
Initial Intake Form
Please complete this form and fax to our confidential fax number at 908-428-4441.
Please note that completion of this form may not result in an intake or subsequent home or clinic therapy. Also, weekends are not available for services.

Client’s Name: __________________________________________________________
Client’s Date of Birth: ___________________________      Client’s Sex (circle one):    Male       Female
Client’s Diagnosis: ___________________________________________________________________
Diagnosis of Autism or PDD-NOS was confirmed by: 
Name of Evaluator:  _____________________________________________________
Agency: _________________________________________________________________________
Date of Evaluation: _______________________      Referred to ABA4U by: ________________________
Primary Language Spoken in the Home: _______________________________

Parent/Guardian Name: _________________________________________________________
Home Address: ________________________________________________________
City: _____________________  State: __________ Zip: ______________________
Cell Number: ___________________________     E-Mail: _____________________________________
Home Telephone Number: ______________________________________
May we leave a detailed confidential message on your: home # ______   cell # _______   email ______
Employer: ___________________________________________________________________________

Parent/Guardian Name:  ___________________________________________________________
Home Address: _______________________________________________________________________
City: ___________________________   State: _________________    Zip: ________________
Home Telephone Number: _________________________________
Cell Number: ____________________________      E-Mail: ____________________________________
May we leave a detailed confidential message on your: home # ______   cell # _______  email _______
Employer: ___________________________________________________________________________

Are you interested in Clinic Services or Home Care Services? ____________________________________
What day, time, and location would you like the therapy to take place? ___________________________

Insurance Provider (To be completed if requesting coverage through insurance provider)
Insurance Company Name: ________________________________________________________
Primary Holder Name: _____________________________________________________________  
Primary Holder Date of Birth: ________________________
Is the insurance carrier a NJ based provider (circle one):   Yes     No

Relationship to individual requesting intake:     Parent/Guardian        Other: _____________________
______________________________________                                             ________________________  
Signature(s) of Individual requesting Intake                                                             Date
Revised: 10/12/21
Initials: RE
