
info@wickettbehavioralsolutions.com
ph: 818-437-0378
fax: 877-258-0470

Wickett Behavioral Solutions
Individual / Family / Team
Serving the South Bay and surrounding cities.


Please fill out the below information and email the completed form to info@wickettbehavioralsolutions.com or fax it to 877-258-0470.  If you have troubles filling out this document you may call us at 818-437-0378 and we will be happy to take your information over the phone.
	Primary caregiver Information (legal guardian)

	
Your name/relation to client:
	

	
Your phone number:
	

	
Your home address:
	

	
Your email address:
	

	
Where you heard about us:
	[bookmark: _GoBack]

	
· Insurance company/doc:
	

	
· Website:
	

	
· Word of mouth (who):
	

	
· Other:
	



	Information about Your Child

	
Your child’s name:
	

	
Your child’s date of birth/age:
	

	
Your child’s school (if applicable):
	

	
Your child’s classroom type:
	(e.g., general education, autism class, special day class)

	
Your child’s diagnosis (if applicable):
	

	
Who diagnosed your child & date:
	

	
Previous intervention/therapy
	

	
· Speech
	Start/end date and how often

	
· Occupational therapy (OT)
	Start/end date and how often

	
· Physical therapy (PT)
	Start/end date and how often

	
· Previous ABA therapy
	Start/end date and how often



	Current Availability for ABA Services

	
· Mondays
	From: 
	To:

	
· Tuesdays
	From:
	To:

	
· Wednesdays
	From:
	To:

	
· Thursdays
	From:
	To:

	
· Fridays
	From:
	To:

	
· Saturdays
	From:
	To:



	Health Insurance Information

	If your child has an Autism Spectrum Disorder diagnosis, please fill out the information below.

	
Health insurance company:
	

	
Primary policy holder’s full name:
	

	
Primary policy holder’s DOB:
	

	
Primary policy holder’s employer:
	

	
Member ID number:
	

	
Copay:
	

	
Deductible:
	

	
Provider ph. # (back of card):
	

	
Case manager name/ph. #:
	



	Release of Information

	As part of the intake process, we will need to contact outside funding sources, if applicable, such as health insurance plans to exchange information regarding your insurance plan, eligibility information, and ongoing goals and recommendations.  By signing below you authorize representatives at Wickett Behavioral Solutions to exchange Personal Medical Information (PMI) with authorized representatives at (enter outside company) ______________________________________________. This authorization may be retracted at any time.  If you wish to retract this authorization please do so in writing to cwickett@wickettbehavioralsolutions.com.

	
Signature: ________________________________                     Date: _____________________________



	Concerns

	Please let us know concerns that you have that you would like our team to help you and your family with.  Include areas that you feel your child is delayed in, any challenging behaviors your child engages in, and any positive strengths that you feel are important for our team to know about.  One of our team members will get back to you to discuss these concerns and next steps.


	Type here:
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