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BEhAviOr cArE sPEciALists, inc.

rEFErrAL FOrM

Patient information

nAME _____________________________________ _________________________________ ______
             LAst         First                     Mi

DAtE OF Birth ______/______/______ grADE __________ sEx  MALE  FEMALE

Parents/LegaL guardian information

mother

nAME ___________________________________________  ______________________________________ 
             LAst             First                     

rELAtiOnshiP tO PAtiEnt (if not parent, please provide legal documentation of guardianship)

 parent  guardian  foster parent  other _________________

ADDrEss _______________________________________________________________________________

city ____________________________________________        stAtE ___________       ZiP _____________

home phone (______) ________-__________ cell phone (______) ________-__________

work phone (______) ________-__________  may we contact you at this number yes        no

EMAiL ADDrEss _________________________________________________________________________

PrEFErrED MEthOD OF cOntAct           hOME  cELL  wOrk  EMAiL

     

father

nAME ___________________________________________  ______________________________________ 
             LAst             First                     

rELAtiOnshiP tO PAtiEnt (if not parent, please provide legal documentation of guardianship)

 parent  guardian  foster parent  other _________________

ADDrEss _______________________________________________________________________________

city ____________________________________________        stAtE ___________       ZiP _____________

home phone (______) ________-__________ cell phone (______) ________-__________

work phone (______) ________-__________  may we contact you at this number yes        no

EMAiL ADDrEss _________________________________________________________________________

PrEFErrED MEthOD OF cOntAct           hOME  cELL  wOrk  EMAiL
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schooL/district/agency information

tyPE OF OrgAniZAtiOn  schOOL  schOOL District  AgEncy

nAME  ___________________________________________________________________________________

ADDrEss _______________________________________________________________________________

city ____________________________________________        stAtE ___________       ZiP _____________

PriMAry cOntAct _________________________________________________________________________ 

phone (______) ________-__________    faX (______) ________-__________

EMAiL ADDrEss _________________________________________________________________________

DAtE BEgAn sErvicEs ______/______/______

referraL information

individual making referral  __________________________________  ____________________________ 
                       LAst           First 

rELAtiOnshiP tO PAtiEnt ____________________________________________________________________

ADDrEss _______________________________________________________________________________

city ____________________________________________        stAtE ___________       ZiP _____________

PriMAry cOntAct _________________________________________________________________________ 

phone (______) ________-__________    faX (______) ________-__________

EMAiL ADDrEss _________________________________________________________________________

diagnosis

please list any current/previous diagnoses made

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

when were the current/previous diagnoses made ______/______/______

who made the current/previous diagnoses 

DOctOr’s nAME  ___________________________________________________________________________ 

cLinic nAME  ______________________________________________________________________________

ADDrEss _______________________________________________________________________________

city ____________________________________________        stAtE ___________       ZiP _____________
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medications

List prescriptions, over the counter and herbal supplements patient is currently taking

medication ______________________________ dosage ________________ frequency _____________

medication ______________________________ dosage ________________ frequency _____________ 

medication ______________________________ dosage ________________ frequency _____________ 

medication ______________________________ dosage ________________ frequency _____________ 

medication ______________________________ dosage ________________ frequency _____________

note any additional medications or special instructions below______________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

describe education/vocational programming currently in place for the patient ______________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

describe the strategies you have found to be helpful when working with this patient _________             

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________
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Present concerns 

academic/VocationaL sKiLLs

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

BehaVioraL  sKiLLs

__________________________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

communication/hearing

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

medicaL

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________
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MOTOR (GROSS AND FINE)

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

other 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

_________________________________________________________________________________________

reason for referraL

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
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LeVeL of serVices requested (chEck All ThAT Apply)
  

  consultation
  consultant provides on-site observaion and recommendaion to school, agency or family   
  regarding client observaions and conclusions.

  cLinicAL sErvicEs MODEL

  behavior care  specialists, inc. therapists provide a minimum of 25-40 hours of direct therapy   
  a week, in the home, school or community seing.  therapy is based on the principles of   
  applied behavior analysis.

  in-service/training
  consultant provides on-site training and workshops for school or agency staf who will be   
  providing coninuous intervenion services to their students or agency clients.

  family consult model
  consultant provides training and workshops to client’s parents, care providers and other    
  individuals who will assist in ongoing therapy.  

  functional assessment
  consultant will observe and determine the funcion of the client’s behavior based upon the   
  informaion and data collected.  addiionally,  consultant will provide assistance in developing a   
  behavioral intervenion plan.

  evaluations
   

            cognaive                      educaional                                     adapive behavior
  

            auism raing scale                      asperger raing scale

  OthEr

  specify _______________________________________________________________________

________________________________________________________________   ______/______/______

printed name of client or parent/legal guardian                 date

________________________________________________________________  

signature of client or parent/legal guardian   

*If the individual being referred is 18 years old or older, he/she must sign above unless guardianship has 

been established by a parent or another individual.  If guardianship has been established, please include a 

copy of guardianship papers.    


