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Client Initials___________

Date Received:_________________


ShineThru ABA Therapy, LLC
Enrollment Packet
2021

Dear Parents, 
We’re delighted you have chosen ShineThru ABA Therapy, LLC to serve our child’s developmental, social, and emotional needs. We are committed to performing at the highest level possible and to maximizing the time your child spends with us.

ST provides services based on a unique collaboration of experience providing instructional, enrichment, and therapeutic activities for children. Our organizations bring an unwavering commitment to quality and a dedication to best practices.

We recognize you have many considerations when determining the placement and services you will access for your child, and we are confident that you will be pleased with our services and the efforts we take to partner with you on behalf of your child. If you have any questions throughout the assessment and/or enrollment process, please do not hesitate to contact us.
On behalf of all of us at Shinethru, we welcome you!

Sincerely,

Administration
ShineThru ABA Therapy, LLC
** REVISED FOR 2021 PLEASE NOTE ALL CHANGES ARE UNDERLINED. 
ShineThru ABA Therapy, LLC would like to welcome your family to ShineThru ABA Therapy.   We are excited that you have chosen us for your child. If any questions arise at any time feel free to bring those to our attention. We are here to help your family with whatever we can!  Please complete the attached forms and return to us by your child’s start date. Please keep a copy for your records as well. We look forward to helping you along this journey!

Parent Checklist

Prior to starting:
____Submit all appropriate paperwork 

Completed enrollment packet


Prescription for services


Diagnostic Evaluation


IEP (if applicable)

First Day

*Rather than following our typical drop-off requirements, plan to bring your child inside on the first day and have a brief meeting.

*Rather than following our typical pick-up requirements, plan to pick up your child from the waiting area and meet with the therapist to discuss his/her first day.

Parent Responsibilities

Send your child with all labeled items:

____Backpack or any other tote or bag
____Packed cold lunch. Please make sure your child has a nutrient lunch, (10G protein minimum requirement), snack such as (fruit).  (Please label items such as am snack, lunch, and pm snack we do not have the capacity to heat lunches)

____5-6 diapers in backpack (if needed)

____Extra set of clothes in the backpack enclosed in Ziploc bag with initials 

____1 packages of wet wipes (sensitive, non-scented)
ShineThru ABA Therapy, LLC Service Agreement
Child: 
Parent(s): 
Date: 

Parent Agreement
This is an agreement between the above listed parent(s) and ShineThru ABA Therapy, LLC, where both parties understand the following.
1. Billing and billing related activities will be conducted by ShineThru ABA Therapy, LLC.

2. ShineThru ABA Therapy, LLC will be responsible for providing therapeutic programming.

3. Parents must complete an emergency contact form that is accurately maintained on file at all times.

4. Parents must participate in the parent-training component of their child’s treatment program.

5. Parents should attend Bi-Monthly Parent trainings. Parent Trainings can only be rescheduled in case of an emergency (e.g. death in the family, life-threatening illness).

6. Parents must participate in agreed upon parent projects until mastered.
7. Parents are responsible for providing labeled snacks and a labeled packed lunch including drinks for their child every day.

8. Parents are responsible for notifying ShineThru ABA Therapy, LLC staff in writing of any dietary restrictions.

9. Parents must notify ShineThru ABA Therapy, LLC of any and all alternative therapies (this does not imply endorsement or prohibition, but that the information must be considered when making treatment decisions). 

10. Parents are to only observe and discuss their child’s program with ShineThru ABA Therapy, LLC staff.  Due to our respect of confidentiality requirements for the children participating in our programs, your child will not be discussed with other parents, and we will not discuss other children with you. You will be asked to sign a HIPPA confidentiality agreement.
11. Participation can only take place if the child is healthy. In the event of illness (e.g. fever, green mucus in the nose, nausea, vomiting, diarrhea, ringworm, staff or head lice), parents must contact the ShineThru ABA Therapy, LLC as soon as possible or we will contact the parents and sessions for that child will not take place. In these instances, the child will need to be picked up as soon as possible. The child is to be symptom free for 24-hours before returning to ShineThru ABA Therapy, LLC. 
12. Parents will complete all required paperwork in a timely manner.

13. ShineThru ABA Therapy, LLC will be closed for the following holidays: New Year’s Day, Spring Break, Good Friday, Memorial Day, Fourth of July, Labor Day, Thanksgiving holiday and Winter Break (including Christmas Eve and Christmas Day), for Conferences and Training Seminars/Staff Training/Planning Days. 
14. Fees: Fees/Insurance Co-pay must be paid on or before the first day of every month. A $25.00 late fee will be assessed after the 3rd business day. Services will not be provided if any outstanding bill is not paid by the 10th day of the month. 
15. Fees for Absences: Tuition will not be reduced due to client absences (e.g., planned or unplanned vacations, student and/or family illness, family related activities/events, etc.). If you are utilizing your insurance to pay for services and your child misses a session without giving ShineThru ABA Therapy, LLC one week’s notice in writing, you will be charged a service fee of $36.00.  This is necessary because we maintain high therapist-to-child ratios – when your child is absent, we must pay our staff, they are hourly employees.   
16. In order for any correspondence to take place between ShineThru and their insurance companies, parents must obtain a diagnosis code in writing from their child’s diagnostic evaluation. Parents must provide a copy of the diagnosis for their child’s file at the ShineThru ABA Therapy, LLC. Diagnosis codes will be included on prescriptions ONLY if provided by the child’s primary physician. 
17. For ShineThru ABA Therapy, LLC to bill insurance for services, we will need to share any information regarding services with your insurance company. 


______ I consent for ShineThru ABA Therapy, LLC to provide any documentation to the insurance company as requested by the insurance company or the parents.

______ I am a private pay client and do not consent to ShineThru ABA Therapy, LLC providing any information to my insurance company.
18.  It is the parent’s responsibility to keep ShineThru ABA Therapy, LLC aware of any changes to their and/or their child’s insurance coverage.
19. Discontinuation of Services: A contract with the ShineThru ABA Therapy, LLC can be discontinued by the parents by giving a minimum of 30-day written notice. If the parents discontinue this contract without giving one month’s written notice, a fee equal to one month’s tuition will be assessed. If you are utilizing your insurance to pay for ShineThru ABA Therapy, LLC’s services and you do not provide one month’s written notice; you will be charged a service fee equal to the private pay amount for that month.  ($50/hour line therapy, $90/hour supervision, $90/hour social skills group.)
Please note: Tuition is based on a calendar month, therefore, if discontinuing services during the middle of the month tuition will not be prepared.

20. Schedule Change: If you anticipate a schedule change for your child that will affect your child’s enrollment level, then a 14-day written notice to the Clinical Director is required. To maintain the high therapist-to-child ratio that is the hallmark of our business, we have to ensure that we have adequate staff to meet our enrollment needs.  It takes planning and time to employ and assign high quality staff.  Please note that the summer tends to be an especially busy time of the year; therefore, we start a waiting list for families that wish to change their enrollment status as early as a year prior. 
21. Daily Drop-Off: Children must be dropped off for their session on time.  The back door will open at 8am for daily sessions, at 3pm for afterschool sessions (PLEASE CALL BY 2PM IF YOU ARE GOING TO MISS AFTERSCHOOL SESSIONS) If you are more than 15 minutes late your therapist will be re-assigned, and your session cancelled. This is especially important for insurance billing purposes if you are an insurance client.  We cannot bill for time your child is not here.  We ask that parents drop off their child in the drop-off line at the beginning of a session. 
22. Daily Pick-Up: Children must be picked up on time (i.e. 5 minutes before the end of the last session). If a child is left over 30 mins without a call, we will be forced to call social services and assume abandonment.  In case of an emergency (i.e. death in the family, car accident) or any changes, please call ShineThru ABA Therapy, LLC. We ask that parents wait in the pick-up line until their child and his/her therapist meets them at the end of a session.
23. Fees for services are subject to change.

24. Parents are responsible for adhering to the policies and procedures in the parent handbook as well as the Financial Liability form.

25. Program requirements and structure are subject to change including but not limited to, changes that may affect a child’s eligibility. If such changes are made, parents will be notified in writing 
26. ShineThru Late Policy:  If you are late 15 minutes or more without calling to notify clinic, therapist will be reassigned to another child.  If parent’s do call to notify clinic their child may be late for their scheduled appointment parents have 30 minutes from the start of their child’s appointment to arrive.  If client is sick, family will be required to call before their child’s schedule appointment and provide an excuse when child returns.  After 3 no/call no/shows of either late arrivals or no shows, client will be required to meet with their BCBA and/or may be suspended from services until Dr.’s excuses are presented.  During this time parents are to bring excuses for those 3 instances.  If no excuses are provided, client may be discharged from the program.
27. Prior notification:   Parents are to notify clinic 2 weeks in advance if child will not be attending therapy due to vacation/events/ect.  Prior approval will be granted, and schedule will be adjusted to reflect client’s temporary schedule change.
FAMILY INVOLVEMENT

GENERALLY:

ABA is an outcome-based practice based on progress toward specific goals. Parents are expected to take an active role in participating in therapy. We do this via parent trainings.  Your support is critical in your child’s success.  Parent trainings are REQUIRED by the insurance companies to maintain therapy hours.  If they must be re-scheduled, please make sure you are coordinating with your BCBA to make those up as soon as possible. Full time – 2x per month, Part-time – 1x per month. 

Please communicate to your supervisor if you would like to participate in a teaching session with your child. 

Personal Items Provided by Parents (PLEASE BE ADVISED YOUR CHILD WILL NOT BE PERMITTED IN THE CLINIC WITHOUT THESE ITEMS.)
	Full Day 8-2
	Afterschool 3-5

	Extra clothes

Lunch (cold or in thermos)

 10g of protein minimum (THIS IS THE MINIMUM AMOUNT PER MEAL FOR A 20 LB CHILD)
Snack

Diapers/wipes if necessary
	Extra Clothes
Snack (cold or in thermos)

Diapers/Wipes if necessary


Dress Code
If a student violates the dress code at therapy, parents may be called to bring in more appropriate clothing for their child, or the child may have to wear something from the lost and found to remedy the situation. 
Shirts must be long enough to touch the top of the pants when the person is involved in normal school movements.  Please remember that students may raise their hands or kneel on the floor for projects.  Please be sure midriffs or bottoms will not be exposed in these positions either. 

No spaghetti strap shirts; no muscle shirts. Straps must be at least 3 fingers wide. 

Shorts/skirts/dresses must be at least mid-thigh length. When a student’s arm is down at his/her side the fingertips must reach the bottom of the clothing. 

Clothing must not be revealing. 

No pajamas may be worn to clinic (with the exception of pajama day). 

Ripped jeans, or other ripped articles of clothing, are not allowed. 

Clothing or accessories with improper or objectionable pictures, sayings, gestures, or language, or which promote substances prohibited by Board Policy or state law, must not be worn. 

Shoes must be worn at all times.  No flip-flops or heelies are allowed. Crocs and clogs may only be worn, if straps are used. 

Students wearing leggings or other tight-fitting pants (such as yoga pants) must wear a shirt or top that provides sufficient coverage of their backside. Leggings must be opaque and not see-through. 

All clothes should be weather appropriate, please include jackets, closed toe shoes, and pants or tights on days it’s below 60 degrees.
Review of Cancellation and late policy 
	Situation 
	Fee or Consequence

	No Call – No Show

Any session (including parent trainings) that does not start within 15 mins of scheduled time and family has not contacted ST.
	$100 fee or Counted as NC/NS 

(One nc/ns may result in termination of services)

	Cancellation 

Any session that is cancelled with less than 24 hours notice.
	$50 fee or Counted as NC/NS

	Late Drop Off: 

Family has informed ST that the child will be present but session starts more than 15 mins late.
	15+ mins $50 fee or Counted as NC/NS

	Late Pickup

Family picks up child 5 mins late.

Family picks up child 15 mins late.
	5+ mins $50

15+ mins $50 and/or call child services if more than 30 mins (considered abandonment).


ShineThru ABA Therapy, LLC Responsibilities
1. ShineThru ABA Therapy, LLC will ensure that your child receives the specified number of hours of intensive behavior analytic treatment, excluding holidays, child illness, client vacation(s) or emergency situations.

2. ShineThru ABA Therapy, LLC is responsible for the supervision and on-going training of all staff therapists. Supervisors monitor programs, evaluate effectiveness, make programmatic changes/modifications, and provide training to the therapists.

3. ShineThru ABA Therapy, LLC is responsible for, but is not limited to: conducting team meetings, parent training, developing programs, implementing programs on a daily basis, monitoring and updating programs on a daily basis, and the development of a data collection system and monitoring of that system. 
4. ShineThru ABA Therapy, LLC adheres to the Behavioral Analysis Certification Board Guidelines for Responsible Conduct and HIPAA, therefore, any information related to a specific client will remain confidential at all times. ShineThru ABA Therapy, LLC embraces training of professionals, Hence, your child’s confidentiality will be protected in any in vivo or videotaped sessions of your child that is used for training purposes. Protection of confidentiality also applies to photography or video taken by ShineThru ABA Therapy, LLC their assessments and their work samples, to be used for the purposes of marketing material on behalf of ShineThru ABA Therapy, LLC. No form of identification will ever be used; therefore, your child’s name will not be associated with the product info.

5. Crisis Plan: In the event of an emergency on the premises evacuation procedures outlined on the fire plan will be administered and the proper authorities will be called.  In addition, every parent will be notified of the issue and asked to come pickup their child.  Children will be supervised until they can be handed off to the parent safely. In the event of a weather emergency we will follow the Rapides Parish School Board’s policy on shutting down.  If the schools are closed due to inclement weather, we will be too.  During the Summer months we will post on Shinethru’s Facebook page by 7am a decision for closure. 
6. Hazardous Materials will be kept in the back in a locked cabinet when not being used.  They will remain locked up during the day while the children are here. 

7. ShineThru ABA Therapy, LLC is responsible for notifying, in writing, the parent(s) of any service delivery changes.

I have read this service agreement and agree to abide by its terms and conditions.

Signatures:

__________________________________________                                _______________________________________

Signature of Parent/Guardian



                                                         Date

__________________________________________                                _______________________________________

Signature of ShineThru ABA Therapy, LLC Representative



  Date
Enrollment Status

Based on the assessment recommendations, we are enrolling our child in the following service and program.

Service: Provision of ABA by the ShineThru ABA Therapy, LLC
Location: ShineThru ABA Therapy, LLC
Days of Month: 
Times during Day: 
Fee Schedule: Private Pay

Based on your schedule, your monthly tuition will be $_________________. 


(See Fee Schedule Sheet attached).

OR 

Fee Schedule: Insurance

Your insurance company has indicated to us that you have an estimated out of pocket max in the amount of $          per year and a maximum copay of $            per visit. Accordingly, your monthly fees will be approximately $           (see Fee Schedule Sheet attached). It is important to note that this amount is subject to change based on the insurance company’s interpretation of your policy and benefits (see financial responsibility form in this packet).
Payments: Please make your checks payable to ShineThru ABA Therapy, LLC and bring payment to ShineThru ABA Therapy, LLC or mail payment to:


ShineThru ABA Therapy, LLC

5731 Jackson Street Ext. Suite C 


Alexandria, LA  71303
______________________________________________________________________    ____________________________

Signature of Parent/Guardian




Date
Financial Responsibility

Most Commercial insurance plans will only pay for testing and treatment of services that they determine “reasonable and customary”. Often, such determination is made after services have already been provided. If an insurance company or a governmental program deems that the service was not “reasonable and customary”, they will deny payment for these services or procedures.

ShineThru ABA Therapy, LLC will check benefits and pre-certify your services if necessary, with your insurance company. However, a quote of benefits is not a guarantee of payment from your insurance company.  SHINETHRU ABA THERAPY, LLC is not responsible for your share of the cost of service, nor are we responsible for managing your individual benefits. Your contract with your insurance company defines the guidelines you must follow. We have no access to this contract. Therefore, it is your responsibility to monitor, manage, and notify us of any limitations (such as number of visits) that affect billing and/or treatment. Use of our billing service does not remove your responsibility for any or all charges incurred in treatment. If you have questions or concerns, it is your responsibility to verify with your insurance company.

We are committed to serving you in a professional and fiscally responsible manner, but certain situations may arise in which payment is denied to ShineThru ABA Therapy, LLC.  In that circumstance, the client’s guardian is liable for any and all charges incurred.

Please read and sign below. If you have any questions, please direct them to Erica Maxwell or Tiffanie Kimble.
I have read and understand the above statements. I acknowledge that I have been informed that payment by my insurance carrier could be denied or discontinued for a variety of reasons. If my insurance carrier denies payment, I agree to be personally and fully responsible for payment.

__________________________________________________________________________


Signature of Parent/Guardian





Date
__________________________________________________________________________

Printed Name

Authorization for Medical Emergency Treatment

Staff members of ShineThru ABA Therapy, LLC are authorized to seek emergency medical treatment on behalf of my child if neither parent can be reached.

________________________________________________________
________________________

Signature of Parent/Guardian





Date

Benadryl Permission Form (Optional)

I give permission for my child’s therapist, consultant or team member of SHINETHRU ABA THERAPY, LLC to administer the appropriate dose of Benadryl, as indicated on the bottle of medicine, to my child in the case of suspected insect bite(s) or allergic reaction.
_______________________________________________________      ________________________
Signature of Parent/Guardian





Date

Medication Policy
We do not administer medication if your child needs medication they must be cleared by a physician in order to come back to therapy after their illness.  If they need medication while attending therapy a parent must be present to administer the medication.  WE WILL NOT GIVE ANY MEDICATION UNLESS IT IS AN EMERGENCY (BENADRYL/EPI PEN).
______________________________________________________        ________________________

Signature of Parent/Guardian





Date

ILLNESS POLICIES: 
FEVER: If you child is running a fever of over 100 degrees PLEASE KEEP THEM HOME.  If a fever over 100 degrees develops, we will give you a call for you to come out and pick your child up. You must bring a Dr. excuse to be able to return to therapy. Your child must be 24-hour fever free before returning to clinic as well. 
VOMITING/DIARRHEA: We have a three- time policy for vomiting and diarrhea if this happens, we will ask you to come pick up your child.  YOUR CHILD MAY NOT RETURN WITHOUT A DOCTOR’S CLEARANCE/EXCUSE. 

RASH: (redness on skin, to include insect bites, ringworm, and scabies) Please do not bring your child to the clinic with a rash.  If your child develops a rash while in our care, we will call immediately to have you pick your child up.  YOUR CHILD MAY NOT RETURN WITHOUT A DOCTOR’S CLEARANCE/EXCUSE. ALL OPEN SORES MUST BE COVERED TO PROTECT ALL CHILDREN FROM STAPH INFECTIONS. 

PEDICULOSIS (Head Lice) Policy 

Any child found to have positive evidence of head lice or nits (eggs) will be excluded from the clinic immediately.  The child will be excluded from clinic until he/she has been effectively treated and ALL NITS are removed from the hair, upon finding any nits/lice/eggs the client will be sent home immediately. Parents are responsible for the treatment of their child and the recommended cleaning of household items. The child must be accompanied by his/her parent or guardian in order to re-enter clinic.  Receptionist or Therapists at the clinic will be responsible for checking students to be sure hair is free of all nits before admitting them back into therapy.  Parents are responsible for checking their children each weekend (Sunday night). If lice or nits are found in hair, do not send child to school on Monday. Notify the clinic.

We will apply the same policies to staff, in order to keep your child safe from contagious illnesses. 
Authorization for Pickup

We understand that children may be picked up by adults other than their parent and/or guardian. In order to protect your child, we ask that you let us know, in advance, if you will have someone other than you or your spouse picking up your child. You may pre-authorize adults by completing the information below.

Please let the authorized person know that photo identification is required.

Name: ___________________________________________ Home Phone: _____________Cell:______________


Relationship:___________________ Driver’s License: __________________State:____________

Name: ___________________________________________ Home Phone: _____________Cell:______________


Relationship:___________________ Driver’s License: __________________State:____________

Name: ___________________________________________ Home Phone: _____________Cell:______________


Relationship:___________________ Driver’s License: __________________State:____________

Name: ___________________________________________ Home Phone: _____________Cell:______________


Relationship:___________________ Driver’s License: __________________State:____________

Name: ___________________________________________ Home Phone: _____________Cell:______________


Relationship:___________________ Driver’s License: __________________State:____________

I authorize the above person(s) to pick up my child from ShineThru ABA Therapy, LLC. I understand this permission will be in place until I communicate a change, in writing, to ShineThru ABA Therapy, LLC.

____________________________________________________________________________
___________________

Signature of Parent







Date

Patient Bill of Rights and Responsibilities

 ShineThru ABA Therapy, LLC is dedicated to helping children with developmental disabilities achieve their potential in family, community, and school life. We care about the dignity and welfare of all who receive services from us.

Although these rights are written for the patient, in most cases they also apply to the patient’s parents or legal guardians.  We expect staff, patients, families, and visitors to act in a reasonable and responsible way at all times.

If you have a concern about any of these rights or responsibilities, you may discuss it with the staff involved, their supervisor or Clinical Director. 
Your Rights:

· You have the right to considerate, respectful care at all times and under all circumstances, with recognition of personal dignity.

· You have the right, within the law, to personal and informational privacy.

· You have the right to expect reasonable safety insofar as ShineThru ABA Therapy, LLC’s practices and environment are concerned.

· You have the right to verbal and written communications.

· You have the right to refuse treatment to the extent permitted by law. When the refusal of treatment by a patient, or their legally authorized representative, prevents the provision of appropriate care in accordance with professional standards, the relationship with the patient may be terminated upon reasonable notice.

· You have the right to expect that SHINETHRU ABA THERAPY, LLC staff is competent to obtain and interpret information in terms of your needs and to have an understanding of the range of treatment needed.

· The family and/or guardian of patients have the right to be involved in the patient’s continuing care.

· You have the right to assistance for conflicts regarding services rendered. If applicable, the assigned SHINETHRU ABA THERAPY, LLC provider should always be made aware of any conflict. If resolutions of conflict cannot be achieved with the patient/family through the professionals involved, the patient/family has the right to request a meeting with the Clinical Director who has the ultimate authority in resolving conflicts.    Please report any concerns to Sara Mansilla, BCBA, LBA @ (318) 704 6470 or (318) 308 9748.  You may fill out a complaint form with the office manager and a meeting will be arranged. 

You have the Responsibility to:

· Provide, to the best of your knowledge, accurate and complete information about present complaints, past illnesses, hospitalizations, medications, and other matters relating to your child’s health.

· Follow treatment plans recommended by SHINETHRU ABA THERAPY, LLC practitioners.

· Be responsible for your actions if you refuse treatment or do not follow the practitioner’s instructions.

· Assure that the financial obligations of your child’s health care/service are fulfilled as promptly as possible.

· Be responsible for keeping your insurance information/coverage/policy numbers up to date with SHINETHRU ABA THERAPY, LLC.

· Be considerate of the rights of other clients and the SHINETHRU ABA THERAPY, LLC staff for assisting in the control of noise and number of visitors.

· Be respectful of the property of the other persons and the SHINETHRU ABA THERAPY, LLC treatment facility.

MEDICAL BENEFITS & ELIGIBILITY VERIFICATION
*Please submit a copy of the front and back of the patient's insurance card with this form and a copy of the original autism diagnosis.
Email to: Shinethruabatherapy@gmail.com
Please provide the following information: Primary Insurance:
Patient Name :------------------D.O.B. ---------­
Patient Address:





Phone:---------- 
Email: 







__
Patient SS# 
_
Insurance Company: ________Phone: ______ 

Group No.: ______-
Policy No.: 
Plan Type: 
_
Policy Holder's Name:  
 
 
 
D.O B. 

,SS# 
 

 
_ Employer_ 




 
 


_ 
 _
Secondary Insurance:
Insurance Company:---------------  Phone:----------                                              Group No.: 
_ Policy No.: 

Plan Type: 

_
Policy Holder's Name: 


D.O.B. 


SS# 


__ Employer 










_

 (Policy holder's name), give my consent to ShineThru ABA Therapy, LLC to the above insurance carrier in order to determine the type and amount of funding that may be available for ABA services.
Signature. 


[image: image1.png]Date





(Policy Holder)
 SHAPE  \* MERGEFORMAT 



ELIGIBILITY INFORMATION
(For Office Use Only)
Policy Effective Date:
Benefit Period: ------------ Copay: $
Provider Reimbursement : 

% Client Pays: 
%
Does the patient have deductibles? _ Deductible amount: $


Has this been met? 
_ Does  the   patient  have Out-of-Pocket? _

 Out-of-Pocket Max:$

Has this been met?

Coverage for Autism Spectrum Disorder: Is the patient covered for ABA Therapy? 
_
Coverage                                                Details:

I the patient covered for Behavior Therapy under Outpatient Mental Health? 
_
Is Pre-Certification  Required?
Claim Submission Details 

[image: image3]
Provider Relationship Rep's Name:
Inquiry Ref #
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Therapeutic Holds and Technique Policy

ShineThru ABA Therapy, LLC reserve the right to engage in therapeutic

holds/techniques. ShineThru ABA Therapy, LLC has certified instructors

And therapists who have been trained and certified through Safety Care, INC. for ages 3-18 years of age.

ShineThru ABA Therapy, LLC considers first and for most the client’s best interest during all

incidents of self injurious behaviors, aggression towards peers/therapists, and

property destruction. Before engaging in any therapeutic holds, company

policy requires staff to first use verbal techniques to gain client’s compliance.

However, after three attempts staff may need to engage in therapeutic holds

(per Safety Care) to protect client, oneself, peers, or therapists.

The least amount of touch (hold) will be utilized first. Examples of instances

where therapeutic techniques/holds are needed include head banging,

biting, pulling hair, hitting, kicking, throwing objects, scratching, and

destroying property such as desks or chairs.

Each client who engages in aggression either during assessments, or who

have a history of aggressive behaviors will be given a specific problematic

behavior intervention plan. Before implementing and training staff according

to client’s specific individualized plan, parents will be given the opportunity

to review the intervention plan, ask questions, and give consent.

Behavior intervention plans will operationally define the client’s problematic

behaviors he/she exhibits during assessment, parent report, or medical

history. Intervention plans will also define precursors “warning behaviors”

that occur before problematic behaviors develop. Therapists will intervene

verbally once these precursors are observed to avoid aggressive behaviors

from occurring.

I, _____________________ agree to these polices and procedures

regarding therapeutic holds/techniques. I understand ShineThru ABA Therapy, LLC ABA

Therapy’s policy concerning when to utilize therapeutic holds/techniques. I

understand that staff have been certified and trained (per Safety 
Care, INC).

_______________________________

 Parent or Guardian Sign/Date

RELEASE AND GRANT
To Whom It May Concern:

As has been explained to me, the undersigned, on my own behalf as legal guardian for _______________________ (“represented individual”) consent as explained below. The ShineThru ABA Therapy, LLC is continually developing materials to be used on its websites and awareness collateral for general release to the public highlighting individuals diagnosed with autism. I have been asked to consent to the inclusion of images and videos of the represented individual as part the ShineThru ABA Therapy, LLC website and related materials with the understanding that the image(s) and Video(s), of the represented individual may be distributed in all media and territories in furtherance of the educational and charitable goals of ShineThru ABA Therapy, LLC.
With the understanding that ShineThru ABA Therapy, LLC will rely upon my consent on behalf of the represented individuals as set forth herein, and for other good and valuable consideration the receipt of which I acknowledge, I hereby consent on my own behalf as guardian of the represented individual to the use of the image(s) and video(s) of the represented individual taken during the time that my child is enrolled for the purposes set forth herein and grant to ShineThru ABA Therapy, LLC all rights necessary for the inclusion of the footage and distribution of the image(s).
I represent and warrant that I have the full right and authority on my own behalf as guardian of the represented individual to enter into this release and to grant to ShineThru ABA Therapy, LLC all the rights granted herein, and that no other party’s consent to this release and grant is required. 

I agree to indemnify and hold harmless ShineThru ABA Therapy, LLC and its successors, licensees and assigns from any losses, damages, costs and expenses (including reasonable attorneys' fees) incurred by ShineThru ABA Therapy, LLC and/or such party or parties relating to ShineThru ABA Therapy, LLC’s use of the image(s) as set forth in this release. 
ACCEPTED AND AGREED TO:



Signature








Date



Print Name
___________________________________________________________________________________



                        PARENTS COMPLAINT FORM
Against whom (Therapist, Supervisor, Admin): _____________________________________________

Concerns you may have: _______________________________________________________________________

____________________________________________________________________________________________________

Concerns regarding therapist protocol: ______________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________

Suggestions from the parent: __________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Sign: __________________________________



Date: _________________________________






     EMERGENCY CONTACT 

(1) Name: _________________________________________
Phone: ________________________________



Address: __________________________________________________________


(2) Name: ________________________________________

Phone: ________________________________

 

Address: ___________________________________________________________

(3) Name: _________________________________________
Phone: _____________________________________

Address: _________________________________________________________

(4) Name: ___________________________________________ Phone: ___________________________________

Address: _________________________________________________________

(5) Name: _________________________________________
Phone: ___________________________________

Address: _________________________________________________________

I agree to allow Shinethru ABA Therapy, LLC to produce and utilize images of my child for marketing, Social Media and training purposes. 





I DO NOT agree to allow Shinethru ABA Therapy, LLC to produce and utilizes images of my child for marketing, social media and training purposes. 











