Program Application 

Applicant

Child’s Name: ________________________________       Date of Birth: _____/_____/_____      Gender: ____

School: ________________________________________         Grade: _______            Application Date: ____/____/____

Race (circle):        White        Black/African A.        Asian        Latino        Other: _________________________________  

Language for individual: _______________ ______                Language for household: ___________________________
Family Contact Information
	
Primary Contact
	Secondary Contact

	Parent/Guardian:
	
	Parent/Guardian:
	

	Relationship:
	
	Relationship:
	

	Address:
	
	Address:
	

	City, State, Zip:
	
	City, State, Zip:
	

	Home Phone:
	
	Home Phone:
	

	Cell Phone:
	
	Cell Phone:
	

	Email:
	
	Email:
	

	Preferred Contact:
	□Cell □Home □Email
	Preferred Contact:
	□Cell □Home □Email

	


	




Additional Emergency Contact Information 

Name: _________________________________________                             Home Phone: _________________________
Cell Phone: _____________________________                  Relationship to Applicant: ____________________________
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6Southside Road · Danvers, MA 01923 ·phone: (978) 624-2335 · fax: (978) 762-3980
www.spotlightprogram.com
	                                6 Southside Road Danvers MA 01923	Telephone Number 978-924-5843 Email ccurtin@ne-arc.org
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Primary Health Insurance Information (Please Attached Copy of the Front and Back of your Card):
Insurance Plan: _______________________________________________________________
ID#:_________________________________________________________________________
Subscriber: ___________________________________________________________________





Diagnosis


□ ADHD 
□ Anxiety
□ Asperger’s Syndrome
□ Autism     	

□ Behavioral Disorder 
□ Bipolar Disorder
□ Depression
□ High Functioning Autism	


□ Learning Disability
□ Nonverbal Learning Disability
□ OCD
□ PDD/NOS

□ Other (please specify) ___________________________________________________________________________________________________

Does the individual have a diagnosis of Autism? □ Yes □ No
Is your child aware of his/her diagnosis? □ Yes □ No

Date Autism diagnosis was given? ______________________________________________________________________  

	Primary Care Physician
	Physician
	Phone

	
	
	



	Diagnosing Physician
	Diagnosing Physician
	Phone

	
	
	



Please list any prescription and over-the-counter medications used (please list additional on back): 
	Medication
	Dosage
	Prescribed by:
	Purpose
	Start Date mm/yy

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




Hospitalizations

	Medical or Psychiatric
	Date
	Reason

	
	
	

	
	
	




Allergies

Please list all allergies to medications, food, animals, environment etc.
____________________________________________________________________________________________________________________________________________________________________________________________________
Individual Needs

Please describe your child’s current strengths, likes and interests: 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please describe your child’s most significant challenges and current areas of need: 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list any sensory issues that your child may have: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please inform us of any social or life changes that have occurred for your child (family, school, friends, etc.) within the past year: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list your child’s current personal care needs (e.g. bathing, grooming, dressing, toileting, etc):
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please list the specific factors or events that trigger frustration or anxiety for your child: 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________







Please describe any recent episodes of aggressive behavior towards self or others: 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please describe any recent episodes of bolting or running away from others: 
____________________________________________________________________________________________________________________________________________________________________________________
Please describe effective responses and supports that help your child to be successful in emotionally or socially challenging situations: 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What services outside of school have you tried or do you currently have in place?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Please inform us of anything else you think we should know about your child (if your child needs support with personal care needs such as toileting or feeding) 
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How did you hear about Spotlight?
____________________________________________________________________________________________________________________________________________________________________________________


_______________________________________________________________            _____________________
Parent/Guardian						                                          Date

_______________________________________________________________	      ___________________	
Applicant Signature (18 years and older) 				                              Date 






Emergency Contact Form
Effective Date 03-2020                                                             
Policy SL # 2                                                                    
Spotlight Client Emergency Contact Form

Client’s Name: _________________________________	                     DOB: ______________ 
Address: ______________________________________ 	Primary Language: ____________
	    ________________________________________________

First Emergency Contact
Name: __________________________________	Relationship: _____________________
Contact Phone Number: ________________________________________________________

Second Emergency Contact 
Name: ___________________________________	Relationship: _____________________
Contact Phone Number: ________________________________________________________

Third Emergency Contact
Name: _______________________________________	Relationship: __________________
Contact Phone Number: ________________________________________________________

Information for EMS and/or Hospital
Client Allergies: ________________________________________________________________
______________________________________________________________________________
Primary Care Physician Name: __________________________________________________
Telephone Number: ____________________________________________________________

Primary Health Insurance Information
Insurance Plan: _______________________________________________________________
ID#:_________________________________________________________________________
Subscriber: ___________________________________________________________________



Photo and Film Release   
Effective Date 03-2020
Policy SL # 4 
Client Photo and Film Release

Photo and Film Release
1. By initialing “Yes”, I give permission for myself/my child to be photographed or filmed during group activities and assign the rights to the use and reproduction of those photos or video, whether in print or electronic form, to Spotlight or their designated agent. 
2. I understand that by initialing “No”, I/my child may be excluded from participating in certain events or activities where their inclusion in photographs, videos, or another media coverage is unavoidable. If I/my child should appear in a photo or video, I understand the likeness may be blurred or otherwise be made unidentifiable. 
3. If I initial “No”, but list exceptions, I assign Spotlight, or their designated agent, the right to use and reproduce photos or video of myself/my student only in the selected formats or media. 
4. This photo release remains in effect until written notification is received by Spotlight changing or revoking this authorization. 

Will you grant the Spotlight Program a full photo and film release?	____Yes	____ No

Exceptions
If you selected No, are there any exceptions where you would permit us to photograph or film you/your child?

	____
	Group projects (i.e. group movies)
	____
	Spotlight Website

	____
	Internal Spotlight Use (for Spotlight Staff only)
	____
	Spotlight Newsletter

	____
	Professional Trainings and Presentations
	____
	TV/Newspaper

	____
	Northeast Arc Publicity
	____
	Confidential Research


       
					
Participant Signature

	
	Participant Signature 

	Participant Printed Name
	
	Date



Parent/Guardian Signature

	
	Parent or Guardian Signature 

	Parent or Guardian Printed Name
	
	Date






Release of Information
Effective Date 03-2020
Policy SL # 6
HIPAA Privacy Authorization Form Request/Release of Information

Participant’s Information



Participant’s Name:  __________________         Birth Date:  ___________________________

Parent Guardian Name:  ___________________ Contact Phone Number:  _________________

Address:  _______________________________________________________________

I authorize the disclosure/release of my personal health information to the Northeast Arc.   I understand this authorization is voluntary.  I understand that once the information is disclosed, it may be re-disclosed by the receiving party, and no longer protected by federal privacy regulations.  I hereby give permission to Northeast Arc to disclose my personal health information.  It is important for us to communicate with other providers who are part of an overall team to determine appropriate behavior intervention plans.  Please provide, as accurately as possible, the contact information for each team member on individual release forms attached.  Team members may be schools, other therapists, mentors, adult family members, doctors or specialists.  

Health Information may be disclosed by:


Person/Facility: __________________________	Phone # ________________________
Address:  ______________________________  	 Fax # __________________________
                ______________________________


Health Information may be disclosed to:


Person/Facility: __________________________	Phone # ________________________
Address:  ______________________________ Fax # __________________________
                ______________________________

This information is to be used for the purpose of:  Behavior Intervention Plan


This medical information may be used by the person I authorize to receive this information for medical treatment or consultation, billing or claims payment, or other purposes as I may direct.







I understand that my treatment, payment, enrollment, or eligibility for benefits will not be conditioned on whether I sign this authorization.

I understand that information used or disclosed pursuant to this authorization may be disclosed by the recipient and may no longer be protected by federal or state law.

I have been informed of the benefits and advantages of the request/release of the above information and I voluntarily execute this Authorization, free from duress, and without the threat of punishment or the promise of special treatment.

Any other use or disclosure of this information is prohibited under Massachusetts statutes and departmental regulation and policies.

SIGNED ___________________________________________ DATE ______________

Please PRINT name here: __________________________________________________


WITNESS ___________________________________________ DATE _____________

(Please complete this two page document for each individual team member/agency you wish us to be in contact with)

























Schedule Commitment Letter   
Effective Date 03-2020
Policy SL # 7
Schedule Commitment Letter

Clients Name: ____________________________________

Welcome to the Northeast Arc Spotlight program.  We received the necessary paperwork (insurance/noninsurance forms) for to begin services.  Based on your previously communicated availability, you are agreeing to attend all scheduled Spotlight session.  If schedule changes are made from the Spotlight program, you will not be held accountable for attending those session.

Parent/Guardian signature:  ____________________________ Date:  _______________
Program Director signature:  ___________________________ Date:  ______________




























Medication Administration  
Effective Date 03-2020
Policy SL # 8
Authorization for Administration of Medication by Staff

Participant’s Name: _______________________________________________________

In order for Spotlight Staff to administer ANY medications (even non-prescription medication), this authorization form MUST BE SIGNED by a parent/guardian AND the child’s primary care physician.

I hereby authorize Spotlight staff to administer the following medication to my child.

Medications
Please list any prescription and over-the-counter medications used: 

	Medication
	Dosage
	Time to be given
	Start Date mm/yy

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




Signature of Parent or Guardian: _____________________________________ Date: __________

Signature of Primary Care Physician: _________________________________ Date: __________
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