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9038 Cross Park Drive, Suite 105
Knoxville, TN  37923
Phone: 865-394-6612	Fax: 865-315-7014


Enrollment Application
Please complete the following form fully, along with your insurance information, referral, and proof of diagnosis. Once information is received, you will be contacted by one of our therapists to setup an evaluation. Incomplete application will not be reviewed
Child Information 
Child’s Name _____________________________________     D.O.B __________________     Sex:  M  F
Address____________________________________City/State/Zip______________________________
Primary Diagnosis _________________________________________ Age of Diagnosis ______________
Diagnosing Physician _________________________________________Report from physician?  Y  N
Other Diagnoses _________________________________________Age of Diagnosis _______________
Family Information
Mother’s Name ___________________________               Father’s Name _________________________
Address__________________________________              Address _______________________________
City/State/Zip ____________________________               City/State/Zip __________________________
Phone ___________________________________	   Phone ________________________________
E-mail ___________________________________               E-mail ________________________________
Who lives in the primary home? __________________________________________________________
Siblings? Names and ages _______________________________________________________________
Primary language spoken at home ________________________________________________________


Medical Information
Does your child take medication?   Y   N
If yes, list medications _____________________________________________________________________________________
Does your child have any medical conditions?   Y   N
If yes, list medical conditions _____________________________________________________________________________________
Does your child have allergies?   Y   N  If yes, please list allergies _____________________________________________________________________________________
Is your child on a specific diet?   Y   N  If yes, please list diet _____________________________________________________________________________________
Speech-Language-Hearing
Does your child have a speech delay?   Y   N   If yes, please describe _____________________________________________________________________________________
Does your child receive speech services?   Y   N   If yes, please list provider _____________________________________________________________________________________
Does your child have a hearing deficit?   Y   N   If yes, please describe _____________________________________________________________________________________
Does your child… Circle all that apply
	Repeat sounds
Label items
Follow one-step instructions
Respond correctly to “Yes” “No” questions
Respond correctly to “Who,” “What,” “Where,” “Why,” “When,” “How” questions
Your child communicates with… Circle all that apply
	Gestures
	1-2 word phrases
	Augmentative Communication Device
	Sounds (grunts, moans)
	Sentences 
	PECS
Basic Developmental Information
List approximate age child achieved milestones:
Sat up on own _____________	Babbled _____________ Spoke in short sentences _____________
Crawled _____________ Said first words _____________ Scribbled _____________
Walked _____________ Used 2-3 words _____________ Toilet trained _____________
Does your child have feeding issues?   Y   N   If yes, describe:___________________________________
Does your child dress themselves? List assistance required ____________________________________
Does your child feed themselves? List assistance required _____________________________________
What hand does your child eat with? ___________ Write with? ___________ Throw with? __________
Therapies and Services
List all current therapies (PT, OT, Speech, etc.) _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Problematic Behaviors (Circle all that apply)
Physical Aggression       Property Destruction       Verbal Aggression       Tantrum Behaviors       
Elopement       Disruptive Behaviors      Self-Injurious Behaviors      Repetitive Behaviors
Preferences
Preferred Items _______________________________________________________________________
Preferred Activities ____________________________________________________________________
Preferred People ______________________________________________________________________
Preferred Food/drink ___________________________________________________________________
Goals of ABA Therapy
Top 3 Goals Hoping to Achieve Through Therapy
	1) ____________________________________________________________________________
	2) ____________________________________________________________________________
	3) ____________________________________________________________________________
Are you willing to actively participate in services?
Attend parent trainings weekly or as needed?   Y   N
Implement treatment plan written by BCBA to best of your ability   Y   N
Make environmental modifications at home as recommended   Y   N
Insurance Information
Provider _____________________________ ID Number _____________________________
Group Number _____________________________ Insured’s Name _____________________________
Insured’s DOB ___________________________ Relationship to Client ___________________________
Please indicate ALL of the following schedules for which your child is available for therapy:

	
	Days
	Times
	Comments

	
	Monday - Friday
	9am to 12pm
	

	
	Monday - Friday
	12pm to 2pm
	

	
	Monday - Friday
	3pm to 5pm
	

	
	Mon / Wed / Fri
	9am to 12pm
	

	
	Mon / Wed / Fri
	12pm to 2pm
	

	
	Mon / Wed / Fri
	3pm to 5pm
	

	
	Tues / Thurs
	9am to 12pm
	

	
	Tues / Thurs
	12pm to 2pm
	

	
	Tues / Thurs
	3pm to 5pm
	



Potential Scheduling Barriers:
	
	Barrier
	Please provide details (e.g., days/times affected)

	
	My child attends other therapies
(please provide schedule)
	

	
	Are you willing to re-schedule other therapies if needed to fit your child’s ABA schedule? 
	

	
	My child attends school
(please provide school schedule)
	

	
	Are you willing to do school pull-out if recommended by your BCBA?
	

	
	Caregiver work schedule may be a barrier to bringing child to therapy
(please provide details)
	

	
	Please indicate any other concerns or barriers which may affect your child’s therapy schedule:
	



I acknowledge that all information contained in this application are accurate


Parent Signature								Date

Reviewer Signature 								Date
image1.png




