
CCCS Referral Form- 7/11 

CRESCENT COUNSELING AND CASEWORK SERVICES 
708 S. Rosemont Road Suit 203 
Virginia Beach, Virginia 23452 

Phone: (757) 431-0105/Fax: (757) 431-0106 

ABA SERVICES REFERRAL FORM 

Name:   Male  Female 

Address:  

Date of Birth:  Parent/Guardian: 

Home Ph:    Work/Cell Ph:   

Referred by:    Ph: 

Medicaid #:   MCO ID #: 

**Diagnosed by (MUST be developmental Pediatrician)  ___________________ 

Has client received ABA before? Yes No  If so Where?
________________________________________________________ 

Does the client demonstrate the following? 

Non-verbal or limited functional communication and pragmatic language, unintelligible or echolalic speech? Example: 
is not able to request wants or needs with words Yes           No          If yes:

explain___________________________________________________________________________________________ 

Severe impairment in social interaction/social reasoning or awareness /social reciprocity/ and interpersonal 
relatedness? Yes          No  
explain___________________________________________________________________________________________ 

Frequent intense behavioral outbursts that are self-injurious (ex: head banging) or aggressive towards others? 

Yes            No   
explain___________________________________________________________________________________________ 

Disruptive obsessive, repetitive, or ritualized behaviors Yes           No         (ex: flapping, pacing with no purpose, 
watching same portion of a show/movie repeatedly)   If yes 
explain___________________________________________________________________________________________ 

Difficulty with sensory integration Yes           No         If yes  
Explain__________________________________________________________________________________________ _ 

School:    City: 

Time available for sessions: 
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