like to receive (please note that while we will attempt to provide the type of service you request. Not all services may be available at time of request):
· Problem Behavior Reduction

· Parent Training (skill acquisition)

· Home Based Services

· Community Based Services

· School Based Services

· Intensive Feeding or Toilet Training Program

· Staff Training

· Diagnostic Services

Are you interested in a center-based treatment program: Yes: _____ 
No: _____
Thank you for your request; your request will be added to our current wait list. We will be contacting you to discuss the availability of services

The undersigned hereby acknowledge that the information contained in this application is accurate in all respects.

****************************************************************

If you are seeking a diagnostic evaluation
Which disorder do you suspect?

·  Autism       
·  Asperger’s Syndrome        
· PDD-NOS

· Other _______________________

Has the child received any diagnostic assessments in the past?  Y / N 
If so, by whom? _________________
Dates of previous evaluation(s):  _________________________________________

If you are seeking Parent-Training Services
What is the child’s diagnosis?  ___________________________

Which skill would you like to target?  (Rank order if there is more than one i.e., _1, 2, etc_
	Rank

	· ___ Language acquisition


	· ___ Toilet training

	· ___ Social interaction

	· ___ Daily living skills 

       (ex., dressing)

	Rank

	· ___ Play skills

	· ___other (_________________)

	· ___other (_________________)

	· ___other (_________________)

	· ___other (_________________)


Brief description of skill problem:     



































If you are seeking Problem Behavior Reduction services

What is the child’s diagnosis?  ___________________________

Which behavior would you like to target?  (Rank order if there is more than one i.e., _1, 2, etc_)
	Rank

	· ___ Noncompliance

	· ___ Tantrums

	· ___ Physical Aggression

	· ___ Property Destruction 

	Rank

	· ___ Stereotypy (ex. Hand                                           flapping)

	· ___Self-Injurious Behavior

	· ___other (_________________)


Brief description of problem behavior: 





























































Include any other information think would be helpful for treatment: 






































































Interest Question: Would you been interested in having access to a web-based therapy management program including: 

1. Customized curriculum developed in minutes for your child
2. Video training modules that show you exactly how to conduct treatment programs
3. A centralized location for data which is accessible to all team members to track progress
____ Yes
____ No  
PARENT/GUARDIAN: _______________________ Date: ___________________________

PARENT/GUARDIAN: _______________________ Date: ___________________________

**Please attach the applicant’s most recent ABLLS grid and any other evaluation’s or progress notes (i.e. Speech, Occupational, Neurologist, etc…).

THANK YOU and We Look Forward to Working with You Soon!

Plan and Rate Agreement

I, ______________________________ agree to _______ hours of therapy per week / month (please circle). 

Treatment Scheduling:  If you’re not sure of the exact schedule, write your desired treatment days/times. Circle AM or PM.
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	Desired Time 
	              Am/Pm
	              Am/Pm
	              Am/Pm
	              Am/Pm
	              Am/Pm

	Alternate Time
	              Am/Pm
	              Am/Pm
	              Am/Pm
	              Am/Pm
	              Am/Pm

	Alternate Time
	              Am/Pm
	              Am/Pm
	              Am/Pm
	              Am/Pm
	              Am/Pm


I understand that all therapy visits have a two-hour minimum and that I will be asked to pay mileage if my therapist or consultant is traveling over 30 miles. I will be billed for services at the end of every two weeks. Payment of services is due upon receipt of the service invoice and payment by credit card, debit card, or check is accepted.  
I understand that Positive Behavior Interventions (PBI) does not endorse 1:1 therapy hours of less than 10 hours per week. The frequency of therapy recommended for your child is based on current research and should be followed in order to receive the most effective services. At PBI we often have therapy packages that come with discounts please call for details.
Cancellation / No Show Policy - Regular Attendance is required for our services to be effective.  Irregular attendance also costs both the staff person and the program time and money.  It is therefore the responsibility of the client and/ or guardian to attend all scheduled appointments.

CANCELATION POLICY: PBI requires at least 24 hours notice to cancel a scheduled therapy, evaluation or consultation session. Clients will be charged the full amount of the therapy session for cancellations made within 24 hours, except in case of illness or emergencies. Due to the number of clients who may be on the waiting lists for therapy, multiple cancellations may result in a loss of your assigned appointment time. 

After the first cancellation with less than 24 hours notice, the staff person will contact you to reschedule.

After two cancellations in a row, the Program Director will send you a letter explaining that you must call him/ her if you desire to continue services.

After the third cancellation, your case will be closed.

If you cancel three times, with some attendance in between each cancellation, your clinician will discuss with you some possible solutions to the problem of irregular attendance.

NO SHOW POLICY: If you do not show up for your appointment, it is considered a “No Show.”

For each “No Show”, a letter will be mailed to your current listed address indicating the missed appointment times and date.

After the first “No Show”, the staff person will contact you to reschedule the appointment.

After the second “No Show”, the Program Director will send you a letter explaining that you must call him/ her if you desire to continue services.

After the third “No Show” Your case will be closed.

By signing below, I fully understand the expectations and consequences of PBI, Inc.’s No Show/ Cancellation Policy and agree to these conditions. All correspondences will serve as documentation in the event that case is closed due to irregular attendance.

_______________________________________

____________________________

Client or Parent/ Legal Guardian


Date

Late payment fee- all payments more than ten days past due will be subject to a $50.00 late fee.

Delinquent payment penalty- unpaid or late payments may result in service termination from PBI. Student records will not be released until all accounts have been satisfied. If the payment has not been received after

60 calendar days, it will be submitted to a collection agency for collection.

If I have insurance benefits that will reimburse for ABA therapy I agree to pay out of pocket until the insurance provider is reimbursing for services to PBI on time. Once PBI receives insurance monies for previous services already paid a credit will be applied to future services.

I agree to pay the following service rate.  Rates can be affected by a number of factors such as your insurance plan, desired experience level of therapist (BCBA, BCaBA, etc), and supervision requirements (BACB guidelines require that therapists with less experience may require periodic supervision for the purpose of reviewing and evaluating treatment progress).  If supervision is necessary, the service will be provided at an additional cost to direct therapy.  Please call to discuss your specific situation and therapy rates prior to signing the Plan and Rate Agreement.  
1. One-on-one therapy provided by an ABA intern: $_____.00 per hour

2. Consultation or therapy provided by a Board Certified assistant Behavior Analyst: $_____.00 per hour

3. Consultation or therapy provided by a Board Certified Behavior Analyst: $_____.00 per hour.

4. Mileage: Determined by state.  For Florida: 50 cents per mile
Credit or debit card payments can be made at www.positivebehaviorinterventions.com

By signing below, I fully understand the expectations of PBI, Inc.’s Plan and Rate Agreement agree to these conditions. 

_____________________________________________________________________________________

Caregiver Signature  


Print Name 




Date

For office use only: Date Received _____________ Approved by _______________________

Start Date ______________________ Approved Schedule of Days_______________________
Consent for Release of Information
CLIENT NAME: __________________________

DOB: __________________________________

This Consent Authorizes:

Positive Behavior Interventions

12327 Winding Woods Way

Lakewood Ranch, FL 34202

To release and/or obtain confidential client information concerning the above named client with the following:  Please check all that apply.

School: ______ 
Speech Pathologist: _____ 
Occupational Therapist: _____


Pediatrician: ______ BCBA/BCaBA ______
School _____

Other_____

The following documents are authorized for release (circle all to be released):

Individual Education Plan (IEP)

Psycho educational Assessment

Report Cards/Transcripts

Behavioral Report

Special Report

Psychological Evaluation

Speech/language Evaluation

Hearing Screening

Medical History & Physical

Immunization Record

Neurology Report

Psychiatric evaluation
Medication Management Visits Client Information Sheet

Individualized Treatment Plan

Treatment Plan Reviews

Psychosocial Evaluation

Behavior Plan/Program

Discharge Summary

Progress Notes

Other: _______________

I understand that these records may contain psychiatric and/or drug and alcohol information. I understand that these records may also contain references to blood-borne pathogens (e.g., HIV, AIDS). I understand that I may revoke this consent at any time; however I cannot revoke consent for action that has already been taken. A copy of this release shall be valid as the original

THIS CONSENT EXPIRES 1 YEAR AFTER SIGNATURE DATE BELOW.

PARENT/GUARDIAN Signature: ______________________________
DATE: ___________

WITNESS SIGNATURE: ____________________________________
DATE: ___________

[image: image1.wmf]
YEAH Your First Step is Complete!!

NEXT STEP

· We will call you to set-up the initial assessment

· Discuss Service options

· Sign the Service Consent and Agreement (next page)

: 

Service Consent and Agreement

A. Responsibilities of Program
1. To provide a program of services and support consistent with the needs of the individual as determined by the Treatment Team (parents, behavior analysts, other treatment providers)
2. To safeguard the civil and human rights of the individual from abuse and guarantee the confidentiality of records and treatment.

3. To provide a safe environment as consistent as possible with a typical home setting.

4. To provide all services on a non-discriminatory basis without regard to race, color, creed, gender, or national origin.

5. To promulgate and hold available for review by affected parties, a comprehensive set of policies and procedures governing the services of this program.
6. To provide applied behavior analysis services which are congruent with best practices, including those specified by the behavior analysis certification board and which are based on empirically validated methods. 

7. To answer questions that may arise about the treatment on an ongoing basis. 
B. Responsibilities of Individual and/or Parent/Guardian

1. To provide to the program prior to, at time of admission, and throughout treatment, all information and items requested necessary for informed treatment decisions.
2. To accept financial responsibility for the cost of services except as covered by third party.

3. To observe applicable rules of the program as set forth in program policies and procedures.

4. To participate actively as a member of the individual’s Treatment Team, in the design and implementation of the comprehensive program of services and in planning for eventual discharge.

C. Consent & Permissions

1. Scope for and Authority to Provide Services

I have been provided with an explanation for the services of this program.  I have had an opportunity to review policies and procedures, and have received copies of any policies I requested.  In signing below, I indicate an understanding and acceptance of the program’s services system and grant the program’s Treatment Team (of which I am a member) and Positive Behavior Interventions, Inc. personnel the right to make specific decisions and design programs consistent with the individual’s needs.  
I also understand that I may have questions or request additional information at any time.  
2. Permission to Share Information to Secure Services or Protect Individual

I understand that there are times when information from the individual records needs to be shared in order to integrate services with other service providers.  These services may include but are not limited to public school education, vocational training services, community leisure classes, medical services, etc.  I hereby give permission for Positive Behavior Interventions, Inc. to share such information needed to integrate services.  I understand that only information reasonably pertinent information will be released or exchanged.
____________________________________________________________________________________Caregiver Signature  


Print Name 




Date
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