Dear Parents/Legal Guardians:
Thank you for your interest in the JumpStart® Program. The 10 session JumpStart® Program is
designed for children up to 6 years of age. The cost of the program is $750. A $175.00 nonrefundable deposit is required to reserve your space. The balance of $575.00 is due on Orientation
Day (session #1).
At this moment we have a limited number of scholarships available. If you would like to apply for
financial assistance, please fill out the attached form and provide the supporting documentation. A
$25 non-refundable deposit is required to reserve your space. We will notify you of the remaining
balance after your application has been reviewed.
Enclosed you will find the registration forms required for enrollment in our programs. To register,
please return the following:
□
□
□
□
□

Program Application Request
General Consent
Intake Questionnaire
Check for the $175.00 deposit or
Check for the $25.00 deposit, Financial Assistance form and supporting
documentation
□ Third party insurance form (if you have private insurance)
□ Copy of insurance card (front & back)
Mail to:

SARRC
Attn: Inyse Bustillos
300 N. 18th Street
Phoenix, AZ 85006

Once the registration forms have been received, I will contact you to schedule your program.
If you have any questions or would like further information, please call me at (602) 218-8211, or
e-mail me at ibustillos@autismcenter.org
We look forward to helping you and your child!
Yours truly,

Inyse Bustillos
Inyse Bustillos, Administrative Assistant - Programs
Under the Americans with Disabilities Act, SARRC must make a reasonable accommodation to allow a person with a disability to take part in a program,
service, or activity. For example, this means that if necessary, SARRC must provide sign language interpreters for people who are deaf, a wheelchair
accessible location, or enlarged print materials. It also means that SARRC will take any other reasonable action that allows you to take part in and
understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take
part in a program or activity because of your disability, please let us know of your disability needs in advance if at all possible. Please contact: SARRC
(602) 340-8717
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Phoenix, AZ 85006

Phone (602) 340-8717
Fax (602) 340-8720
www.autismcenter.org

JUMPSTART® PROGRAM
Program Overview
JumpStart® is a parent empowerment program designed for families with children under the age of 6, who are at-risk or recently been diagnosed
with Autism Spectrum Disorder (ASD). JumpStart is a ten session program based on the principles of Applied Behavior Analysis (ABA) that
consists of professionally led discussions, direct observation of one-to-one intervention sessions, a structured classroom environment and invivo coaching.
JumpStart Orientation
JumpStart Orientation occurs one week prior to the start of the program and serves as the initial meeting for parents and children.
Orientation consists of an informal child-assessment, a tour of the facility, and a more detailed explanation of the program.
JumpStart Program Description
One week after the completion of Orientation, the JumpStart Program begins. Each JumpStart session starts with a topic-based discussion for
parents. Topics include Autism Spectrum Disorders, Applied Behavior Analysis (ABA), Pivotal Response Treatment (PRT), disruptive behaviors,
toilet training, accessing state services, Individualized Education Plans (IEP), and accessing insurance services. While discussions are held,
clinicians work with the children in a preschool classroom setting. The focus of the classroom environment is to facilitate functional
communication, engagement and appropriate social interactions. Following discussion, parents watch their child’s fifteen (15) minute one-to-one
session through a live video feed. As part of the learning experience, parents watch all 6 children’s’ one-to-one sessions throughout the
program. During guided observation, a JumpStart clinician will provide hands-on training in data collection and a step-by-step explanation as a
JumpStart clinician implements ABA-based interventions tailored to meet the individual needs of each child. Finally, each parent receives four
90-minute in-vivo parent training sessions in which a JumpStart clinician provides live feedback and coaching as parents implement the
intervention procedures demonstrated during the guided observations sessions.
JumpStart Follow-up
One week after the completion of the JumpStart Program, a follow-up discussion is held for adults only. The follow-up discussion provides
strategies and ideas on how parents can continue to implement learned techniques across a variety of environments (home, school, etc.). An
overview of data collection (recording, scoring, and interpreting data) will also take place during the follow-up discussion.
General Program Information
The JumpStart Program runs for a 4-week period. Orientation occurs one week prior to the JumpStart program and the follow-up session occurs
the week after completion of the program. JumpStart sessions are available on Tuesday/Thursday from 8:30AM to 11:00AM. All sessions are
held on SARRC’s main campus. The total cost of the program is $750. A $175 non-refundable deposit is required to reserve a space. The
balance of $575 is due one week before Orientation. Financial assistance for families in need is currently available.
For additional information, please contact:
Inyse Bustillos, Administrative Assistant of Programs
ibustillos@autismcenter.org
SARRC, 300 N. 18th Street, Phoenix, AZ 85006
The Southwest Autism Research & Resource Center (SARRC) is a nonprofit, community-based organization dedicated to autism research, education
and resources for children and young adults with autism and their families. SARRC undertakes self-directed and collaborative research projects,
serves as a satellite site for national and international projects, and provides up-to-date information, training and assistance to families and
professionals about autism and related disorders.

Getting Started

SARRC’s clinical model is grounded in applied behavior analysis (ABA) with a particular focus on
naturalistic behavioral interventions in inclusive environments (e.g. at home, in school, on the job, and
in the community). Each of SARRC’s therapeutic programs, classes and trainings are guided by bestpractice models; the most currently available science; improving quality of life and producing meaningful
outcomes; and the individualized needs of the children, adolescents, adults and families we serve. For
more information on any of these programs, services or research studies, contact SARRC at 602.340.8717
or visit autismcenter.org.

Diagnostic
Services

SARRC’s Diagnostic Services offers comprehensive evaluation completed by a licensed psychologist
to determine if an individual meets DSM-V diagnostic criteria for autism spectrum disorder (ASD). Our
evaluations are available to individuals of all ages and include parent/guardian/caregiver assessments
to gather information about an individual’s developmental history. Diagnostic services are also available
through the Naturalistic Observation Diagnostic Assessment (NODA™), an accurate and effective
diagnostic service that uses smart-phone technology and a team of clinicians at SARRC to diagnose – or
rule out – autism.

Family
Orientation

Family Orientation connects caregivers of individuals with ASD to current information that will help
them navigate the journey of autism. Participants learn about supports and services, evidence-based
interventions, resources and SARRC programs specific to the individual’s stage of life. Family Orientation
meetings are held once a month for caregivers of individuals in each age group: young child (younger
than 6 years), school-age child (6 to 11 years), and teens and adults (12+ years). Meetings are designed for
families of newly diagnosed children, those who have recently relocated to Arizona, and families making
life transitions.

JumpStart®

JumpStart® is a six-week program that provides information, support and training to parents of children
up to age 6 who have recently been diagnosed with or are at risk for ASD. Components of the program
include staff-led discussions on the most critical topics for newly diagnosed families (e.g. characteristics
of ASD, improving social communication, reducing problem behaviors, toilet training, individualized
education [IEPs], and accessing services), a classroom where children with ASD receive ABA-based
intervention from highly trained SARRC therapists, and parent training in pivotal response treatment (PRT)
to teach children to verbally communicate. JumpStart is also available in Spanish.

Milestones

The Milestones program offers services for first-time parents and parents of infants with older siblings
with ASD. These services include monthly parenting classes that focus on developmental milestones
and parenting practices to encourage play and interaction for all infants. Additional services are available
for infants demonstrating early warning signs of autism including scheduled assessments, video
monitoring and more intensive treatment options.

2016 | 43 |

Get Connected

Programs & Services

OUTREACH

Comprehensive, Long-Term Intervention
Focused, Short-Term Intervention

Community
School

Individualized
Services

The SARRC Community School is an inclusive preschool program that provides intensive, ABA-based
programming for children with ASD and high-quality early childhood education for typically developing
children with campuses in Phoenix and Tempe. All children (ages 18 months to 5 years) receive the
benefits of highly trained SARRC classroom therapists within a 4:1 student-to-teacher ratio; a playbased, developmentally appropriate curriculum that is aligned with state education standards; and a
language-enriched environment structured to specifically improve meaningful engagement and social
communication. Children with ASD also receive 1:1 interventions in the classroom, parent-training
sessions conducted in the family’s home and in the community, and program supervision from a Board
Certified Behavior Analyst (BCBA). After-school care is available for typically developing children at the
Phoenix campus.
SARRC’s Comprehensive Individualized Services program provides intensive, ABA-based programming
across environments to meet the needs of individuals of all ages with ASD and their families. Treatment
is primarily implemented in the home and in the community, and is often coordinated with a student’s
school or adult’s employer. Families receive weekly 1:1 intervention sessions, a weekly caregiver training
session, and program management and supervision from a BCBA. Goals are developed in coordination
with the family and focus on language skills, social skills, adaptive behavior, play leisure skills, and
cognitive development.

First Place
Transition
Academy

In partnership with First Place AZ®, SARRC’s Transition Academy is a two-year program that provides
comprehensive and intensive ABA-based programming to transition young adults with ASD. Students live
in apartments within the community while attending classes and working in internships. Students receive
a comprehensive curriculum including career education and support, independent living skills, social and
leisure skills, and transition services. The Transition Academy includes a 36-course sequence, consisting
of classes on finances, interpersonal relationships, advocacy and personal safety, all completed at the
GateWay Community College campus. Instruction is also provided within the students’ apartments
applying the skills they learn in the classroom to the natural environment. Students also participate in
paid internship experiences leading to competitive employment by graduation.

Intensive
Parent
Training

Intensive Parent Training is a one-week program for parents and their children (0 to 8 years). Families
come to SARRC’s Campus for Exceptional Children to participate in therapy sessions Monday through
Friday for 3-5 hours each day (a total of 15-25 hours of intervention) based on their child’s age.
SARRC therapists teach parents to implement the motivational procedures of PRT to meet each child’s
communication, social and behavioral needs. After the week-long training, families return home and have
the option to receive ongoing support from SARRC’s clinicians by sharing video over a secure internet
connection, allowing SARRC clinicians to remotely provide feedback to parents as their child’s skills and
needs change over time.

Individualized
ServicesConsultation
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Individualized Services-Consultation provides focused intervention for individuals across the lifespan
to develop a specific adaptive behavior (e.g., safety, toilet training, chores, employment) or to address a
particular problem behavior (e.g. aggression, elopement, challenging stereotypical behavior). Following
an initial interview, a SARRC therapist, under the supervision of a BCBA, provides direct observation,
conducts a behavioral assessment and develops a treatment plan. After reviewing the plan with the
family or adult with ASD and agreeing to its components, a SARRC therapist works with the family or
adult with ASD to implement the plan, objectively measure changes in behavior, and evaluate progress to
address any necessary modifications.

Autism
CommunityWorks®

Autism CommunityWorks® is a pre-employment and community involvement program that helps teens
ages 13-18 make the transition to independent living, higher education and/or employment. Autism
CommunityWorks, includes LibraryWorks®, PowerWorks® and GoodDeedWorks® and provides the
opportunity for individuals with ASD and peer mentors to engage in volunteer work throughout their
communities while developing job and social communication skills. Teens with ASD may also receive 1:1
intervention and parent training sessions conducted in the family’s home and in the community.

Employment
Services

Employment Services creates partnerships with local and national employers to increase competitive
employment opportunities for adults, while teaching appropriate work behaviors, building social
skills and providing specialized vocational training. Clients receive a functional assessment to identify
employment skills and interests; development of vocational goals, supports and accommodations;
resume and job interview preparation; and on-the-job training and coaching. Employment Services also
provides vocational evaluations and support accessing vocational training programs in the community.
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Education, Training and Outreach

Beneficial
Beans® Café
& Garden
Internships

Beneficial Beans® internships provide work training opportunities for adults in the context of SARRC’s
Social Enterprise businesses. The Beneficial Beans café internship provides employment training in the
areas of order fulfillment, distribution, sales, customer service, cash-handling and barista skills. The
Beneficial Beans garden internship engages individuals in every aspect of developing and sustaining
a revenue-producing garden, including product development, marketing and sales, while building
important workplace skills. Vegetables and herbs harvested from the Beneficial Beans garden are sold to
the community, in a true farm-to-table model.

Education
and
Training

The Education and Training program disseminates current, research-based information related to the
development, characteristics and treatment of ASD across the lifespan to a wide range of audiences.
Educational presentations focus on improving knowledge and understanding, whereas skill-based
trainings target correct application of assessment and treatment procedures. Regularly scheduled
education and training topics include ABA for Everyday Use and Pivotal Response Treatment. Education
and training activities are offered regularly at SARRC, can be contracted by schools and organizations,
and are available in Spanish.

FRIEND®
Program

The FRIEND® program is a curriculum designed to improve social skills for school-age students, and
includes three components: peer sensitivity training, the FRIEND playground program and the FRIEND
lunch program. Peer sensitivity training increases awareness and understanding of autism so typically
developing peers are more likely to engage and provide support for students with ASD. The FRIEND
playground program provides structured activities on the playground/during recess that are based
on the interests of the student with ASD, yet are highly likely to attract typically developing peers
and create opportunities for social interaction. During the FRIEND lunch program, a selected group of
peers eats lunch with a student with autism daily so that social skills and conversation can be easily
taught and facilitated.

School
Consultation

SARRC’s educational consultants contract with schools and districts to improve educational
programming of students with ASD in public, charter and private schools. School consultation services
include didactic in-service training; in-vivo teacher and paraprofessional training; general classroom
observation and recommendations; functional behavioral assessments (FBAs) and positive behavior
support (PBS) plans; classroom structure and environmental design; access to the common core
curriculum; curricular modifications and accommodations; and inclusive best practices to support
students in general education classrooms. While consultation and training is provided for school
personnel, the focus is always on achieving the best possible outcomes for students.

Summer
Camp
Partnerships

SARRC partners with existing summer camps to include children and teens with ASD (ages 3-16) with
their typically developing peers and improve social skills. SARRC clinicians provide training and ongoing
consultation to camp staff to ensure that children with ASD can successfully participate throughout
the day and across structured and unstructured activities. Camp staff receive training in behavioral
intervention and inclusive strategies to target communication, appropriate play and social interactions.
Camp dates and times vary across locations and include half-day, full-day and overnight camp options
during the months of June and July. For older teens and young adults, SARRC has partnered with the
University of Advancing Technologies (UAT) to provide a Tech Summer Camp, a one-week, college life
experience (e.g. attending classes, living in the dorms).

ThinkAsperger’s®

This outreach program is designed to educate elementary school staff and pediatricians to
“ThinkAsperger’s” when they see subtle social impairments in school-age children. SARRC developed an
educational program and screening questionnaire (available online) to help teachers and pediatricians
recognize these impairments and refer children for a formal evaluation. Once individuals are properly
diagnosed, intervention can begin so they can have meaningful interactions, develop friendships and
ultimately reach their full potential.

Physician
Outreach
Program

SARRC’s Autism Spectrum Disorders Screening Kit enables physicians to effectively screen for ASD
during developmental checkups. The kit includes parent questionnaires, presented in English and
Spanish, scoring templates and materials to assist with timely referrals and earlier diagnoses. Training
meetings are held monthly for all medical personnel who are interested in learning more about autism.
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Program Application Request

Please check the program(s)/service(s) you are interested in applying for:
JumpStart___
Community School___
Individualized Services ___
Other (please indicate)______________________________________

Indicate below all SARRC programs you have participated in previously:
JumpStart___
Intensive Week of Parent Training___
Community School___
Summer Program___
Other (please indicate)____________________________________

Under the Americans with Disabilities Act, SARRC must make a reasonable accommodation to allow a person with a disability to take part in a program,
service, or activity. For example, this means that if necessary, SARRC must provide sign language interpreters for people who are deaf, a wheelchair
accessible location, or enlarged print materials. It also means that SARRC will take any other reasonable action that allows you to take part in and
understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a
program or activity because of your disability, please let us know of your disability needs in advance if at all possible. Please contact: SARRC (602) 3408717.

Program Application Request

Rev. 8-20-2012

FAMILY ORIENTATION MEETING*:
(Please note that this meeting is NOT part of the JumpStart® program)
This is a chance to meet other parents and learn about resources in the
community. This free session is designed to provide education to parents
on what is available for their child and how to access those services as
well as an introduction to autistic disorder and some strategies to use at
home. This is for parents of children who are 6 years old or younger.
These meetings will be held on
Tuesday, May 10, 2016
Tuesday, June 14, 2016
Tuesday, July 12, 2016
Tuesday, August 16, 2016
Tuesday, September 13, 2016
Tuesday, October 11, 2016
Tuesday, November 15, 2016
Tuesday, December 13, 2016

1:00 pm 1:00 pm 1:00 pm 1:00 pm 1:00 pm 1:00 pm 1:00 pm 1:00 pm -

3:00 pm
3:00 pm
3:00 pm
3:00 pm
3:00 pm
3:00 pm
3:00 pm
3:00 pm

Please register online following this link: http://autismcenter.org/family-orientations

If you don’t have internet access please call Pilar Dowling at 480-603-3283 to
register.

* Please do not bring children to these meetings. We are unable to provide
child care at this time.
SARRC
300 N. 18th Street
Phoenix, AZ 85006

Phone (602) 340-8717
Fax (602) 340-8720
www.autismcenter.org

GENERAL CONSENT
I,

______________________________________________________________________, consent to
Print Name(s) of Parent(s)/Guardian(s)/Adult Client, providing authorization

participate in, or authorize ____________________________________________ to participate
Print Minor Client’s Name

in routine assessment*, evaluation, treatment, and/or other services deemed necessary or advisable by
SARRC staff for those seeking to participate in SARRC programs.

Initial

I

□ authorize
□ do not authorize the use of the information gathered for the purposes described above,
for the additional purposes of ongoing data collection and research
projects conducted by SARRC. I understand that our names, or any other identifying
information, will not be used for such purposes without my/our further authorization.
Please note, occasionally, SARRC research staff may contact you for clarification or
additional information. I understand consent may be withdrawn at any time by
notifying SARRC, in writing, at the address above.

____________________________________________

____________________________________________

Print Name of Parent/Guardian/Adult Client

Signature of Parent/Guardian/Adult Client

Date Signed_________________________

* The Intake Questionnaire, included with this General Consent form, represents a portion of
the routine assessment process.

Under the Americans with Disabilities Act, SARRC must make a reasonable accommodation to allow a person with a disability to take part in a program, service, or activity. For example, this means that if
necessary, SARRC must provide sign language interpreters for people who are deaf, a wheelchair accessible location, or enlarged print materials. It also means that SARRC will take any other reasonable action
that allows you to take part in and understand a program or activity, including making reasonable changes to an activity. If you believe that you will not be able to understand or take part in a program or activity
because of your disability, please let us know of your disability needs in advance if at all possible. Please contact: SARRC (602) 340-8717.

SARRC
300 N. 18th Street
Phoenix, AZ 85006

Rev. 12-22-08

Phone (602) 340-8717
Fax (602) 340-8720
www.autismcenter.org

Financial Assistance Application
JumpStart Session: ________
Program fee: __________
We are pleased that you have chosen the Southwest Autism Research and Resource Center (SARRC) to assist you with
your child’s interventions and support. To address the increasing need of those seeking assistance, SARRC has a
financial assistance system in place which enables us to process your request in a fair and equitable manner. Please fill
out the following application, attach the required supporting documentation and include a $25 registration fee that will be
applied to your program fee ( all families are required to pay a minimum of $25)
1. A copy of last years Federal Tax Return 1040 or EZ1040A or 1040 and Schedule A
and
2. Copies of the two most recent pay stubs indicating year-to-date income.
If a Federal Tax Return is not available, then
1. Attach a copy of the two most recent pay stubs indicating year-to-date income
and
2. A letter from your employer on company letterhead indicating your current salary.
Please note: This application will not be processed without your supporting documentation and the $25
registration fee.

Parents’ Full Names: __________________________________________________________________________
Street: _________________________________ City: ___________________ State: _____ Zip: _____________
Home Phone: ___________________ Cell Phone: ___________________ Work Phone: ___________________
Child’s Full Name: ____________________________________________________________________________
Program(s) Aid is requested: ____________________________________________________________________
How many adults in household? ___________ How many work____________ How many children? ___________
HOUSEHOLD INCOME
Indicate Monthly Gross Income amount from all applicable sources
Employment: _______________

Alimony: _______________

Disability: _______________

SSI: _______________

Workman’s Compensation: ____________

Unemployment: _______________
Public Assistance: ________________

Other (Indicate) _______________________________________

When completed please return to SARRC’s Project Coordinator. Once we have received your Financial Assistance
Application and the required documentation, we will review your information and notify you as to your status within 3
business days.
(For Office Use Only)

TMI x 12 =
Approved By:

Financial Aid Application – Rev 4-14-10

Award:

______

Family pays: _____________

Date:

SARRC
300 N. 18th Street
Phoenix, AZ 85006

Phone (602) 340-8717
Fax (602) 340-8720
www.autismcenter.org

SARRC ID:

_________________

INTAKE QUESTIONNAIRE
Indicate program(s) you are applying for:
__________________________________________
Staff use:

ASD

Fragile X

Control

PLEASE PRINT CLEARLY.
If you have completed this intake form within the last two (2) years, please review the entire document, note any changes
and provide updated information for the client (page 1) and parent/guardian (pages or and 9) when applicable.

First and last name of person completing form ____________________________________________:
Relationship to client: __________________________________ Date of completion: ___________________

Yes

Are you willing to be contacted about research studies?

No

CLIENT INFORMATION (Not Parent/Guardian)
Last Name: __________________________ First Name: ____________________ Middle Initial: ______
Nickname: _____________________ SSN: ____________________

Gender:

Male

Female

Date of Birth: _____________________ Place of birth: ________________________________________
(month / day / year)

(city, state / province, country)

Address: _____________________________________________________________________________
Street

City

State

Zip Code

School district of residence: _______________________________________
County of Residence: _____________________________ Home Phone: (_______) _____________________
Clients E-mail: ___________________________________ Cell Phone: (_______) ______________________
Who does the client live with?
Both parents
Mother

Father

Themselves

Other (specify): _____________________

Client’s Race/Ethnicity:

Caucasian
American Indian or Alaskan Native
Black or African American
Prefer not to say

Hispanic
Asian
Other (specify):
_________________________________

Is the client currently in School ?

Yes

No

School Name: __________________________________

Client’s Highest Level of Education:
Grade School
Some College
Graduate Degree

Rev 01Sep2013

High School
College Degree
Trade School
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Language(s) spoken in the client’s home:
Primary
English
Spanish
Other (specify): ___________________

Secondary
None
English
Spanish
Other (specify): ______________________

Is the client diagnosed with any infectious diseases?

Yes

No Please Specify:__________________________________________________

Are there any cultural or spiritual rituals or practices that may impact treatment of the client or their family?

Yes

No Please Specify:__________________________________________________

Has the client been a victim of abuse (emotional, physical, sexual) ?

Yes

No Please Specify:__________________________________________________

If the client is 18 or older, has the client been the perpetrator of abuse?

Yes

No Please Specify:_____________________________________________

Is the client their own legal guardian?

Yes

No

Are there any legal issues that we should be aware of?
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
If applicable:
Probation/Parole Officer Name: ______________________
Phone Number (_______) _____________________

Rev 13Sep2016
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Primary Care Physician
____________________________________________________

_____________________

Name

Phone Number

_____________________________________ ________________ _______ ___________
Street Address

City

State

Zip Code

In the event that we need to communicate with the clients Physician, will you authorize us to
contact him/her?
Yes
No
If you answered yes, we will ask you to complete an Authorization to Release/Exchange
Protected Health Information (PHI) at that time.

EMERGENCY CONTACT INFORMATION
(list at least two who do not live at the client’s address)

_________________________________
Emergency Contact Name

____________________
Relationship

_________________________________
Emergency Contact Name

Phone Number

____________________
Relationship

_________________________________
Emergency Contact Name

_________________
_________________
Phone Number

____________________
Relationship

_________________
Phone Number

Doctor to be called in case of accident or illness:
Primary Care Physician
Other
If different from primary care physician:
________________________________________________

_____________________

Name
Phone Number
____________________________________________________________________________________________________
Street Address
City
State
Zip Code

Do you authorize us to contact your doctor in the event of an emergency?

Yes

No

If my named physician cannot be reached, I hereby authorize any licensed physician or
medical treatment center to treat my child in case of an emergency.
__________________________ __________________________
Print Parent/Guardian Name

Rev 13Sep2016

Signature of Parent/Guardian

© 2016 Southwest Autism Research and Resource Center

_________________
Date of Signature
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The following pages 4 – 7 should be filled out for clients who have or are being
evaluated for an ASD. Typical peers please continue to page 8.
AUTISM SPECTRUM DIAGNOSES
Primary Year of
Diagnosis First Diagnosis
None
Autism
________

Year of any
Additional Diagnosis

Diagnosed By

________

_________________

At-risk for Autism

________

________

_________________

Pervasive Developmental
Disorder (PDD, PDD-NOS)

________

________

_________________

Asperger Syndrome

________

________

_________________

Atypical Autism

________

________

_________________

Rett Syndrome

________

________

_________________

Childhood Disintegrative
Disorder

________

________

_________________

ADDITIONAL DIAGNOSES
Blindness

Hyperlexia

Hearing loss

Mitochondrial Disorder

Psychotic symptoms

Speech / language delay

Macrocephaly (large head)

Microcephaly (small head)

Seizure Disorder (specify):
Febrile (seizure associated with fever)

Epilepsy

History of seizure

Age at onset of seizure disorder (in months): ________
Does, or did, this disorder require daily medication?

Yes

No

TESTING
Have any of the following tests been done?
Date (Year)

Results

Chromosomal testing

______

Normal

Abnormal (specify): _____________________

Fragile X

______

Normal

Abnormal (specify): _____________________

MRI

______

Normal

Abnormal (specify): ____________________

EEG

______

Normal

Abnormal (specify): ____________________

MEDICATIONS

Please record all medications that this client is taking, including multivitamins, dietary
supplements and prescription:
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
Rev 13Sep2016
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PERINATAL AND NEONATAL HISTORY
Were prenatal vitamins taken during the pregnancy with this client?

Yes

No

Was this client conceived using in vitro fertilization?

Yes

No

Did this conception require the use of fertility treatments?

Yes

No

Was this client the product of a multiple birth pregnancy?

Yes

No

(if yes):

Identical twin

Non-identical twin

Triplet

Other: _________________________________________

None

One

Premature:

24 – 28 weeks

29 – 32 weeks

33 – 37 weeks

Full term:

38 – 42 weeks

Past due date:

43 weeks

44 – 45 weeks

more than 46 weeks

Prior miscarriages:

Two or more

Length of pregnancy:

Birth weight:

_______ pounds ________ ounces

This client was born by:
Normal vaginal delivery

Forceps vaginal delivery

Vacuum extraction

Breech vaginal delivery

Cesarean delivery due to (if cesarean delivery, please indicate one of the following):
Large baby

Fetal distress (low or worrisome heartbeat)

Placenta previa (low placenta)

Scheduled repeat cesarean

Breech or other abnormal presentation (specify): _____________________________
Other (specify): _______________________________________________________
Was labor induced or augmented with Pitocin?

Yes

No

Indicate any of the following complications that occurred at birth or during the client’s first month of life:

Anemia

Birth defects

Colic

Cord around neck

Frequent vomiting

Respiratory Distress

Clinical dysmaturity

Unable to tolerate milk-based formula

Difficulty regulating temperature

Birth injury

Oxygen treatment greater than one hour
Difficulty nursing….due to:
Resistance to being held
Irritability
Poor sucking / swallowing coordination
Jaundice (specify):
Did not require phototherapy
Required phototherapy (bilirubin lights)
Rev 13Sep2016
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HEALTH AND DEVELOPMENTAL HISTORY
Indicate any of the following medical illnesses that this client has or had:
Eczema
Three or more episodes of Thrush or fungal infections
Medical hospitalizations (specify): ___________________________________________________
Infection (specify): _______________________________________________________________
Accident / trauma (specify): ________________________________________________________
Surgery (specify): ________________________________________________________________
Allergies to medication (specify): ___________________________________________________
Other medical illness or event (specify): ______________________________________________
Other medical conditions (specify): __________________________________________________
At what age did your child:

______ Crawl
______ Stand alone
______ Sat alone
______ Complete toilet training

________ Speak first word
________ Speak in sentences
________ Walk alone
________ Eat with utensils

Describe any concerns in early growth patterns.
___________________________________________________________________________
___________________________________________________________________________
INSURANCE INFORMATION

Yes

Is the client eligible for AHCCCS (Title XIX Medicaid)?

No

AHCCCS # ___________________________________
Is the client approved for ALTCS (Arizona Long Term Care)?

Yes

No

Is the client approved for AZEIP (Arizona Early Intervention Program)?

Yes

No

Is the client enrolled in AZ Dept. of Health – Div. of Behavioral Health Services?

Yes

No

BH Case Manager’s Name: _________________________________________________

Yes

Is the client approved for DDD Services?

No

DDD ID # ___________________ DDD Case manager’s Name: __________________________
Which DDD service(s) is the client currently receiving?
Speech Therapy
Feeding Therapy
Music Therapy
After School
Habilitation
Respite

Occupational Therapy
Summer programs
Vocational

Does the client have private insurance?

Yes

No

Company Name: _____________________________________________________
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OTHER SERVICES INFORMATION

Please indicate whether the client is being seen by any of the following providers and include
the providers’ name. (mark all that apply)
CHECK
ALL
THAT
APPLY

PROVIDER

PROVIDER’S NAME

Psychologist
Social Worker
Psychiatrist
Counselor
Habilitation Provider
Speech Pathologist
Occupational Therapist
Physical Therapist
Other:
Other:
Other:
Other:

AUTHORIZATION
TO
COMMUNICATE
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes

No
No
No
No
No
No
No
No
No
No
No
No

Does the client have an open Vocational Rehabilitation case?
Yes
No
I don’t know
VR Counselor Name: ____________________________
What is the status of the VR case?______________________________
Is the client eligible for the Social Security Ticket to Work Program?
Yes
No
I don’t know
If yes, which Employment Network currently holds the ticket?
_________________________________________________

In the event that we need to communicate with any of the professionals listed above, Will you
authorize us to contact them?
Yes
No
If your answer is yes, we will ask you to complete our Authorization to Release/Exchange
Protected Health Information (PHI) at the time.
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PARENT / GUARDIAN INFORMATION

Parent/Guardian Marital status:
Married
Divorced

Separated

Widowed

Never married

Unknown

Parent/Guardian Combined Household Income:
Less than $20,000
20,000 – 40,000
$60,001 – 80,000
$80,001 – 100,000

$40,001 - 60,000
Over $100,000

Mother / Guardian:

Guardian

Birth mother

Adoptive

Stepmother

Other

Last Name: __________________________ First Name: ____________________ Middle Initial: ______
(□ check here if contact information is the same as client’s, and if so, skip directly to e-mail)
Address: __________________________________________________________________________
Street

City

County of Residence: __________________________

State

Zip Code

Home Phone: (_______) __________________

E-mail: _________________________________________ Cell Phone: (_______) __________________
Occupation (if applicable):_______________________________________________________________
Employer: ____________________________________________________________________________
Business Address: _____________________________________________________________________
Street

City

State

Zip Code

Business Phone: (_______) ________________________

Birth Mother:
Date of Birth: __________________________

Race/Ethnicity:

Place of Birth: __________________________

Caucasian
Hispanic
American Indian or Alaskan Native
Asian
Black or African American
Other (specify):
________________________________

Date of Death: __________________________
(if applicable)

Highest Level of Education:
Grade School
High School
Some College

College Degree

Graduate Degree

Trade School
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Father / Guardian:

Birth father

Adoptive

Stepfather

Guardian

Other

Last Name: __________________________ First Name: ____________________ Middle Initial: ______
(□ check here if contact information is the same as client’s, and if so, skip directly to e-mail)
Address: _____________________________________________________________________________
Street

City

County of Residence: __________________________

State

Zip Code

Home Phone: (_______) __________________

E-mail: _________________________________________ Cell Phone: (_______) __________________
Occupation (if applicable):_______________________________________________________________
Employer: ____________________________________________________________________________
Business Address: _____________________________________________________________________
Street

City

State

Zip Code

Business Phone: (_______) ________________________

Birth Father:
Date of Birth: __________________________

Race/Ethnicity:

Place of Birth: __________________________

Caucasian
Hispanic
American Indian or Alaskan Native
Asian
Black or African American
Other (specify):
________________________________

Date of Death: __________________________
(if applicable)

Highest Level of Education:
Grade School
High School
Some College

College Degree

Graduate Degree

Trade School

Rev 13Sep2016

Prefer not to say

© 2016 Southwest Autism Research and Resource Center

Page 9 of 13

Siblings:
First Name

Sex

________________________________
Relation:
________________________________
Relation:
________________________________
Relation:
________________________________
Relation:
________________________________
Relation:
________________________________
Relation:
________________________________
Relation:
________________________________
Relation:
________________________________
Relation:

Male
Full-sibling
Male
Full-sibling
Male
Full-sibling
Male
Full-sibling
Male
Full-sibling
Male
Full-sibling
Male
Full-sibling
Male
Full-sibling
Male
Full-sibling

Date of Birth
Female
Half-sibling
Female
Half-sibling
Female
Half-sibling
Female
Half-sibling
Female
Half-sibling
Female
Half-sibling
Female
Half-sibling
Female
Half-sibling
Female
Half-sibling

________________
Adopted

Step-sibling

________________
Adopted

Step-sibling

________________
Adopted

Step-sibling

________________
Adopted

Step-sibling

________________
Adopted

Step-sibling

________________
Adopted

Step-sibling

________________
Adopted

Step-sibling

________________
Adopted

Step-sibling

________________
Adopted

Step-sibling

GENERAL COMMENTS:
Are there any clarifications, additional information or other factors that you think are significant? Please write your
comments clearly in the space below. You may attach an additional sheet if necessary.

___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________
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Client’s Adverse Reaction: __________________________________________________________________________________________
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