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Referral for Applied Behavioral Analysis (ABA) Therapy
Client Name________________________________________________________
Date of Birth________________________________________________________
Date of Referral_____________________________________________________
Diagnosis__________________________________________________________
Insurance Carrier____________________________________________________
Caregiver Name _____________________________________________________
Phone Number______________________________________________________
Address____________________________________________________________
Legal Guardian (if other than above)_____________________________________

Refer for:
______ABA therapy ASSESSMENT
______ABA therapy Treatment
(if treatment is chosen, assessment must also be chosen)
For the following diagnosis:________________(Autism Spectrum Diagnosis, ex: F84.0)
At Leaps and Bounds Therapy Center, Somerset, KY
**Please include comprehensive Autism Evaluation with referral if available
 (this will be needed to obtain prior authorization for treatment)	

Referring Provider:
Name (please include credentials)_____________________________________________
Address____________________________________________________________
Phone_____________________________   Fax__________________________
Please Fax Completed Referral and Autism Evaluation (if available)
 To:
Leaps and Bounds Therapy Center
Attn: Referral Department
Fax: 606-766-0628 or 1-866-854-5014
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Leaps and Bounds Therapy Center, LLC
28 Parkway Dr, Somerset, KY 42503-3450

606-875-1059
Referrals@LeapsandBoundsBehavior.com

Fax: 606-766-0628 or 1-866-5014




