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Catalina LOVY Foundation Inc.

Application for ABA Therapy

Please fill out the application for ABA Therapy services as completely as possible, to help us determine your eligibility. You will receive an email within the next five days with the next steps. Only complete application will be reviewed and processed. 
If you have any questions, please contact the us at (435) 213 3190 or email us at  info@catalinalovyfoundation.net.

(Fields marked with * are required.)

Requested Services * 
[image: image1.wmf]ABA Therapy for Autism 
  [image: image2.wmf]  Crisis Intervention
[image: image3.wmf]Emotional and Behavioral Therapy (ABA-Based)
Referred by *
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Referral Source Name
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Client Information

First Name *
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(Full legal name)

Last Name *
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Birth Date *
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*Please make sure to select the correct year

Last 4 #'s of Social Security
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Gender *
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Ethnicity/Race 
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Primary language(s)? *
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Do you require the use of an interpreter? *
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Address - line 1 *
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Address - line 2
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City *
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State *
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Zip / Postal Code *
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County *
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Primary Insurance Carrier *
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Secondary Insurance Carrier
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Uninsured 

[image: image28.wmf]


Request assistance
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Parent/Guardian Information

Parent/Guardian First Name *
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Parent/Guardian Last Name *
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Cell Phone *
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Home Phone
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Work Phone
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Primary Email
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Medical Information

Pediatrician/Primary Care Physician *
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Agency Name *
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Agency Address  *

[image: image44.wmf]




Does your child have an autism diagnosis? *

[image: image45.wmf]Yes - my child has been evaluated and diagnosed with autism by a medical professional

[image: image46.wmf]Suspected - a physician, counselor, or other provider suspects that my child has autism and has recommended further evaluation

[image: image47.wmf]Educational - my child has an autism diagnosis through the school

[image: image48.wmf]No - my child does not have an autism diagnosis

[image: image49.wmf]Other diagnosis or concerns to applied for services. - please explain*
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Has your child ever been hospitalized due to behavior or mental health concerns? *
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If yes, at what agency and city
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Does your child have any other diagnoses or medical conditions that we should be aware of? *

[image: image54.wmf]Yes [image: image55.wmf]No

(ADHD, life-threatening allergies, asthma, behavior disorder, epilepsy/seizure disorder, heart condition
If yes, please list each diagnosis and/or condition
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Does your child require any medications or medical devices to treat a medical condition? *

[image: image57.wmf]Yes [image: image58.wmf]No

(Epipen, inhaler, Diastat/Diazepam, wheelchair, walker, etc.)

If yes, please describe.
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Does your child have an action plan in case of a medical emergency? *

[image: image60.wmf]No, my child does not have an action plan in place

[image: image61.wmf]Yes, my child has an allergy action plan

[image: image62.wmf]Yes, my child has an Asthma action plan

[image: image63.wmf]Yes, my child has a Seizure action plan

[image: image64.wmf]Yes, my child has an action plan for another disorder that I will describe below

(Allergy, asthma, seizure)

If yes, what is the protocol? Are any prescribed medications administered?
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Is your child currently receiving ABA services with another agency? *
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Has your child received any of the following services in the last 5 years? *
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What are some of your specific concerns or information you would like us to know about your child? *
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Please include a brief explanation of what services you are seeking at Catalina LOVY Foundation and why? *

[image: image79.wmf]




Name of individual filling out this form?
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Contact Email
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Disclaimer
Catalina LOVY Foundation is a nonprofit Corporation whose main mission is to include in society, low income, persons with disabilities and the under served population in our communities.
 We are inclusive. We celebrate multiple approaches and points of view. We believe diversity drives innovation. We know that building cultural, race, gender, socioeconomic diversity 
brings great value to society. We welcome everyone. Every age, believes, race, gender, sexual identity, legal, social, or economic status. If you need us, we are here with open arms to support you,

 and your loved ones in every way we can or find the resources or found to meet your needs and our goal as foundation. 
As a new organization, we thrive to grow with people, programs, and tools to improve as individuals, and contribute to society with “True love and Joy” in all we do. 
(Catalina Manan-Kalasic 2003-2022.)
Files: Please add any additional information, diagnosis, medical and school records, 


Additional Documents

Top of Form

 Choose file
Bottom of Form

Records, Guardianship Papers, or other relevant documentation

Front of Insurance Card(s) *

Top of Form

 Choose file
Bottom of Form

REQUIRED. For all active insurance plans for your child.

Autism Diagnosing Report, Mental Health diagnosis or Behavioral/Emotional diagnosis.
Top of Form

 Choose file
Bottom of Form

For therapy referrals. If you don’t have a diagnosis, do you have any other document supporting your referral, please attach it here.
Back of Insurance Card(s) *

Top of Form

 Choose file
Bottom of Form

REQUIRED. For all active insurance plans for the client.

PO Box # 507, Smithfield UT, 84335 - Phone: (435) 213-3190 - Fax: (435)799-8429 -  info@catalinalovyfoundation.net
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