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Client Informed Consent & Acknowledgement of ABA Program Policies and Procedures
This is to acknowledge that I have been provided with and understand the following information.
1. The general nature and purpose for in home autism therapy services and the roles of the

team members involved.

Client responsibilities relating to treatment.

Alternatives to treatment modes.

Consequences of not receiving proposed treatment.

Clinic hours.

Treatment costs.

How to access emergency services.

Client rights and grievance procedure.

Criteria for discharge from treatment.

10. Minimal of (2) hours advance notice for cancellation of an appointment.

O 0N W

11. My rights to request consultation with consulting BCBA.
12. Confidentiality of client information.

[ consent to the treatment plan as described by my Treatment Therapist until such time as |
terminate treatment with Phoenix Behavioral Health Services, LLC. I understand that I may
withdraw informed consent for treatment at any time by submitting such a request in writing
to my Treatment Therapist.

HIPAA NOTICE OF PRIVACY PRACTICES:

[ acknowledge receipt of the HIPAA Notice of Privacy Practices for Phoenix Behavioral
Health Services, LLC. Questions or Concerns about privacy rights, Phoenix Behavioral Health
Service’s privacy-related policies or the information contained in this notice, contact Chief
Privacy Officer of Phoenix Behavioral Health Services at 3120 Memorial Drive, Two Rivers, WI
54241,920-657-1780 or at info@phoenixbhc.com

[ have declined a paper copy of HIPAA Practices
[ have received a paper copy of HIPAA Practices

CONSENT TO CONTACT:

[ give my express permission to Phoenix Behavioral Health Services, LLC and its Affiliates or
contractors to contact me for any purpose at the current or any future numbers that are
provided for landline telephone, cellular telephone or any wireless device including the use of
automated dialing equipment, prerecorded voice or text messages.

[ have agreed to be contacted by employees of Phoenix BHS

Client Name (printed)

Parent/Guardian Signature Date
Clients may request a copy of this consent form if they wish to have one for their records.
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PRE-ASSESSMENT FOR AUTISM SERVICES

Client Name: Today’s Date:

Date of birth: Age (yr:mo):

Address, City: Phone Number: Primary Funding Source: Secondary Funding Source:
Referral source:

Family Supports and Living Arrangements

Name Relationship to Client Full-time / Part - time %
(Parent, Guardian, Grandparent, Sibling, etc.)

Other family supports that do not live with client:

Notes on supports and living arrangements:

Notes on spiritual beliefs that may impact treatment:

Notes on cultural beliefs that may impact treatment:

Diagnostic History

Provider of diagnosis Date Diagnosis/results

School Information

Service Name of School Speech oT PT Other

Early Childhood

Elementary School

Middle School

High School

Current School & Grade:

Past Therapies / Interventions
(Birth-3, behavioral treatment, speech therapy, occupational therapy, physical therapy, daily living skills training, psychotherapy, psychiatry, etc.)

Type Name of Agency, Name - Person Start End Results / Effectiveness Reason for Discontinuing (if
City/State who supervised Date Date applicable)
treatment
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Current Therapies / Interventions

(Birth-3, behavioral treatment, speech therapy, occupational therapy, physical therapy, daily living skills training, psychotherapy, psychiatry, etc.)

Type Name of Agency, Name - Person who Start End Results / Effectiveness
City/State supervised treatment Date Date
Other Current Supports — Care Collaboration
Agency Name of Professional Current Services Provided Frequency of Interventions
County Waiver Agency

Birth-3 / Early Intervention

School District

Outside Therapy

Other

Personal and Medical Background Notes

(allergies, medications, hospitalizations, sleep, eating, developmental milestones: sitting up, crawling, walking, talking, etc..)

Was pregnancy and Yes
delivery of child
typical/healthy? No

If no, describe medical challenges during these time periods:

Vaginal or C-Section delivery:

Child was born at 40 weeks | Yes
gestation?
No

If no, describe number of weeks of gestation until birth and why early
delivery occurred:

Does your child have any Yes
allergies?

If yes, list allergies:

No
Is your child on any Yes If yes, list medications:
medication?

No
Has there been anything Yes If yes, summarize medical history:
significant in your child’s
medical history? No

Does your child have any Yes
difficulty with sleep or
eating? No

If yes, describe problem areas:
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Did your child hit

talking, etc)?

developmental milestones
in a timely fashion (walking, | No

Yes

If no, describe delays:

Presenting Problems / Current Concerns / Priorities for Treatment
(What are your main goals for therapy?)

Client Interests

CLIENT PROFILE

(Please list at least 3 interests your child has)

1.

2.

3.

Communication

What is your child’s
primary mode of
communication?

Describe:

Does your child
display
understanding of
receptive
language?

Describe:

Describe your
child’s expressive
language?

Describe:

Does your child
have/utilize
conversation skills?

Describe:

Does your child
understand non-
verbal
communication?

Describe:

Play/Social Interaction
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How does your child
typically play?

Describe:

Does your child
show interest in
peers?

Describe:

Does your child play
with peers?

Describe:

Does your child
verbally
communicate with
peers?

Describe:

Does your child
understand
emotions?

Describe:

Is your child able to
take others’
perspective?

Describe:

Daily Living

Do you currently
have any safety
concerns regarding
your child?

Describe:

Does your child
engage in self-help
Skills?

Describe:

Is your child toilet
trained?

Describe:

Describe any
independent skills
your child has.

Describe:

Behavioral Concerns

Does your child have
any sensory
sensitivities?

Describe:
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What does distress Describe:
look like?

What are triggers for | Describe:
problem
behavior/distress?

Does your child have | Describe:
any coping / calming
strategies?

Other Notes / Questions / Concerns (Are there any issues that may become barriers to treatment?)

What's next?

1.
2.
3.

o

Fill out the availability form on page 6.
Mail pre-assessment packet to Cheryl
Cheryl will share pre-assessment packet with BCBA to review. If services are deemed appropriate, the intake process will move
forward with steps 3-8). If it is determined Phoenix would not be a good fit for your child, Cheryl will call with determination and share
resources with family for other services.
Obtain copies of diagnostic assessment and IEP (give to BCBA at intake appointment).
Katie (Intake and Training Coordinator) will call to set up an Initial Intake Assessment (2-hours).
Katie and BCBA will complete 2-hour Initial Intake Assessment (In your home).

a. Please have your child available for this assessment.

b.  Plan for paperwork to be completed with Katie and an interview to be completed with BCBA.
Katie will schedule a Follow-Up Assessment to introduce your assigned Treatment Therapist (the individual who manages your
child's treatment).

a.  They will work directly with your child during this 2-hour appointment after meeting you and answering any follow-up

questions you may have.

Treatment Therapist and BT will do 2-hour per day Follow-up Assessments 2-5 days per week for approximately 4 weeks while
waiting for the prior authorization.
Once prior authorization is place, services start based on an agreed upon schedule.
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At Phoenix, we have started to utilize what we call "Block Scheduling." By utilizing this system we do our best to provide uniformity to our
morning, afternoon, and afterschool scheduling. We value our employees and feel that “Block Scheduling” will allow us to provide our staff with
periodic breaks throughout the day, opportunities to meet with Treatment Therapists on a more regular basis to discuss client care, and have
greater access to staff development. As the turnover rate of Behavioral Technicians is on the rise across the nation our hope is that these
options will decrease therapy fatigue and increase a positive work environment. Our employees are amazing individuals who share an intrinsic
desire to help the clients they work with achieve maximum results. As employers, we are listening to their concerns and attempting to meet

their needs.
Monday Tuesday Wednesday Thursday Friday

Follow-up Assessment 8:00a-10:00a 8:00a-10:00a 8:00a-10:00a 8:00a-10:00a 8:00a-10:00a

The prior-authorization period takes 10:00a-12:00p 10:00a-12:00p 10:00a-12:00p 10:00a-12:00p 10:00a-12:00p
approximately 1-month to complete. 9:00a-11:00a 9:00a-11:00a 9:00a-11:00a 9:00a-11:00a 9:00a-11:00a
During this time, your assigneq 11:00a-1:00p 11:00a-1:00p 11:00a-1:00p 11:00a-1:00p 11:00a-1:00p
Treatment Therapist and Behavior 1:00p-3:00p 1:00p-3:00p 1:00p-3:00p 1:00p-3:00p 1:00p-3:00p
Technician can come to your home to | 2:00p-4:00p 2:00p-4:00p 2:00p-4:00p 2:00p-4:00p 2:00p-4:00p
work with your child for 2 hours per - ™3:005-5:00p 3:00p-5:00p 3:00p-5:00p 3:00p-5:00p 3:00p-5:00p
day until services can begin. Please - ™3.3055:30p 3:30p-5:30p 3:30p-5:30p 3:30p-5:30p 3:30p-5:30p
o ‘r’l’fb‘;ﬁs ’;g’;”}%’xrt’c’ﬁ”’é”;g%”;'%l‘;‘gg 4:30p-6:30p 4:30p-6:30p 4:30p-6:30p 4:30p-6:30p 4:30p-6:30p
for follow-up assessment, 5:00p-7:00p 5:00p-7:00p 5:00p-7:00p 5:00p-7:00p 5:00p-7:00p

Notes:

If your child is between the ages of 2.5 years and 5 years it is likely that your assigned BCBA will make the clinical recommendation that your
child receive 25-40 hours per week of therapy. If your child is elementary school-aged it is likely your BCBA will recommend between 15-20
hours per week. If your child is middle school-aged and has a history of service, it is likely your BCBA will recommend between 6-12 direct
hours per week. Please provide a range of hours your child will be available for therapy (examples: 8:00a-3:00p, 8:00a-12:00p, 3:00-7:00p),

their school schedule, and any other therapies and/or extracurricular activities they are participating in on the schedule below.

Monday

Tuesday

Wednesday

Thursday

Friday

Saturday

School

Therapy

Other

Notes:

| verify that the above schedule was completed by me,

(full name) and that | will not change my child's availability
until Phoenix changes their schedules (3 times per year; spring, summer, and fall). | understand that changing my child's availability may

impact Phoenix's ability to deliver services.

Signature
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PHOENIX BEHAVIORAL HEALTH SERVICES, LLC

LAST NAME FIRST mi PHONE BIRTH DATE |AGE
ADDRESS SSit
MALE __FEMALE
CiTY STATE p MARITAL STATUS ~ CIRCLE ONE
SINGLE, MARRIED, DIVORCED, WIDOWED
CLIENT'S EMPLOYER EMAIL
ADDRESS
DESCRIPTION OF PROBLEM WHO REFERRED YOU
N L
HOW DID YOU HEAR PHONE BOOK INTERNET PERSONAL REFERRA
ABOUT US? {check] NEWSPAPER DR. REFERRAL INSURANCE PPO LIST
COURT QRDERED QOTHER {please list}

EMERGENCY CONTACT PERSON RELATIONSHIP PHONE
SPOUSE OR PARENT(S} NAMES SPOUSE'S OR PARENTS EMPLOYER PHONE

BILING AND/OR INSURANCE INFORMATION (PLEASE LI5T iN ORDER TO BE SUBMITTED).

PRIMARY INS. CO SECONDARY INS. CO
COMMIERCIAL INSURANCE

NAME OF POLICY HOLDER NAME OF POLICY HOLDER
MEDICARE

BIRTH DATE OF POLICY HOLDER BIRTH DATE OF POLICY HOLDER
MEDICAID

ID# 1D#
MEDICAID HMO PLAN

GROUP R NAME GROUP # OR NAME
PRIVATE PAY #0

ADDRESS OF POLICY HOLDER (If
different than above)

Alt professional services are charged to the cfient, necessary forms will be completed to help expedite insurance carrier
payments by our billing services. However, the client is respansible for all fees regardless of insurance coverage.
We ask that insurance clients make their co-payments at the time of each visits.
Private pay ciients must pay the entire amount at the time of service unless prior payment arrangements have been made.

INSURANCE AUTHORIZATIGN AND ASSIGNMENT
I autherize the release of any infarmation necessary to determine benefits associated with visits to the Phoenix
Behavioral Health Services, LLC and request payment directly to them for services pravided. | recognize and accept
responsibility for any balance remaining after payment of benefits associated with my health insurance policy

SIGNATURE DATE:
FOR OFFICE USE ONLY
DATE CALLED STAFF PERSON
THERAPIST REQUESTED:  YES NO
CODES PRIMARY DIAGNOSIS

THERAPIST SIGNATURE
FORM UPDATED 10-21-19
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INFORMED CONSENT CHECKLIST FOR TELEMEDICINE SERVICES

Prior to starting video-conferencing services, we discussed and agreed to the following:

e There are potential benefits and risks of video-conferencing (e.g. limits to patient
confidentiality) that differ from in-person sessions.

e Confidentiality still applies for Telemedicine services, and nobody will record the
session without the permission from the others person(s).

e We agree to use the video-conferencing platform selected for our virtual sessions,
and the counselor will explain how to use it.

¢ You need to use a webcam or smartphone during the session.

e Itisimportant to be in a quiet, private space that is free of distractions (including
cell phone or other devices) during the session.

e Itisimportant to use a secure internet connection rather than public/free Wi-Fi.

e Itisimportant to be on time. If you need to cancel or change your tele-appointment,
you must notify the counselor in advance by phone or email.

e We need a back-up plan (e.g., phone number where you can be reached) to restart
the session or to reschedule it, in the event of technical problems.

e Ifyouare not an adult, we need the permission of your parent or legal guardian (and
their contact information) for you to participate in Telemedicine sessions.

¢ You should confirm with your insurance company that the video sessions will be
reimbursed; if they are not reimbursed, you are responsible for full payment.

e Asyour counselor, | may determine that due to certain circumstances, Telemedicine
is no longer appropriate and that we should resume our sessions in-person.

Client Name Printed

Client (Legal Representative) Signature Date

Clinician Signature Date





