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Blue Ridge Autism and Achievement Center
























    312 Whitwell Drive
Date Received ______________________














  Roanoke, VA 24019
Application Fee Rec’d _______________

    Student Application and





   Phone:  540-366-7399
Check # __________Amt_____________ 

      Intake Information






     FAX: 540-366-5523
SR ______
Approved _________________________












     
braac.roanoke@gmail.com
Services Begin______________________











          
Services End_______________________







Child’s Name: __________________________________________
Birthdate:_______________________
Gender:     M     F__    
Address: ______________________________________________
City:____________________State:__________Zip:_________
Parent(s)/Guardian(s) Name:








Relationship



Day





Evening
(1)______________________________     to child________________
Phone:________________
___
Phone:_______________
Email address:_________________________________________
Cell Phone:_____________________________________ 








Relationship



Day





Evening

(2)______________________________     to child________________
Phone:________________
___
Phone:_______________

Email address:_________________________________________
Cell Phone:_____________________________________ 

Emergency Contact:  (Other than parent/guardian):








Relationship



Day





Evening

(1)______________________________     to child________________
Phone:________________
___
Phone:_______________

Cell Phone:_____________________________________ 









Relationship



Day





Evening

(2)______________________________     to child________________
Phone:________________
___
Phone:_______________

Cell Phone:_____________________________________ 
I am applying for the following services for my child: 

Location:  ____Roanoke    ____Buena Vista  ____Lynchburg
_____  Full-time day school program  






___STARS  ___Autism  ___Preschool  ___Inclusion



























Other services:
_____(1)
Consultation/observation 

_____  Part-time day school program









_____(2)
ABLLS testing


_____  Home program











_____(3)   Social skills/Play skills groups
_____  After-school tutoring










_____(4)  Sibshop group
_____  Summer PLUS program only 

 ____Camp AuSome
I affirm that all information on this application is true and correct.  I understand that all requests for admission/services to the Blue Ridge Autism and Achievement Center are subject to approval by the Executive Director and Behavior Analysis.  If the application is approved for initial evaluation, one will be scheduled for your child.  All information collected will be used for admission consideration and is confidential.  I also give permission for BRAAC to provide a consultation and/or observe my child.
___________________________________________
    




__________________

Signature of Parent/Guardian


    





  

 Date
A non-refundable application fee of $50.00 and a 15-minute video recording of parent’s/guardian interacting with their child in a natural environment must be submitted with the application when applying for full-time/part-time day school program, home program, and after-school tutoring.  A non-refundable application fee of $50.00 must be submitted when applying for the summer day school program.  Submission of this application form does not constitute approval of services or enrollment at BRAAC.  If approved, a separate enrollment contract/services agreement must be completed.
The Blue Ridge Autism and Achievement Center provides access to programs, employment, scholarships, loans, athletic or other school-administered activities without regard to age, race, color, national or ethnic origin, gender, religion or disability.
CONFIDENTIAL

Child’s Name: __________________________________________
Birthdate:_______________________ 
Medical History:

Please list all diagnoses and who diagnosed your child.  (Please attach additional sheet if necessary.)
Diagnosis:_________________________________
Diagnosis received by:____________________________
Date:____________
Diagnosis: _________________________________
Diagnosis received by:____________________________
Date:____________
Please list any medications your child is currently taking.  (Please attach additional sheet if necessary.)
Medication:  ________________________________



Daily Dosage:  _______________________________________
Reason for taking:  ____________________________________________________________________________________________

Medication:  ________________________________



Daily Dosage:  _______________________________________

Reason for taking:  ____________________________________________________________________________________________
Please list any allergies:  (Attach additional sheet if necessary.)
· Environmental  _______________________________________________________________________________________

· Food  _______________________________________________________________________________________________

· Medication  __________________________________________________________________________________________
Is your child medically stable?
_____Yes

_____No
If no, please explain:  __________________________________________________________________________________________
Does your child now have or has your child ever had seizure activity?

_____Yes

_____No
If yes, please explain: __________________________________________________________________________________________
Is the child’s vision within normal limits?  ______Yes
_____No
If no, please explain:  __________________________________________________________________________________________

Does your child have any unusual responses to visual stimuli?  _____Yes
_____No

If yes, please explain:__________________________________________________________________________________________
Is the child’s hearing within normal limits?

_____Yes

_____No
If no, please explain:  __________________________________________________________________________________________
Does your child have any unusual responses to auditory stimuli?

_____Yes

_____No
If yes, please explain: __________________________________________________________________________________________
Has your child ever been diagnosed with an auditory processing disorder?
_____Yes

_____No
If yes, please explain: __________________________________________________________________________________________

Does the child refuse certain foods or gag while eating?
_____Yes

_____No
If yes, please explain: __________________________________________________________________________________________

Is your child motivated by certain foods?  If so, please list:  ____________________________________________________________
Does your child have any unusual responses to touch or other tactile stimuli?
_____Yes

_____No
If yes, please explain: __________________________________________________________________________________________
CONFIDENTIAL

Child’s Name: __________________________________________
Birthdate:_______________________ 
Educational History:

Please list previous schools, therapy programs, home programming and other treatments the child has received.  (Attach additional sheets if necessary)  If your child has an IEP or an IFSP, please attach a copy of the plan.
Name of schools, programs or independent consultants:  ______________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Types of therapies received, both public school or privately, and agency that provided therapies:

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Types of teaching models/discipline, used with child, if known:  (discrete trial, verbal behavior, etc)

__________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Current Functional Skills (non-verbal):

Please check the following conditions under which the child demonstrates caution:

___heights  
___traffic 

 ___sharp objects  
___strangers  
___hot water 
 ___stove  
___toxins/pills (won’t ingest)

Please direct us in the following activities that the child is able to complete independently.  Write an (I) if the child can complete the task independently and a (P) if the child completes the task with verbal prompts.  Leave it blank if the child is unable to complete the task at all.

___ picks up small items with fingers

___manipulate objects with both hands 
 ___ throws a ball
  ___ runs
___ use stairs    ___jumps

___swim   
 ___uses slide    ___uses swing   
 ___uses monkey bars
___ put on clothing
___take off clothing

___uses buttons    ___uses zippers  
 ___ties laces
___identifies when needs to use restroom
____goes to the location of the restroom    ____uses toilet correctly
___wash hands   ___brush teeth    ___grooms hair    ___bathes/showers   
 ____eats with utensils  
 ____drinks from a regular cup    ____uses napkin  


___participates in house cleaning/chores
___operates television    
___remote control   
 ___VCR  

___computer 
___other small appliances

List other additional items: ____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
CONFIDENTIAL

Child’s Name: __________________________________________
Birthdate:_______________________ 
Current Functional Skills (non-verbal) continued:

Does the child currently use diapers or pull-ups? ___Yes  ___No
If yes, ____at all times   ___only at night   ___other, please specify______________________________________________________________________________________________________

Please indicate below any problem behaviors the child demonstrates, both minor and those that are of great concern to you.  (Please attach additional sheets if necessary)

Aggression towards others?  Please explain: __________________________________________________________________________________________

__________________________________________________________________________________________

Aggression towards self?  Please explain:

__________________________________________________________________________________________

__________________________________________________________________________________________
Highly disruptive behavior?  Please explain:  

__________________________________________________________________________________________

__________________________________________________________________________________________

Please describe type(s) of positive reinforcement you have found to be effective with your child:

__________________________________________________________________________________________

__________________________________________________________________________________________

Is your child currently receiving any form of Medicaid Waiver services? __________Yes _______No

If yes, please list type of waiver and name and contact information of Case Manager

______________________________________________________________________________________

How did you learn about the Blue Ridge Autism and Acheivement Center?  

______________________________________________________________________________________
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