
ABA checklist
TASK DONE

01 FA11 F Form needs to be completed by pediatrician (printed & signed)

02 Signed Consent forms for Revival Therapy

03 Signed Cancellation Policy 

04 Checklist for Diagnosis Completed by therapist OR testing report

05 Availability & Demographics Form

FA 11F FORM:  PLEASE PRINT THIS FORM, GIVE TO YOUR
DOCTOR, AND ASK THEM TO FILL IT OUT. THIS FORM MUST BE
PRINTED, SIGNED, AND FAXED TO US AT 702-944-5498

ABA SCRIPT :  PLEASE ASK YOUR DOCTOR TO FAX A ‘SCRIPT’ FOR
ABA SERVICES TO US AT 702-944-5498

CHECKLIST FOR DIAGNOSIS  MUST BE COMPLETED BY CLIENT’S
THERAPIST  IF  A TESTING REPORT HAS NOT BEEN COMPLETED
FOR DIAGNOSIS. THIS SHOULD BE PRINTED AND PROVIDED TO
YOUR DOCTOR AT THE TIME OF REQUEST FOR SCRIPT AND
FA11F FORM

CONSENT FORMS  MUST BE SIGNED PRIOR TO ASSESSMENT
ALLOWING US TO COMPLETE REQUIRED DOCUMENTATION &
PROVIDE SERVICES

CANCELLATION POLICY  MUST BE SIGNED PRIOR TO
ASSESSMENT & START OF SERVICES

AVAILABILITY AND DEMOGRAPHICS  FORM MUST BE COMPLETED
PRIOR TO SCHEDULING ASSESSMENT

06 Prescription ‘script’ for ABA services 



DEMOGRAPHICS
& Availability

CLIENT NAME:

ADDRESS:

DATE OF BIRTH:

LIST OF INDIVIDUALS LIVING IN THE HOME:

GENDER:

CAREGIVER PHONE NUMBER:

CAREGIVER EMAIL:

CURRENT DIAGNOSIS:

SERVICES CURRENTLY ENGAGED IN/DISCHARGED FROM:

(PLEASE CIRCLE):  IN HOME   OR    IN CLINIC 

AVAILABILITY FOR SERVICES: 

LANGUAGES SPOKEN:
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Nevada Medicaid and Nevada Check Up 

Autism Spectrum Disorder (ASD) Diagnosis Certification for Requesting 
Initial Applied Behavior Analysis (ABA) Services 

Instructions: Submit this certification with initial requests for ABA services along with FA-11E.  Do 
not submit this form with requests for continued service. 

Request Date: 

Recipient Name: Recipient Medicaid ID: 

Practitioner Certification Ordering ABA Services: Practitioner must be a Physician, Physician’s 
Assistant, Advanced Practice Registered Nurse (APRN) or Psychologist acting within their scope of practice. 

A Practitioner acting within their scope of practice as defined by State law certifies the following: 

1. This individual is Medicaid Eligible (any age) and has an established diagnosis of ASD or other related
condition for which ABA is recognized as medically necessary.

2. ABA services are required to develop, maintain or restore to the maximum extent practical the functions
of the individual for whom they are requested.

3. The individual exhibits excesses and/or deficits of behavior that impede access to age appropriate
home or community activities.

4. There is a reasonable expectation that the individual will improve or maintain function to the maximum
extent practical with ABA services.

5. Please identify the diagnostic tool utilized to establish the ASD diagnosis as well as qualifying score.
Please check the appropriate box below and enter the individual’s score for the diagnostic tool used:

  Autism Diagnostic Observation Schedule, 2nd Ed. (ADOS-2)     Score:______________________ 

Subscales Scores:________________________________________________________  

Childhood Autism Rating Scale, 2nd Ed. (CARS-2)      Score:______________________ 

Subscales Scores:________________________________________________________ 

Gilliam Autism Rating Scale, 3rd Ed. (GARS-3)  Score:______________________ 

Please indicate the subscales presenting concern observed on the rating sheets: 
_________________________________________________________________________ 

Fetal Alcohol Spectrum Disorders (FASD) Diagnostic category:_______________________      

      Please indicate the diagnostic system/criteria and/or assessment methods used to determine this 

diagnostic category: ________________________________________________________ 

Diagnostic and Statistical Manual or Mental Disorders (DSM-5):  

If this criterion alone is used as the sole basis for diagnosis, the provider must submit documentation of 
the specific DSM-5 criteria that were met.  

___________________________________________________________________________ 

Other: ____________________________________   Score:________________________ 

If this criterion alone is used as the sole basis for diagnosis, the provider must submit documentation of 
the specific criteria that were met. 
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Nevada Medicaid and Nevada Check Up 

Autism Spectrum Disorder (ASD) Diagnosis Certification for Requesting 
Initial Applied Behavior Analysis (ABA) Services 

 

Name of Practitioner: ___________________________________________________________ 

Credentials: __________________________________________________________________ 

National Provider Identifier (NPI): __________________________________________________ 

Signature:____________________________________________________________________ 

Date of Diagnosis:_________________ 

 



 











       
     dannyaldis@revivaltherapyvegas.com 

                                                                                Phone 702-808-8141/Fax 702-944-5498 
 
 

Revival Therapy                  
 

Least Restrictive Environment  
Treatment Agreement 

 
Revival Therapy is committed to providing quality and caring treatment services to 
meet our clients’ needs. In order to maintain effective services we offer sessions within 
the least restrictive environment, which includes in home therapy. In home therapy is 
also convenient for families since we travel to the client’s residence. In order to begin 
in home services, it is important to create a home environment that optimizes treatment. 
Therefore, below are requirements to ensure clients receive the best possible outcomes 
and our therapists work in a safe and conducive environment.  
 
Please initial all below as an agreement to obtain these services:  
 
_____ There must be an adult (18 years or older) within the residence at all times 
 
_____ The treatment area inside the residence will be well lit 
 
_____ Due to possible allergies and the safety of our therapists, animals will be put  

away or removed from treatment area  
 
_____ Treatment area will be clean and ready for sessions prior to therapist ’s arrival 
 
_____ Client will be on time for sessions 
 
_____ Television and music will be turned off within treatment area to avoid distraction 
 
_____ Unless otherwise requested by therapist, siblings or peer family members will  

not be in session area to limit distractions 
 
 
 
 
 
_________________________                                    ________________________ 
Print Name of client/caregiver                                     Signature of client/caregiver 
 
 
_________________________ 
Date 


