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Safety Concerns for Clients and Staff 
 
1.1  COBC requires a parent/guardian be present, in the home, for the duration of all 
services provided by a COBC employee. 
 
1.2  To maintain safety when performing services in the community, COBC employees 
are required to make their appointment calendars (client appointments and meetings with 
other agencies) easily accessible to COBC directors. Required information to be 
documented includes: Name of client/event, address and/or phone number, estimated 
duration of appointment. 
 
1.3  In the event of a safety concern within a client’s home environment the COBC 
employee will assess the severity of the event and declare it either non‐life threatening or 
life threatening. When necessary the appropriate agencies will be contacted to report the 
event. All situations are to be documented in writing and become part of the client’s file. 

a.  Non‐Life Threatening:  Contact client’s parent/guardian or emergency 
contact as indicated by parent/guardian on the General Information form.  

b.  Life Threatening: Call 911 and inform the client’s parent/guardian or 
emergency contact as indicated by parent/guardian on the General 
Information form.  

 
1.4    If the COBC employee suspects child abuse or neglect, these concerns will be 
reported to the appropriate agencies or authorities in a timely manner.  
   

Childhelp® USA National Child Abuse Hotline:  1‐800‐422‐4453 
 
1.5  In the event a COBC employee feels threatened within a client’s home, the current 
session will be terminated and reported to the proper authorities when appropriate. All 
situations are to be documented in writing and become part of the client’s file. 

a.    The continuation of on‐going treatment is determined based on further 
discussion with the family. This meeting should occur in a timely manner 
following the situation.  If no resolution can be achieved, services will be 
terminated or the appropriate referral will be made. 

 
1.5  For the safety of all clients and staff, COBC employees do not transport clients or 
client’s family members in staff member’s vehicles. 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Hazardous Materials & Bodily Fluids 
 
2.1  If applicable, the parent/guardian is responsible for changing all wet or soiled 
diapers during a treatment session with COBC employees. 
 
2.2  If the client engages in self‐injurious behaviors or other aggressive behaviors that 
result in minor injury to the client, COBC employees will ask the parent/guardian to come 
into the area where treatment is being provided to administer basic first aid. The COBC 
employee is to assist in managing the client’s behaviors to allow the parent/guardian to 
provide the required care. Basic first aid must be provided and any bodily fluids must be 
properly cleaned prior to the continuation of the treatment session.  
 
2.3  Parent(s)/Guardian(s) are informed of these expectations when they receive COBC’s 
Infectious Illness Policy (See Appendix A) and acknowledgment of this policy will be 
obtained through signature (See Appendix D). 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Weather Concerns 
 
3.1  All appointments will be kept whenever possible; however in the event an 
appointment needs to be cancelled due to inclement weather the COBC employee will 
make every effort to contact the parent/guardian. A message will be left through voicemail, 
text message and/or e‐mail as applicable. 

 
a.   Final decisions to cancel will be made no later than 1 hour prior to the 

scheduled session. 
 
b.    Cancellation guidelines during a snow emergency: 

Level 1 Snow Emergency = Cancellation is at the discretion of the COBC 
employee and/or the parent/guardian. 
 
Level 2 Snow Emergency = Session Cancelled 
 
Level 3 Snow Emergency = Session Cancelled 

 
3.2  If weather affects the provision of services for prolonged periods of time all 
attempts will be made to contact the family (phone, voicemail, text message, e‐mail) to 
inform them of these extended cancellations. When service can resume the family will be 
notified within 48 hours of the first day COBC will resume services. All attempts made to 
reschedule any missed appointments dependent on availability of family/client and COBC 
employee. 
 
3.3  Parent(s)/Guardian(s) are informed of these expectations when they receive COBC’s 
Severe Weather Policy (See Appendix B) and acknowledgment of this policy will be obtained 
through signature (See Appendix D). 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Treatment Records 
 
4.1  To the best of our ability COBC retains all records in hard copy (paper) and electronic 
format. A back up file of treatment records are created on a regular basis. If records are 
lost, stolen or destroyed COBC will immediately inform parents/guardians/clients of any 
lost, stolen or destroyed records upon discovery. 

a.  If the paper copy file has been affected, a new version will be reprinted. 
b.  If the electronic copy has been affected, a new version will be scanned. 
c.   If the electronic and paper copies have been affected, attempts will be made 

to retrieve the file(s) from our back‐up system.   
d.   In the event that COBC has lost all copies through disaster, theft or accidental 

causes the parent/guardian or appropriate agency will be contacted in an 
attempt to recoup the files.  

   
4.2  In order to maintain the confidentially and safety of each client’s treatment record, 
information will kept on a password locked computer and/or locked file cabinet. Minimal 
identifies are used in visual filing systems. 

  
4.3  Records are minimally transported by COBC employees. When it is necessary to 
transport treatment records, minimal documentation will be taken and will be kept with a 
staff member at all times or in a locked location. All identifiers will be shielded from view of 
persons not employed by COBC. 

 
4.4  COBC employees have access to all records in both formats. 

 
4.5  Parent(s)/Guardian(s) are informed of these expectations when they receive COBC’s 
Treatment Records Policy (See Appendix C) and acknowledgment of this policy will be 
obtained through signature (See Appendix D). 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Infection Control 
 
5.1  The following will lead to cancellation of a session on behalf of the client or COBC 
employee. It is the responsibility of the parent/guardian or COBC employee to notify the 
appropriate person(s) as soon as they are aware the cancellation will need to take place but 
no less than 1 hour prior to the scheduled appointment time. 

a.   Fever or presence of infectious illness that has been treated by antibiotics for 
less than 24 hours. 

b.  Presence of vomiting, diarrhea or infectious illness that has been treated for 
less than 24 hours in a parent, sibling or anyone residing in the home of the 
client. 

c.  Presence of one or more of the infectious diseases as listed by the Ohio 
Department of Health that has not been properly treated to avoid the spread 
of that disease. 

 
5.2  Continuation of sessions will be dependent upon consumption of antibiotics as 
prescribed by a physician or nurse practioner for 24 hours following diagnosis and/or fever 
free for 24 hours without assistance from a fever reducer. 

 
5.3  To minimize the spread of infection, all COBC employees carry hand sanitizer, 
disposable gloves and practice proper hand washing techniques as outlined in the 
Nationwide Children’s Hospital Helping Hands – Hand Hygiene handout (See Appendix X).  
COBC employees receive a copy of this handout upon hire. 

 
5.4  Upon hire, COBC employees are required to read the “Universal Precautions: An 
Educational Training for Child Care Providers” as created by Jane Cotler, RN, MS and Chris 
Perreault, RN, BSN (See Appendix Y).  

 
5.5  COBC employees are provided with a copy of the list of infectious diseases as listed 
by the Ohio Department of Health.  

a.  If upon entry into the client’s home it is learned the client has one of the 
diseases listed by the Ohio Department of Health, the COBC employee will 
cancel that session and inform the local health department. 

b.   The Union County Health Department has agreed to share information with 
the appropriate county in the event the client does not live within Union 
County. 
  Number for Reporting:   937.642.2053 

 
5.6  Parent(s)/Guardian(s) are informed of these expectations when they receive COBC’s 
Infectious Illness Policy (See Appendix A) and acknowledgment of this policy will be 
obtained through signature (See Appendix D). 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Management of Information 
 
Sentinel Events 
   

6.1  Following the occurrence of a sentinel event the following actions will be taken: 
      The event will be identified. 
      All precursors to the event will be documented. 
      Ways to prevent future occurrences of the event will be generated. 

Those impacted by the event will be briefed on the information gathered and 
preventative strategies. 

      All appropriate agencies will be notified of the event and the findings. 
 

6.2  Any sentinel events will be reported using the Event Reporting form (See Appendix 
E). 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Continuum of Care 
 
7.1  Population 
COBC serves individuals ranging in age from 1‐22 years old with an autism spectrum 
disorder, a suspected autism spectrum disorder or other developmental delay not 
combined with a major medical condition that would impact the effectiveness of ABA. If the 
individual has a diagnosis other than an autism spectrum disorder, service will be provided 
at the discretion of COBC directors. 
 
7.2  Service Options 
Our services include; In Home Consultation, Parent Training, Educational Advocacy and 
Social Skills Groups. 
 

In Home Consultation involves a team that includes the client, a COBC consultant, 
parent(s)/guardian(s) and staff members (hired by the family) providing 1:1 behavior 
intervention in the home, school, and community to increase areas of skill deficit 
and reduce problem behaviors. 
 
Parent training involves COBC consultants working with parents to give them the 
strategies needed to teach their child new skills and help reduce problem behaviors. 
This is provided as an essential piece of in home consultation or as an independent 
service in the absence of a team of staff members. 
 
Educational Advocacy helps families navigate the educational system including RtI, 
504, ETR, and IEP processes. COBC consultants work with the child’s educational 
team to help improve the overall classroom learning experience. 
 
Social Skills Groups provide participants with an opportunity to learn and practice 
social skills with similar age peers. 

   
COBC also provides services as a contracted agency through a daycare, preschool or school 
system. These services often include additional educational opportunities for those staff. 

 
  7.3  Our Process 
    Initial Consultation 

Following a referral from another agency or direct contact by the parent/guardian 
an initial consultation appointment is scheduled. Typically during this appointment 
services are discussed, questions are discussed, funding is reviewed, the intake 
appointment is scheduled and initial paperwork is completed (see below).  

General Information Form (See Appendix F)  
Electronic Consent (See Appendix G)  
Authorization to Receive Information (See Appendix H) 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Intake Appointment 
The intake appointment is the first step in treatment delivery. This appointment 
often includes observation of the client and initial assessment(s) of the target 
behavior in addition to the review and completion of additional paperwork. 

    HIPAA Privacy Notice (See Appendix I) 
    Agreement to HIPAA Privacy Notice (See Appendix J) 
    Marketing/Promotional Release (See Appendix K) 

Infectious Illness Policy (See Appendix A) 
Severe Weather Policy (See Appendix B) 

    Treatment Records Policy (See Appendix C) 
Policy Signature Page (See Appendix D) 
Service Agreement (See Appendix L) 

    Intake Form (See Appendix M) 
  NIDA Quick Screen V1.0 (when client is over age 12) (See Appendix N) 

 
During the intake appointment data collection will begin using a combination of the 
following: 

F.A.S.T (See Appendix O) 
ABC Logs (See Appendix P) 
Frequency count of the target behavior(s) (See Appendix Q) 
Preference Assessment (See Appendix R) 
Self Help Skills Inventory (See Appendix S) 

 
Prior to the start of treatment COBC will request the most current treatment plan or 
evaluation for any current services the client is receiving (i.e. Occupational Therapy, Physical 
Therapy, Speech Therapy, Psychological Services) a copy of any formal school 
documentation (i.e. IEP, ETR) and/or a diagnostic evaluation. 
 

Service Agreement   
The service agreement outlines the following areas and is agreed upon by the 
parent/guardian prior to the start of service and training. 

Population and diagnoses to which COBC provides services 
Agreement to release necessary information to COBC 
Parent/Guardian request for COBC’s services  
Parent/Guardian expectations during treatment 
Parent/Guardian agreement to follow recommendations made by COBC  
Hours required for service provision (minimum & recommended hours) 

      Billing and Payment 
      Cancellation Policy 
      Termination of services 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Intake Form 
The intake form is completed by the COBC employee in an interview format with the 
parent/guardian and client when appropriate. The following types of information 
are gathered regarding the client during the completion of this interview. 

    Client’s diagnosis, presenting problems 
    Living arrangement(s) 
    Medical History (family, when appropriate) 
    General Medical Concerns 

Developmental History 
    Treatment History (family, when appropriate) 
    Client’s Strengths 
    Challenging behaviors (including description & frequency) 
    Language profile 
    Adaptive functioning assessment 
    Leisure activities 
    Community involvement 
    Skill building abilities 
    School placement 
    Goals for Treatment 
    Current Funding 
    Observations & Recommendations 

 
7.4  Treatment Timeline 
The goal of treatment for each client is to meet the goals set forth by the parent/guardian 
and consultant.  In addition COBC strives for clients to be as independent as possible in all 
areas of functioning including life skills and social skills as well as to cope with common 
everyday stressors and challenges.  
 
All goals are established through initial and on‐going assessments of the client and 
information gathered through parents/guardians and/or other service providers involved in 
the client’s case. 
 
Following collection of data, a formal plan will be developed to address each of these goals. 
COBC consultant trains the parent(s)/guardian(s) and other service providers on the plan 
initially and on an on‐going basis. Training with the intervention team will occur at 
minimum 1x/month. 
 
Data will be collected on each goal by the parent(s)/guardian(s) and other staff. Data are 
reported to the COBC consultant for analysis. Decisions to continue, master or discontinue a 
current goal or introduce a new goal are based on the data. 

These decisions will be made at minimum 1x per month during consultation 
meetings with the intervention team. During consultation meetings feedback on 
current implementation is essential as well as continued training on current and 
future goals. 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7.5  Transition of Services 
COBC consultant meets on a bi‐annual basis with the family and client to discuss progress 
toward goals. If at that time it is determined by the family and consultant that services are 
no longer needed or are no longer appropriate because previously established treatment 
goals have been met, the client has met the age limit set by COBC or other services are 
deemed more appropriate, COBC will work with the family and client to determine the most 
appropriate services and referral agencies as well as set a timeline for transition. The 
parent/guardian and client, when appropriate, will sign a written transition summary (See 
Appendix T). 

 
7.6  In the event records need to be released or transferred to another agency, COBC will 
first obtain consent from the client’s parent/guardian (See Appendix U). 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Human Resources 
 

8.1  COBC directors will conduct annual evaluations reflecting the competency and 
performance of each staff member (See Appendix V) based upon the job description (See 
Appendix W). 

 
8.2  COBC employees are expected to further their education by receiving on‐going 
training. COBC employees are required to secure these training hours independently. 

 
8.3  Upon hire, each COBC employee is required to provide a recent copy of their 
resume/vita, background checks and BCBA certificate. 
 
8.4  COBC employees meet for weekly supervision to discuss client concerns. Each 
meeting is documented (See Appendix AA). 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Complaints 
 
9.1  Each parent/guardian and/or client has the right to share complaints regarding the 
service they are being provided by COBC and its employees. 
 
Complaints regarding adherence to HIPAA can be sent to: 
     

HIPAA Compliance Officer 
    PO Box 915 
    Marysville, OH 43040 
 
9.2  Complaints regarding the conduct of a COBC employee can be directed to the 
Behavior Analyst Certification Board (BACB) by visiting their website, www.bacb.com or by 
sending complaints in writing to: 

 
Behavior Analyst Certification Board, Inc  
Disciplinary Matters 
2888 Remington Green Lane, Suite C 
Tallahassee, Florida 32308 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Appendix A 
Infectious Illness Policy 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Infectious Illness Policy 
 

 
The following will lead to cancellation of a session either by the parent/guardian or the COBC 
employee.  

 
a.   Fever or presence of infectious illness that has been treated by antibiotics for less 

than 24 hours. 
b.  Presence of vomiting, diarrhea or infectious illness that has been treated for less 

than 24 hours in a parent or sibling of the client. 
c.  Presence of one or more of the infectious diseases as listed by the Ohio Department 

of Health that has not been properly treated to avoid the spread of that disease. 
 
It is the responsibility of the parent/guardian or COBC employee to notify the appropriate person(s) 
as soon as they are aware the cancellation will need to take place but no less than 1 hour prior to 
the scheduled appointment time. 
 
Continuation of sessions will be dependent upon consumption of antibiotics as prescribed by a 
physician or nurse practioner for 24 hours following diagnosis and/or fever free for 24 hours 
without assistance from a fever reducer. 
 
If the presence of an infectious disease is noted, COBC consultants are required to report it to the 
health department. 
 
Universal Precautions 
In the event bodily fluids become present during a session as the result of SIB, aggressions, illness 
or toileting needs the parent/guardian will be asked to attend to the situation.  COBC consultants 
will assist in behavior management as appropriate. 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Appendix B 
Severe Weather Policy 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Severe Weather Policy 
 

 
All appointments will be kept whenever possible; however occasionally an appointment may need 
to be cancelled due to severe weather. Our consultants will make every attempt to inform the 
parent/guardian of a cancellation due to severe weather through phone call, text message and/or 
e‐mail. We ask that you make your consultant aware of any severe weather conditions COBC may 
not be aware of due to your unique location conditions.  
 
Our general guidelines are as follows: 

 
Final decisions to cancel will be made no later than 1 hour prior to the scheduled session. 

 
Cancellation guidelines during a snow emergency (applies to the county of residence for the client 
and the county of residence for the consultant): 

 
Level 1 Snow Emergency = Cancellation is at the discretion of the COBC consultant and/or 
the parent/guardian 

 
Level 2 Snow Emergency = Session Cancelled 

 
Level 3 Snow Emergency = Session Cancelled 
 

In the event severe weather impacts sessions taking place over more than 1 day, COBC and the 
parent/guardian will discuss a date for sessions to resume. COBC will make attempts to reschedule 
any missed appointments dependent on the availability of the family and the consultant. 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Appendix C 
Treatment Records Policy 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Treatment Records Policy 
 
To the best of our ability COBC retains all records in hard copy (paper) and electronic format. A 
back up file of treatment records are created on a regular basis. COBC maintains the confidentiality 
and safety of each client’s treatment record by using minimal identifiers in the filing system(s), 
information is kept on a password locked computer and/or locked file cabinet and files will be 
minimally transported by COBC staff. COBC staff will have access to all records in both formats. 
 
In the event treatment records are lost, stolen or destroyed COBC will immediately inform 
parents/guardians/clients upon discovery. 
 
a.  If the paper copy file has been affected, a new version will be reprinted. 
b.  If the electronic copy has been affected, a new version will be scanned. 
c.   If the electronic and paper copies have been affected, attempts will be made to retrieve the 

file(s) from our back‐up system.   
d.   In the event that COBC has lost all copies through disaster, theft or accidental causes the 

parent/guardian or appropriate agency will be contacted in an attempt to recoup the files. 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Appendix D 
Policy Signature Page 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Policy Signature Page 

 
I have read and waive receipt of a paper copy of the following policies; however I may request a 
copy of each policy at any time.   
 
 

Infectious Illness Policy 

 
Severe Weather Policy 

 
Treatment Records Policy 

 
 
I have read and received a paper copy of the following policies: 
 
 

Infectious Illness Policy 

 
Severe Weather Policy 

 
Treatment Records Policy 

 
 
* All policies can be found on our website, www.cobcLLC.com.  
 
 
 
 
___________________________________________     __________________ 
Signature of Parent/Guardian           Date 
 
 
 
 
__________________________________________    __________________ 
Signature of Witness            Date 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Appendix E 
Event Reporting 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Event Reporting 
 
Date Reported:           Date of Event:        

Time Reported:          Time of Event:        

Name of person completing report:                 

Name of person(s) involved in event:                

                         

 

Event:                         

                         

                         

                           

 

Identified Precursors to Event:                  

                         

                         

                           

 

Potential Ways to Prevent Future Occurrences:              

                         

                         

                           

 

Those involved were briefed on preventative strategies should a similar situation arise in the future 

(circle Yes or No):       Yes             No 

Note any important reactions to these findings:              

                         

                         

                           

 

Appropriate agencies were notified (circle Yes or No):      Yes             No 

Indicate agencies contacted: 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Appendix F 
General Information Form 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General Information Form 
 
Client Information:            Date:          

 
Patient Name:              __                                                 
                                        Last            First                 Middle 
 
Date of Birth: _______‐_______‐__________ Social Security #:     ‐        ‐         
 
Address:                        
 
City:               State:      Zip:          
 
Gender:  [   ] Male     [   ]  Female          Home Phone: (          )                 ‐                
                May We Leave a Message [  ] Yes  [   ] No          
Cell Phone:  (           )      ‐     
May We Leave a VM Message  [  ] Yes  [   ] No   Other Phone:  (           )                   ‐       
May We Leave a Text Message [  ] Yes  [   ] No   May We Leave a Message [  ] Yes  [   ] No          
 
Primary Care Physician: _________________________________ Phone:        
 
Insurance Information: 
 
Insured’s Name:                      
 
Insured’s place of employment:                   
 
Insured’s Date of Birth: _______‐_______‐________ Social Security #:           ‐          ‐    _    
 
Insurance Carrier:           Plan Name/Plan #:          
 
Group/Account:             ID:            
 
If different from above: 
Address:                        
 
City:               State:      Zip:          
 
I have provided a copy of my insurance card: [   ] Yes    [   ] No 
 
In Case of Emergency, Contact: 
 
Name:                  Relationship:          
 
Phone:  (             )     ‐         
 
Who referred you to COBC?            May We Thank Them [  ] Yes  [   ] No 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Electronic Consent Form 
 
 
I, ____________________________________, give permission to Central Ohio  
                (Name of Parent(s)/Guardian(s)) 

 
Behavioral Consulting, LLC to correspond with me regarding my child,  
 
____________________________________, through electronic mail.  
                    (Child’s name) 
 

E‐mail address(es): 

________________________________________________________________________ 

________________________________________________________________________ 

 

By consenting to correspond through electronic mail, I also agree to the following: 

• This form of communication can pose a risk of accidental dissemination of confidential 
information regarding my child. 

• E‐mails sent or received can be printed and included as part of my child’s record. 
• E‐mails may be forwarded internally.   
• Any change in e‐mail address will be provided as soon as possible. 
• Confirmation that I have received and read the email will be provided.  

 
 
 
 
___________________________________________     __________________ 
Signature of Parent/Guardian           Date 
 
 
 
___________________________________________     __________________ 
Signature of Parent/Guardian           Date 
 
 
 
__________________________________________     __________________ 
Signature of Witness              Date 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Additional Electronic Consent  
 
 
I, ____________________________________, give permission to Central Ohio Behavioral Consulting, LLC 
                (Name of Parent(s)/Guardian(s)) 

 
to correspond with the following individuals regarding my child, ___________________________________, 
                            (Child’s name) 

through electronic mail.  
                                             

1. __________________________________________________________________ 
                  (Individual name) 

__________________________________________________________________ 

         (email address) 

2. __________________________________________________________________ 
                  (Individual name) 

__________________________________________________________________ 

         (email address) 

3. __________________________________________________________________ 
                  (Individual name) 

__________________________________________________________________   

(email address) 

4. __________________________________________________________________ 
                  (Individual name) 

__________________________________________________________________ 

 (email address) 

By consenting to correspond through electronic mail, I also agree to the following: 

● This form of communication can pose a risk of accidental dissemination of confidential information 
regarding my child. 

● E‐mails sent or received can be printed and included as part of my child’s record. 
● E‐mails may be forwarded internally.   
● Any change in e‐mail address will be provided as soon as possible. 

 
___________________________________________     __________________ 
Signature of Parent/Guardian           Date 
 
___________________________________________     __________________ 
Signature of Parent/Guardian           Date 
 
__________________________________________    __________________ 
Signature of Witness            Date 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Authorization to Receive Information 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Authorization to Receive Information 

Date: ______________ 
 
I hereby authorize the following individuals and/or agencies to releaseand discuss information from 

the records of my child ____________________________________________________________,  

to Lindsay R. Sessor, M.A., BCBA and/or Leigh Ann M. Shepherd, M.A., BCBA, at Central Ohio 

Behavioral Consulting, LLC.  

1. ______________________________________________________________________________ 
(Individual/Agency)   
 

  ______________________________________________________________________________________ 
      (Address)              (Phone number) 
 

2. ______________________________________________________________________________ 
(Individual/Agency)   
 

  ______________________________________________________________________________________ 
      (Address)              (Phone number) 
 

3. ______________________________________________________________________________ 
(Individual/Agency)   
 

  ______________________________________________________________________________________ 
      (Address)              (Phone number) 
 

4. ______________________________________________________________________________ 
(Individual/Agency)   
 

  ______________________________________________________________________________________ 
      (Address)              (Phone number) 
 

5. ______________________________________________________________________________ 
(Individual/Agency)   
 

  ______________________________________________________________________________________ 
      (Address)              (Phone number) 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Subject to the following limitations and exclusions: 
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________ 
I understand that I may revoke this consent at any time by informing the above parties in writing. 
 
__________________________________________________________  ___________________ 
Client signature (ifappropriate)              Date 
 
__________________________________________________________  ___________________ 
Signatureof Parent or Guardian               Date 
 
__________________________________________________________  ___________________ 
Signatureof Parent or Guardian              Date 
 
__________________________________________________________  ___________________ 
Signature of Witness                Date 
 
 
This release of information remains in effect for one year from the date of signature unless 
otherwise notified. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Page 34 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Appendix I 
HIPAA Privacy 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HIPAA Privacy Notice  
 

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND 
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. 

 
PLEASE REVIEW IT CAREFULLY.  THE PRIVACY OF YOUR HEALTH INFORMATION IS IMPORTANT TO 

US. 
Our Legal Duty 
 
We are required by applicable federal and state law to maintain the privacy of your protected 
health information. Protected Health Information (PHI) is information about you, including 
demographic information that could reasonably be used to identify you, and that relates to your 
past, present and future physical or mental health condition and related health care services. We 
are also required to give you this Notice about our privacy practices, our legal duties, and your 
rights concerning your protected health information. We must follow the privacy practices that are 
described in this Notice while it is in effect. This Notice takes effect 8/01/2011, and will remain in 
effect until we replace it. 
 
We reserve the right to change our privacy practices and the terms of this Notice at any time, 
provided such changes are permitted by applicable law. We reserve the right to make the changes 
in our privacy practices and the new terms of our Notice effective for all health information that we 
maintain, including health information we created or received before we made the changes. Before 
we make a significant change in our privacy practices, we will change this Notice and provide the 
new Notice to you, and we will distribute it upon request. 
 
You may request a copy of our Notice at any time. For more information about our privacy 
practices, or for additional copies of this Notice, please contact us using the information listed at 
the end of this notice. 
Acknowledgement of Receipt of Notice: You will be asked to acknowledge, on our consent form, 
receipt of this Notice of Privacy Practices. 
Your Authorization: In addition to our use of your health information for the following purposes, 
you may give us written authorization to use your health information or to disclose it to anyone for 
any purpose. If you give us an authorization, you may revoke it in writing at any time. Your 
revocation will not affect any use or disclosures permitted by your authorization while it was in 
effect. Unless you give us a written authorization, we cannot use or disclose your health 
information for any reason except those described in this Notice. 
 
Uses and Disclosures of Health Information  
We use and disclose health information about you without authorization for the following 
purposes. 
 
Treatment: We may use or disclose your health information for your treatment. For example, we 
may disclose your health information to a physician or other healthcare provider providing 
treatment to you. 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Payment: We may use and disclose your health information to obtain payment for services we 
provide to you.  For example, we may disclose your health information regarding evaluations or 
progress made during treatment to your insurance company to arrange for payment of services. 
 
To You Or Your Personal Representative: We must disclose your health information to you, as 
described in the Patient Rights section of this Notice. We may disclose your health information to 
your personal representative, but only if you agree that we may do so. 
 
Persons Involved In Care: We may use or disclose health information to notify, or assist in the 
notification of (including identifying or locating) a family member, your personal representative or 
another person responsible for your care of your location, your general condition, or death. In the 
event of your absence or incapacity or in emergency circumstances, we will disclose health 
information based on a determination using our professional judgment disclosing only health 
information that is directly relevant to the person’s involvement in your healthcare.  

Limited Right to Use Non‐Identifying Personal Information From Biographies, Letters, Notes, and 
Other Sources: Any pictures, stories, letters, biographies, correspondence, or thank you notes sent 
to us become the exclusive property of COBC. We reserve the right to use non‐identifying 
information about our clients (those who receive services or goods from or through us) for 
promotional purposes that are directly related to our mission.  

Clients will not be compensated for use of this information and no identifying information (photos, 
addresses, phone numbers, contact information, last names or uniquely identifiable names) will be 
used without client’s express advance permission.  

You may specifically request that NO information be used whatsoever for promotional purposes, 
but you must identify any requested restrictions in writing. We respect your right to privacy and 
assure you no identifying information or photos that you send to us will ever be publicly used 
without your direct or indirect consent.  

Required by Law:  We may use or disclose your health information when we are required to do so 
by law. You will be notified, as required by law, of any such uses or disclosure. 
 
Public Health and Public Benefit: We may use or disclose your health information to report abuse, 
neglect, or domestic violence; for certain law enforcement purposes; to avert a serious threat to 
health or safety; and for certain judicial and administrative proceedings. 
 
Appointment Reminders: We may use or disclose your health information to provide you with 
appointment reminders (such as voicemail messages, postcards, or letters). 
 
Your Rights Regarding Your Personal Health Information 
 
Access to your records: All requests to copy and review your information must be in writing and 
signed by you or your legal representative. If there is a cost, we will inform you in advance. We may 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charge for copying the information and for postage. You may request that we provide copies in a 
format other than photocopies.  We will use the format you request unless we cannot practicably 
do so.  You must make a request in writing to obtain access to your health information.  You may 
obtain a form to request access by using the contact information listed at the end of this Notice.   
 
Disclosure Accounting: You have the right to receive a list of instances in which we or our business 
associates disclosed your health information for purposes other than treatment, payment, 
healthcare operations, and certain other activities, for the last 6 years, but not before April 14, 
2003. If you request this accounting more than once in a 12‐month period, we may charge a fee for 
responding to these additional requests. 
 
Restriction: You have the right to request that we place additional restrictions on our use or 
disclosure of your health information. In most cases we are not required to agree to these 
additional restrictions, but if we do, we will abide by our agreement (except in certain 
circumstances where disclosure is required or permitted, such as an emergency, for public health 
activities, or when disclosure is required by law). We must comply with a request to restrict the 
disclosure of protected health information to a health plan for purposes of carrying out payment or 
health care operations (as defined by HIPAA) if the protected health information pertains solely to 
a health care item or service for which we have been paid out of pocket in full. 
 
Alternative Communication: You have the right to request that we communicate with you about 
your health information by alternative means or at alternative locations. (You must make your 
request in writing.) Your request must specify the alternative means or location, and provide 
satisfactory explanation of how payments will be handled under the alternative means or location 
you request. 
 
Amendment: You have the right to request that we amend your health information. Your request 
must be in writing, and it must explain why the information should be amended. We may deny 
your request under certain circumstances. 
 
Electronic Notice: You may receive a paper copy of this notice upon request, even if you have 
agreed to receive this notice electronically on our Web site or by electronic mail (e‐mail). 
 
Questions and Complaints 
 
If you want more information about our privacy practices or have questions or concerns, please 
contact us. 
 
If you are concerned that we may have violated your privacy rights, or you disagree with a decision 
we made about access to your health information or in response to a request you made to amend 
or restrict the use or disclosure of your health information or to have us communicate with you by 
alternative means or at alternative locations, you may complain to us using the contact information 
listed at the end of this Notice. You also may submit a written complaint to the U.S. Department of 
Health and Human Services. We will provide you with the address to file your complaint with the 
U.S. Department of Health and Human Services upon request. 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We support your right to the privacy of your health information. We will not retaliate in any way if 
you choose to file a complaint with us or with the U.S. Department of Health and Human Services. 
 

Central Ohio Behavioral Consulting 
HIPAA Complaint Co‐ordinator 

PO Box 915 
Marysville, OH 43040 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Acknowledgement of Receipt of 
Notice of Privacy Practices 

 
 

I, _______________________________________, have read Central Ohio Behavioral  
                         (Name of Parent/Guardian) 

 
Consulting’s Notice of Privacy Practices. 
 
Print Name_____________________________________________________________________ 

Signature______________________________________________________________________ 

Date__________________________________________________________________________ 

 

 
* You May Refuse to Sign This Acknowledgment* 
______________________________________________________________________________ 
 

For Office Use Only 
______________________________________________________________________________ 
 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because: 
 

 Individual refused to sign 
 

 Communications barriers prohibited obtaining the acknowledgement 
 

 Other (Please 

Specify)___________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 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Appendix K 
Marketing/Promotional Release 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Marketing/Promotional Release 
 
 
I, _____________________________________________, give consent for  
                                (Name of Parent(s)/Guardian(s)) 
 
Central Ohio Behavioral Consulting, LLC to use the following for use on their website or as part  
 
of any promotional materials. This consent applies to myself and my child  
 
__________________________________________.  I understand that fictional names can be  
                                          (Child’s name) 
 
used for myself and my child at my request. I understand that my family will not receive monetary 

compensation for use of these items. 

 

I give consent for the following materials to be used:  

  Photographs    Work Samples (written or art) 

  Video Recordings    Testimonial by Child 

  Audio Recordings    Testimonial by Parent/Guardian 

 
 
  I do not give consent for COBC, LLC to use my child’s information for marketing purposes. 

  I do not give consent for COBC, LLC to use my information for marketing purposes.  

 
This consent will remain in effect for one year from the date of signature OR until 
________________________ _________, 20______ 
               (Month)      (Day) 
 
 
 
___________________________________________     __________________ 
Signature of Parent/Guardian           Date 
 
 
___________________________________________     __________________ 
Signature of Parent/Guardian           Date 
 
 
__________________________________________    __________________ 
Signature of Witness            Date 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Service Agreement 
 
General Information 
 
I hereby authorize the participation of my child,      _________________________             , and myself in 
services offered by Central Ohio Behavioral Consulting, LLC (COBC, LLC). 
 
I understand that services will be provided by COBC, LLC, namely Lindsay R. Sessor and/or Leigh Ann M. 
Shepherd who are Board Certified Behavior Analysts (BCBA).  
 
I have requested these services for my child because he/she could benefit from additional support in the 
following areas and/or has been diagnosed with a developmental disability and displays developmental 
delays in one or more of the following areas:  

• cognitive performance 

• language development 
• social skills 
• self‐help skills 

• behavioral functioning  

My child has not been diagnosed with any additional major medical conditions such as blindness, significant 
hearing loss, uncontrolled seizures, cerebral palsy, downs syndrome or severe delays in motor development. 
 
I agree to release documents to inform COBC, LLC of my child’s developmental, medical, and educational 
history as it pertains to my child’s treatment. Necessary documents may include, but are not limited to, 
Individual Education Programs (IEP), Evaluation Team Reports (ETR), speech/language therapy, occupational 
therapy, physical therapy, psychology and/or neurology reports.  

 
Note: if contact with another service provider or agency is necessary, COBC, LLC will provide you 
with the appropriate release of information forms before the provider or agency is contacted. 

 
I understand that all reports and records pertaining to my child and his/her participation in behavior 
intervention services with COBC, LLC will be kept on file in a confidential manner. COBC, LLC will protect all 
identifiable information to the limits of the law.  
 

Note: Information regarding suspected or actual abuse cannot be held in confidentiality.   
 
Provision of Service 
 
I understand that my child is being provided behavior intervention services. I am interested in applying 
behavioral principles and techniques I will learn to help teach my child. These strategies will be used to 
teach skills needed for my child to succeed at home, in school and community environments. 
 
I understand that to ensure the quality of my child’s program, it is necessary to follow the recommendations 
for behavior intervention provided by the consultant.  
 
       These recommendations may include, but are not limited to: 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• attendance at and participation in consultation meetings  
• weekly 1:1 intervention hours   

• appropriate intervention goals 
• strategies for generalization of mastered skills 

Note: failure to follow recommendations provided by COBC, LLC, without sufficient attempts to 
remedy the situation may result in termination of on‐going services. 

 
I understand that to maximize the success of my child’s intervention program, I am expected to and agree to 
do the following to the best of my ability:  

•   attend and participate in all scheduled training sessions, consultation meetings, and school 
meetings 

•   have my child present during scheduled training sessions and consultation meetings as 
appropriate  

• consistently implement recommended intervention strategies for skill building and/or reduction 

of problem behaviors   
• maintain the organization of my child’s intervention program, which may or may not include 

hiring individuals to serve as aides/tutors 

• collect and/or generate materials necessary for the implementation of my child’s programming 
and behavior plans in a timely fashion 

• report and/or record data on my child’s progress to the consultant to be analyzed and shared 

with the team as an integral part of the program decision making process   
• receive feedback on the implementation of intervention procedures from the consultant   
• provide feedback to the consultant and other members of the team 

• seek supplemental services as needed 

 
I understand that despite consistent short and long‐term application of behavioral strategies recommended 
by COBC, LLC, my child may or may not benefit from this intervention. Though all efforts will be made to 
prevent, eliminate and minimize difficulties, I understand that my child may experience some distress during 
the initial implementation of any plan. 
 
I understand that to remain a client with COBC, LLC I must maintain a minimum number of monthly contact 
hours with my consultant. All attempts need to be made to meet with my consultant for at least one hour 
per month. I understand that, unless sufficient documented attempts to schedule an appointment with the 
consultant have occurred, if I am unable to maintain one hour per month of service, I am still responsible for 
payment of one hour of service per month at a rate of $________ per hour 

 
Note: While one hour of contact per month is the minimum requirement, the consultant will 
recommend a range of monthly consultation hours that will best meet the needs of my child’s 
intervention program.  

 
I agree that to maximize the success of my child’s intervention program, the consultant will need to provide 
services a minimum of ________ hours per month and up to ________ hours per month. 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Note: services may include, but are not limited to, meetings with my child’s team (this must include 
the consultant and parent(s) and may include the child, additional aides/tutors (hired by the family) 
or other necessary team members), parent training sessions, aide/tutor training sessions, meetings 
with school personnel, 1:1 sessions with my child, or observations of my child in the home, school, 
or community.  

 
By agreeing to these terms, I understand that it is my responsibility to maintain contact with my 
consultant to assist in scheduling necessary appointments.  
 
Note: In addition to regularly scheduled parent and/or consultation meetings, a bi‐yearly progress 
evaluation meeting will be held to review intervention goals and progress made toward these goals. 
At this time, the consultant and I will determine the most appropriate course for continued 
intervention or determine that on‐going intervention services will be terminated.  
 

Billing and Payment  
 
Invoices for services rendered will be mailed at the close of each week. I agree to pay the invoice in full 
upon receipt. Failure to make a payment within 60 days of the invoice date may result in the delay or 
termination of on‐going services. 
 
I understand that I am financially responsible for the full amount of the invoice issued for all services 
rendered, regardless of another agency’s (e.g., school district, insurance company, third party funding 
source, etc.) agreement to pay for services. 
 
Consultation Services 
I agree to pay for behavior consultation services at a rate of $97.80 per hour, unless otherwise stated 
below. Consultation services may include:  

• 1:1 sessions with the child 

• Parent meetings/trainings 
• Meetings/trainings with the behavior intervention team (i.e. parent(s) and aides/tutors) 

• School visits or meetings, including ETR and IEP meetings 
• Phone call and virtual meetings  

Consultation rate: _____________per hour as contracted by ________________________________ 
 
 
I agree to pay for the following services at a rate of $48.90 per hour:  

• Initial intake meeting  

• Document generation 

Note: contact with your consultant at COBC, LCC by phone and email is often a necessary 
component of an effective behavior intervention program.  
 
Note: e‐mail will not be billed as an additional service. However, the number, length, or content of 
emails may require that a consultation service be scheduled. 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Note: phone calls within a single day that exceed 30 minutes will be billed at the contracted hourly 

rate or will necessitate the scheduling of a consultation meeting. 

Travel Expenses 
Travel charges are dependent on location of service and, if applicable, will be billed at the current IRS 
reimbursement rate.* All mileage expenses will be reflected on the weekly invoice. 

Note: As of July 1st 2011, the current IRS reimbursement rate is 55.5 cents/mile.  
 
Travel Rate: _______ per mile X ___________miles per visit = _______________ 
 
If significant travel necessitates one or more overnight stays, COBC, LLC will make all hotel reservations. 
I understand that I am responsible for payment of the consultant’s overnight accommodations and 
those fees will be reflected on my weekly invoice.  

 
Cancellation Policy 
 
I agree to give notice of cancellation of any appointment within 24 hours of the scheduled appointment. 
I understand that if I give less than 24 hours notice I may still be charged for all or a portion of the 
scheduled appointment time.  
 
I understand that cancellation of 3 scheduled appointments, even with 24 hours notice, within a 6 
month period may result in termination of services. 
 
Termination of On‐going Services 
 
I understand that I have the right to terminate on‐going services for any reason. 
 
I understand that COBC, LLC has the right to terminate on‐going services for any reason.  
 
I understand that to best meet the needs of my child, when on‐going services are terminated, it is 
necessary to hold a termination meeting to discuss and document transition plans. I understand that 
this meeting will be billed at the standard consultation service rate of $__________ per hour.  
 

Note: Termination meetings must be held within 30 days of notice of termination. 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Complaints 

Complaints regarding the conduct of a COBC employee can be directed to the Behavior Analyst 
Certification Board (BACB) by visiting their website: www.bacb.com 

or by sending a written complaint to:  

Behavior Analyst Certification Board, Inc 
       Disciplinary Matters 
       2888 Remington Green Lane  Suite C 

Tallahassee, FL  32308 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Signature Page 

Client’s name:         ____________ 

I have read and understand the attached information fully and agree to the conditions described. 

I will be provided with a copy of this consent form. 

 

Signature (Guardian)           _______    Date    _____ 
 
 
Signature (Guardian)        _______  ______   Date    _____ 
 
 
Signature (Witness)          _______    Date    _____ 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Intake Form 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Intake Form       
           

Date:             

Parent/Guardian's Name:               

Address:             
              

Phone Number(s): (H)           
  (C)               
  (W)               

Child's Name             

Date of Birth:             

Diagnosis:             

Members of household:               
                  

Persons present for intake:               
                  

Interviewer:                 

           

Family Life:          

Custody Arrangement (if applicable):        

           

           

           

Are there any spiritual, cultural, educational or legal issues that we should be aware    
of that may impact the course of treatment?               Yes             No    

If Yes, please indicate:         

           

           

Medical History:          

Prenatal History:           

Premature        Full Term         

           



Page 52 

Any complications during pregnancy and/or delivery?  Yes         No   

If Yes, please indicate:         

           

           
           

Developmental History:         

Client displayed delays in the following areas (please indicate with a + or -):   
           

Area of Development:    + or - Notes:             

Fine Motor 
          

        
  

Gross Motor 
          

       
  

Language                 
  

Play/Socialization                  
  

Academic Concepts               
  

           

Treatment History:         

Type of Treatment  + or -  Age Referral Notes           

Speech Therapy 
          

        
  

Occupational 
Therapy           

       
  

Physical Therapy                   
  

Early Intervention                  
  

Evaluation History                   
  

Other                   
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Is there a family history of mental illness or developmental delay?        Yes          No   

If yes, indicate type of diagnosis, age of diagnosis and relationship to client.    

           

           

           
           

General Medical Concerns:         

Are there any current medical concerns that could impact treatment?         Yes           No   

If Yes, please indicate:         

           

Indicate any known allergies:        

           

           

Indicate any current illnesses:        

           

           

Indicate any current medications (reason for Rx & dosage):     

           

           

           

Strengths:          

What does he/she enjoy doing during free time:    
           
           
           

What is he/she is good at doing?     
           
           

What does he/she like to do?   
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Behavior:          

Type:   Current 
Frequency: Description of behavior:       

  

Aggression: 

0x     1x/mth     1x/wk                  
1-2x/day  3-10x/day 

10+/day 
            

  

SIB: 
  

0x     1x/mth     1x/wk                  
1-2x/day  3-10x/day 

10+/day 
            

  

Non-Compliance: 

0x     1x/mth     1x/wk                  
1-2x/day  3-10x/day 

10+/day 
            

  

Repetitive: 

0x     1x/mth     1x/wk                  
1-2x/day  3-10x/day 

10+/day 
            

  

Ritualistic: 

0x     1x/mth     1x/wk                  
1-2x/day  3-10x/day 

10+/day 
            

  
Additional Notes:          
           
           

Language:          

If different now from the past, how did that change/why did that change occur:   
           
           

Functional use of language: 
 

 

          
 

Requests for desired/needed items: 
 

 

 
 

 

Use of gestures/signs: 
       

 

          
 

Length of utterances: 
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Self Help Skills:          

If different now from the past, how did that change/why did that change occur:   
           
           

Feeding: 
        

 

          
 

Toileting: 
        

 

          
 

Dressing: 
        

 

          
 

Sleep: 
         

 

 
         

 

 
         

 

           

Lesire Skills:          

If different now from the past, how did that change/why did that change occur:   
           
           

Indoor/Outdoor Play: 
       

 

           

Interests (ex: Books/Music/TV): 
       

           

Independent activities: 
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Interactive activities: 
        

           

           

Community:          

As a family do you:      

    Currently     Future Goal     Not a 
concern 

Outings: 
                    

                      

Resturaunts: 
            

                

Sports: 
                    

                      

Family errands: 
            

                      

Additional Notes:          

           

           

           

           

Skill Building:          

Current skills (Cognitive/Academic Skills):       
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How were current skills established? (School, 1:1, SLP, other interventions):   

           

           

           

           

           

School:           

Current school (include district): 
       

Current teacher's name: 
        

Current grade & progression through the grades:  
  

   

   

           

School(s) attended:    

   

   

           

Challenges:    
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Goals for Treatment (begin to prioritize goals - behavior, academics, self help, leisure skills & community: 
   

   

   

   

Team intentions:    

   

   

           

Hours/week, frequency of meetings:    

           

           

   

Current Funding:          

Insurance:          

Scholarship:          

County funds:          

Waiver:           

           

           

General Observations:         

           

           

           

           

           

Recommendations:         

           

           

           

           

* All information is provided by Parent/Guardians unless otherwise noted.      
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Appendix N 
NIDA Quick Screen V1.0 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Page 60   



Page 61   



Page 62   



Page 63 
 



Page 64   



Page 65 
 



Page 66   



Page 67 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Appendix O 
F.A.S.T. 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Appendix P 
ABC Logs 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ABC Logs 
 

 
 
 
 

Date/ 
Initials Time Antecedent Behavior Consequence Child’s response 

  Asked to complete a task:_____________ 
Asked to leave an activity: ____________ 
Removal of preferred item:____________ 
Request denied:_____________________ 
Ignored by adult/sibling 
Playing alone 
Other: ____________________________ 

  Continued with 
behavior 
 
Calmed 
 
Other: _____________ 

  Asked to complete a task:_____________ 
Asked to leave an activity: ____________ 
Removal of preferred item:____________ 
Request denied:_____________________ 
Ignored by adult/sibling 
Playing alone 
Other: ____________________________ 

  Continued with 
behavior 
 
Calmed 
 
Other: _____________ 

  Asked to complete a task:_____________ 
Asked to leave an activity: ____________ 
Removal of preferred item:____________ 
Request denied:_____________________ 
Ignored by adult/sibling 
Playing alone 
Other: ____________________________ 

  Continued with 
behavior 
 
Calmed 
 
Other: _____________ 

  Asked to complete a task:_____________ 
Asked to leave an activity: ____________ 
Removal of preferred item:____________ 
Request denied:_____________________ 
Ignored by adult/sibling 
Playing alone 
Other: ____________________________ 

  Continued with 
behavior 
 
Calmed 
 
Other: _____________ 

  Asked to complete a task:_____________ 
Asked to leave an activity: ____________ 
Removal of preferred item:____________ 
Request denied:_____________________ 
Ignored by adult/sibling 
Playing alone 
Other: ____________________________ 

  Continued with 
behavior 
 
Calmed 
 
Other: _____________ 
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Appendix Q 
Frequency Count of Target Behaviors 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Frequency Count of Target Behaviors 

Behavior 1  Behavior 2  Behavior 3  Behavior 4  Behavior 5 

          

Date:  

Initials: 

Session Time: 

         

Date:  
Initials: 

Session Time: 

         

Date:  
Initials: 

Session Time: 

         

Date:  
Initials: 

Session Time: 

         

Date:  
Initials: 

Session Time: 

         

Date:  
Initials: 

Session Time: 

         

Date:  
Initials: 

Session Time: 

         

Date:  
Initials: 

Session Time: 

         

Date:  
Initials: 

Session Time: 

         

Date:  
Initials: 

Session Time: 

         

Date:  
Initials: 

Session Time: 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Appendix R 
Preference Assessment 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Reinforcer Assessment Form 
 
Date:          
Child’s Name:                   
Name of person completing form:                

Dear parent/guardian: 

The purpose of this structured interview is to get as much specific information as possible from 
you, the parent (or caregiver), as to what you believe would be useful reinforcers for your child.  
There are 10 total categories, and though I would like to have a list of 10 possible reinforcers, they 
do not all need to be from the same category. Therefore, this survey will ask questions about 
categories of reinforcers (e.g., visual, auditory, etc.).   

1.  Some individuals really enjoy looking at things such as a mirror, bright lights, shiny objects, 
spinning objects, TV, etc.  What are the things you think your son/daughter most likes to 
watch? 

 

 

 

 

2.  Some individuals really enjoy different sounds such as listening to music, car sounds, whistles, 
beeps, sirens, clapping, people singing, etc.  What are the things you think your son/daughter 
most likes to listen to? 

 

 

 

 

3.  Some individuals really enjoy different smells such as perfume, flowers, coffee, pine trees, etc.  
What are things you think your son/daughter most likes to smell? 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4.  Some individuals really enjoy certain foods or snacks such as ice cream, pizza, juice, soda, 
coffee, candy, graham crackers, McDonald’s hamburgers, etc.  What are the things you think 
your son/daughter most likes to eat? 

 

 

 

 

5.  Some individuals really enjoy physical play or movement such as being tickled, wrestling, 
running, dancing, swinging, being pulled on a scooter board, etc.  What activities like this do 
you think your son/daughter most enjoys? 

 

 

 

 

6.  Some individuals really enjoy touching things of different temperature, cold things like snow or 
an ice pack, or warm things like a hand warmer or a cup containing hot tea or coffee.  What 
activities like this do you think your son/daughter most enjoys? 

 

 

 

 

7.  Some individuals really enjoy feeling different sensations such as splashing water in a sink, a 
vibrator against the skin, or the feel of air blown on the face from a fan.  What activities like this 
do you think your son/daughter most enjoys? 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8.  Some individuals really enjoy it when others give them attention such as a hug, a pat on the 
back, clapping, saying “Good job”, etc.  What forms of attention do you think your 
son/daughter most enjoys? 

 

 

 

 

9.  Some individuals really enjoy certain toys or objects such as puzzles, toy cars, balloons, comic 
books, flashlight, bubbles, play make‐up, etc.  What are your son/daughter’s favorite toys or 
objects? 

 

 

 

 

10. What are some other items or activities that your son/daughter really enjoys? 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Appendix S 
Self Help Skills Inventory 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Self Help Skills Inventory 
 

Skill 
Independently able 

to complete 

Needs occasional 
prompting to 
complete 

Needs full 
prompting to 
complete 

 

Dressing 
Using numbers 1‐6, rank order each category by current order of 

importance. 1 = first priority                                                         Rank:   

Takes off shoes         

Takes off socks         

Takes off pants         

Takes off T‐shirt         

Takes off 
sweatshirt/sweater 

       

Takes off jacket         

Takes off underwear         

Puts on shoes (with correct 
feet) 

       

Puts on socks         

Puts on pants         

Puts on T‐Shirt         

Puts on 
sweatshirt/sweater 

       

Puts on jacket          

Puts on underwear         

Ties Shoes         

Puts clothes on in correct 
direction 

       

Manipulates Fasteners 
(buttons, snaps, zippers) 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Skill 
Independently able 

to complete 

Needs occasional 
prompting to 
complete 

Needs full 
prompting to 
complete 

 

Toileting                                                                                            Rank:   

Uses toilet (Urine)         

Uses toilet (BM)         

Self Care                                                                                            Rank:   

Brushes teeth         

Washes hands         

Blows nose         

Uses a washcloth to clean 
self during bath/shower 

       

Washes hair during 
bath/shower 

       

Dries body following 
bath/shower 

       

Brushes hair         

Mealtime Skills                                                                                            Rank:   

Drinks from an open cup         

Uses spoon/fork         

Prepares own drink         

Prepares simple snack         

Spreads/Cuts with a knife         

*Uses microwave         

*Uses stove/oven         

* Complete only if your child is 10+ years old 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Skill 
Independently able 

to complete 

Needs occasional 
prompting to 
complete 

Needs full 
prompting to 
complete 

 

*Household Chores                                                                                            Rank:   

Sets the table         

Clears the table         

Vacuums         

Dusts         

Cleans own room         

Cleans common areas         

Does laundry         

Mows grass         

Waters plants         

Gets the mail         

*Community Skills                                                                                            Rank:   

Pays cashier         

Orders at restaurant         

Makes change         

Practices appropriate 
safety during outings 

       

Locates needed items in a 
store 

       

Budgets money for desired 
items  

       

Name of Client:              Date:            
Name of Person Completing:                     
Additional Comments: 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Appendix T 
Discharge/Treatment Summary 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Transition Summary 
‐Confidential‐ 

 
 
Client:       
Date of Birth:     
Age:       
Parent/Guardian:   
Address:     
       
Consultant:     
Date of Transition Meeting:   
Participants: 
 
I. Background Information 
 
CHILD is a XX‐year old BOY/GIRL who was diagnosed with DIAGNOSIS by DOCTOR of ORGANIZATION in 
LOCATION. (INCLUDE ANY OTHER MEDICAL CONDITIONS, MEDICATIONS, ETC.)  
 
After diagnosis, his/her parents requested services through Central Ohio Behavioral Consulting, LLC. Services 
were initiated with an intake appointment conducted on DATE.  
 
II. Service History 
 
DESCRIBE COBC SERVICES RECIEVED 
Include: 

• Type of service received (In Home Consultation, Parent Training, Educational Advocacy, Social Skills 
Groups) 

• Frequency of service provision 
• Goals during service provision 

o Indicate progress towards goals (met, not met, challenges to accomplishing goals) 
 
 
III. Reason for Termination/Transition of Services 
DESCRIBE REASONS FOR TERMINATION & RATIONALE TRANSITION TO ALTERNATE SERVICES 

 Indicate if prompted by Parent or COBC 
 
 
 
IV. General Recommendations 

The following recommendations are based on the progress that CHILD has made to date 
as well as progress that we would like to see CHILD make in the future. 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EXAMPLES: 
• CHILD should continue to receive direct instruction to help with the acquisition of new skills. In 

particular, his program should continue to work on increasing his language skills, self‐help skills, and 
social/recreational skills as well as reducing negative behaviors. 

• CHILD should continue to receive individual speech therapy on a weekly basis, or as recommended by 
his speech therapist.  

• CHILD should attend school and group activities under supervision. 
• CHILD should participate in structured programs outside of the residential setting, including school, 

work, and community activities. 
• Efforts should be made to implement behavior management systems and schedules that have been 

effective with CHILD at school and in therapy sessions. 
• CHILD’s mother should be an active participant in meetings about his educational and living support to 

assist with making decisions for his future. 
• CHILD’s mother should contact us if further consultation is required. 
 
 
 
                         
PARENT/GUARDIAN              Date 
 
 
 
                         
CLIENT (when appropriate)            Date 
 
 
                         
NAME                  Date 
Co‐Director, Behavior Consultant 
Central Ohio Behavioral Consulting, LLC 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Page 85 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Appendix U 
Authorization to Release COBC Records 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Authorization to Release Information 
 

Date: _______________________ 
Authorization for Use/Disclosure of Information:  I voluntarily authorize Lindsay R. Sessor or Leigh Ann M. 

Shepherd at Central Ohio Behavioral Consulting, LLC to use or disclose information from my records during the 
term of this Authorization to the recipient(s) I have identified below.  
 
Recipient(s): 
 

1__________________________________________________________________________________ 
                               (Individual/Agency)   
 
  __________________________________________________________________________________ 
      (Address)              (Phone number) 
 

2__________________________________________________________________________________ 
(Individual/Agency)   

 
  __________________________________________________________________________________ 
      (Address)              (Phone number) 
 

3____________________________________________________________________________________ 
(Individual/Agency)   

 
  __________________________________________________________________________________ 
      (Address)              (Phone number) 
 

4____________________________________________________________________________________ 
(Individual/Agency)   

 
  __________________________________________________________________________________ 
      (Address)              (Phone number) 
 

5____________________________________________________________________________________ 
(Individual/Agency)   

 
  __________________________________________________________________________________ 
      (Address)              (Phone number) 
 
Information to be disclosed:  This authorization permits the above provider to disclose the following 

information:  
 All of my treatment information that the provider has in her possession relating to any treatment 

received by me (i.e. consultation reports, progress notes, discharge summary, etc…). 
 Only the following records or types of treatment information: (Insert dates of treatment, types of 

treatment or other designation) ______________________________________________________. 
 
Term:  This Authorization will remain in effect for one year from the date of this Authorization OR until 

____________________ ___________, 20_____. 
                   (Month)             (Day) 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Redisclosure:  I understand that once the provider listed above discloses my treatment information to the 

recipient(s) identified above, my provider cannot guarantee that the recipient(s) will not re‐disclose my 
treatment information to a third party.  The third party may not be required to abide by this Authorization or 
applicable federal and state law governing the use and disclosure of my health information. 
 
Refusal to sign/right to revoke: I understand that I may refuse to sign or may revoke (at any time) this 

Authorization for any reason and that such refusal or revocation will not affect the commencement, 
continuation or quality of my treatment by my provider.  
 
Revocation:  I understand that this Authorization will remain in effect until the term of this Authorization 

expires or I provide a written notice of revocation to my provider at the following address: P.O. Box 915, 
Marysville, Ohio 43040.   
The revocation will be effective immediately upon my provider’s receipt of my written notice, except that 

the revocation will not have any effect on any action taken by my provider the receipt of my written notice of 
revocation. 
 
_______________________________________________________   
Client Printed Name 
 
_______________________________________________________    _____________________ 
Client Signature                 Date 
 
If individual is unable to sign this Authorization, please complete the information below: 
 
_____________________________________________                 _____________________ 
Name of Parent/Legal Guardian                        Legal Relationship 
 
_________________________________________________________________  ________________ 
Signature of Parent/Legal Guardian            Date 
 
_________________________________________________________________ 
Signature of Witness 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Appendix V 
Annual Staff Evaluation 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Annual Staff Evaluation 
 
 
 
Employee Name: 
Date of evaluation:  
Evaluated by: 
 

Responsibility  Below 
Expectation 

Meets 
Expectation 

Exceeds 
Expectation 

Comments 

Development of appropriate 
individualized behavior intervention 
programs based on the principles of 
applied behavior analysis (ABA). 

       

Supervision and training of in home 
staff and parents on behavior 
intervention strategies.    

       

Working collaboratively with 
teachers and other school staff and 
administrators to develop behavior 
strategies to be implemented in the 
school environment 

       

Regular communication with families 
and staff 

       

Preparation for meetings 
(consultation meetings and school 
meetings) 

       

Development of social skills 
curriculum 

       

Delivery of large group trainings 
covering topics related to autism 
spectrum disorders and behavior 
management strategies 

       

Communication with government 
agencies and funding sources 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Appendix W 
Job Description 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Page 91 

Central Ohio Behavioral Consulting, LLC 
PO Box 915 

Marysville, OH 43040 
 

Job Description: Behavior Consultant 

The behavior consultant is primarily responsible for independently developing, managing, and 
supervision behavior intervention programs in homes, schools and within the community using the 
principles of Applied Behavior Analysis (ABA).  

Reports to  Director(s) 

Qualifications 

• Master's Degree in Psychology, Special Education, Applied Behavior Analysis or related 
fields  

• Board Certified Behavior Analyst (BCBA)  
• Minimum of 2 years’ experience developing and supervising behavior intervention 

program(s) and behavior plans based on the principles of Applied Behavior Analysis (ABA) 
• Excellent understanding and utilization of the following treatment models:  

o Applied Behavior Analysis  
o Developmental psychology/human development  

• Advanced knowledge of autism spectrum disorders 
• Demonstrate superior knowledge of the function of behaviors and the use of FBAs for the 

development of program goals and intervention plans  
• Demonstrate superior knowledge of funding sources rules and regulations and special 

education law for determining appropriate educational programming goals including 
effective instructional strategies to be implemented, placement, and behavior plan 
development  

• Demonstrate ability to communicate with multiple funding sources and parents.  
 
Responsibilities 

• Develop individualized behavior intervention programs based on the principles of applied 
behavior analysis (ABA). 

• Conduct all supervisory and program management responsibilities for families 
participating in the in‐home consultation and parent training models of service delivery 

• Supervise, shadow and train tutors/aides/therapists working directly with clients in 
participating in the in‐home consultation model of service delivery.  

• Provide education and training to parents participating in the parent training model of 
service delivery  

• Work collaboratively with teachers and other school staff and administrators to develop 
behavior strategies to be implemented in the school environment 

• Maintain regular contact with families and staff at appropriate times 
• Ensure appropriate implementation and maintenance of individualized ABA programs 
• Develop, monitor, and analyze individualized data measurement systems for each 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intervention program 
• Conduct team consultation meetings and prepare reports to update client intervention 

programs 
• Follow up at regular intervals with families and staff to ensure successful 

implementation of interventions and instructional programs 
• Help families prepare for school meetings (i.e. ETR, IEP) and attend these meeting with 

families 
• Develop and teach curriculum for social skills groups and the corresponding parent 

components to social skills groups 
• Lead large group trainings covering topics related to autism spectrum disorders and 

behavior management strategies 
 
Clinical Skills & Procedures 

• Functional behavior assessment (FBA) and/or analysis 
• Skills assessments 
• Preference assessments 
• Behavior plans & protocols 
• Writing and submitting reports to funding agencies and team members 
• Data analysis, progress measurement, and treatment planning 

 
Critical Functions (may include but are not necessarily limited to): 

• Be able to lift 25‐50 pounds 
• Be able to run short distances, sit on the floor, bend down, squat and kneel 
• Must have access to own vehicles for transportation to client homes or other locations 

throughout area of service delivery 

Disclaimer 
The above statements are intended to describe the general nature and level of work being 
performed by people assigned to this classification. They are not to be construed as an exhaustive 
list of all responsibilities, duties, and skills required of personnel so classified. All personnel may be 
required to perform duties outside of their normal responsibilities from time to time, as needed. 
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Appendix X 
Helping Hands, Hand Hygiene 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

**Nationwide Children's Hospital Policy on Hand Washing 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Visit www.nationwidechildrens.org for more information 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Appendix Y 
Universal Precautions:  

An Educational Training for Childcare Providers  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

** Created by Jane Cotler, RN, MS and Chris Perreault, RN, BSN 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Appendix Z 
Infectious Disease List 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

**Provided by the Ohio Department of Health 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Appendix AA 
Supervision Documentation Spreadsheet 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Supervision Documentation Spreadsheet 
 

Date  Participants  Supervision Topic(s) 

        
        

        
        

        

        
        

        
        

        
        

        

        
        

        
        

        

        
        

        
        

        
        

        

        
        

        
        

        

        
        

        
        

        
        

        

        
        

 


