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Program and Service Support Application

Grant a Gift Autism Foundation Supports Evidence Based Treatment Only

Child’s Information


Current Services


Service Applying For (Please list top 3 priorities)

BUDS Program Application Questions 

(These must be answered in detail to apply for the program)


Parent Information
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I authorize Grant a Gift Foundation to verify any and all information provided.  I also state that all information provided on the application and during interview process is accurate and true to my knowledge.  I also understand that any false or misleading information given will automatically disqualify me from any current or future scholarships.

Print name: _____________________________



Mother of Child

Signature: ______________________________



Mother of Child

Date: __________________

Print name: _____________________________



Father of Child

Signature: ______________________________



Father of Child

Date: __________________
Mail Completed Application, Supporting Documents and Disclosures to:

(This is a mailing address, please do not drop off)

Grant a Gift Autism Foundation 

8550 W Desert Inn Rd, Suite 102-343

Las Vegas, NV  89117

For questions contact info@grantagiftautismfoundation.org

Checklist for Direct Service Scholarship Qualification Interview
Please Provide the Checked Items Before Interview

□ (If applying for a medical diagnosis) Name of referring pediatrician or clinic and copy of M-CHAT or other autism screening tool. 

□ Copy of medical diagnosis and treatment plan. 

□ The child’s Individualized Family Service Plan (IFSP) or Individualized Education Program (IEP), if the child has one and any other records you may have.

□ Proof of current income for past 3 months for the child and family members living in the household (for example, pay stubs, self-employment tax returns, unemployment or other program benefits, SSI, child support, etc.) 

Mail Completed Application, Supporting Documents and Disclosures to:
(This is a mailing address, please do not drop off)

Grant a Gift Autism Foundation 

8550 W Desert Inn Rd, Suite 102-343

Las Vegas, NV  89117

For questions contact info@grantagiftautismfoundation.org
Sliding Scale Income Table to Qualify

Individual support service scholarship amounts:
Diagnostic


$1000 max per 1 time diagnosis per child
Speech, OT, Behavior
$2000 total 1 time scholarship/100 max per hr session per 




week for speech and OT.  Behavior is determined on need.
BUDS Social Dev Program
$720 per 3 month session. 
Percent funded by Grant a Gift:
100% Scholarship paid - Less than $50,000 single or combined income 



75% Scholarship paid - $50,001-$75,000 single or combined income 
50% Scholarship paid - $75,001-$100,000 single or combined income 

$100,000 and above single or combined income pay program fee of $720 for BUDS 3 month session

*To qualify for the diagnostic connection a child must have no previous ASD medical diagnosis and a qualified referral from a professional provider or organization.   

**To qualify for support services connection and other services, a child must have a diagnosis for an Autism Spectrum Disorder from licensed or certified medical professional or therapist, an IFSP through Nevada Early Intervention Services, or an IEP for autism services through the Clark County School District.

Will not qualify for particular service if:

Have insurance reasonable (affordable) medical coverage that covers the above listed service requested 
Currently receive ATAP funding for particular service requested 
Currently receive DRC self directed funding for particular service requested
How it works:

Any child that has an existing medical diagnosis, IFSP (Individualized Family Service Plan), or IEP (Individualized Education Plan for autism services), can fill out an application for a needed service scholarship.  Any child that doesn’t have an existing diagnosis or IEP through the CCSD can apply for a diagnostic scholarship with a referral from a licensed pediatrician, the CCSD, NEIS, or other governmental agency.  If they qualify (see Exhibit 1), for a scholarship and have a licensed medical professional or certified therapist to see, then a joint scholarship will be issued in both the client and professional’s name to pay for particular services. *Disclosure - All applications will be reviewed on a case by case basis.  Low income, single family households, lack of other funding or lack of reasonable medical coverage may have priority for funding in some cases.  Only completed applications will have consideration.
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Scholarship Service Agreement

All scholarship amounts are awarded to the Grant a Gift client based on a sliding scale and qualifications listed in the application.  Grant a Gift will award a specified amount to the client for the service needed and once the service is performed with the client, the provider will submit a Provider Reimbursement form to Grant a Gift for payment.  Grant a Gift will then reimburse the provider on the amount originally awarded to the client.

Grant a Gift is not responsible for payment on any service provided to applicant prior to scholarship award, and Grant a Gift is not responsible for any amount the provider charges the  client above and beyond the agreed upon scholarship award for service.  

Grant a Gift does not personally support or endorse any provider delivering the service to the client and is not responsible for their professional services or activities performed with the client.

Privacy Rights of Parents and Child

Grant a Gift is authorized to disclose information and communicate with all parties serving the child mentioned on the application.  Grant a Gift shall not disclose any of its information about the Child to anyone other than as authorized herein without Parent’s written authorization to do so or as required by law.

I understand, agree and accept responsibility to all the terms and conditions outlined above. 

Name of Child: _________________________________

Parent: _____________________________   __________________________  ______________

                               Print                                                         Sign


   Date

Parent: _____________________________   __________________________  ______________

                               Print                                                         Sign


   Date

Grant a Gift Autism Foundation

________________________________   _________________________  ________________

                          Print                                                      Sign


Date
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Authorization to Release and Share Confidential Information 





The information I authorized to be released is:

□   Any and All Information Written or Verbal Pertaining to my Child   

□   IEP’s

□   All Assessments, Evaluations and Reports



□   Other_______________________________________________________________________
I have been fully informed of my rights to confidentiality of my records.  I understand this is a required consent and that I must voluntarily and knowingly sign my consent prior to any records being released.   I further release Grant a Gift Autism Foundation and its officers, directors, employees, volunteers and agents from any liability resulting from the release of information to the person/agency listed above.

________________________     _________________________     __________________

Parent Name

              Parent Signature                             Date

________________________     _________________________     __________________

Witness



 Witness Signature                          Date
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Photo and Film/Voice Release of Information Consent Form

I, (participant name) ___________________________, agree and consent to allowing Grant a Gift Autism Foundation the right to photograph and/or video record my child receiving Grant a Gift Services and possess such images and hereby grant full permission to Foundation for use for marketing materials, event presentations, programs, motion picture film or tape, website, research studies, grant proposals, interviews, and any other means related to representing Grant a Gift Autism Foundation.    

I hereby grant full permission to Grant a Gift Autism Foundation to use my name, voice and/or my picture in the results and proceeds of such photography, taping, and recording with the right, throughout the world, an unlimited number of times in perpetuity, to copyright, all or any portion thereof.

I hereby release the Grant a Gift Autism Foundation and anyone using the film/tape/voice/photos or any other material from any and all claims, damages, liabilities, costs and expenses that now have or may hereafter have by reason of any use thereof.

I (the undersigned) do hereby consent to and join in the execution of the foregoing release as the:

Parent, Guardian, Other (__________________________) for the mentioned minor:

Child’s Name: ________________________________________

Signature of Parent: ________________________________ Date: _________________

Print Name: __________________________________________

Address: _____________________________City:_____________ ST: ____ Zip______

Phone Number: _________________________ Email: __________________________
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Programs and Services Outlined

Community Hope Individual Scholarship Program for Children to Receive Diagnostic and Support Services ~ Speech, OT or Behavior. (This program is based on a sliding income scale, existing medical coverage and funding availability.  Please seek other resources while waiting on our list)

B.U.D.S. - Building up and Developing Social/Life Skills Program in Partnership with The Lovaas Center/P.A.L.S (This program is funded for families in financial need and is also available as a for fee service)

Children on the Autism Spectrum ages 6-12 will be given an opportunity to gain much needed skills and learn how to interact with peers in a nurturing environment. The teaching of social skills, peer play skills, group activities, and life skills will provide independence and freedom for children affected with autism which will be the catalyst to their future success in their adult lives, ultimately creating future independence and success in relationships, the workplace, and the community, hence leading to an overall better quality of life.  Parents will also gain the necessary skills to accelerate their child’s development for a better quality of life.  
Sibling Social Support Group in Partnership with PALS (Partners for Autonomy Life Skills) (Any Sibling of a child with autism included)

This program is designed for 1st-12th grade typically developing siblings of children diagnosed with an autism spectrum disorder (ASD).  This group meets monthly and serves as a support system and learning experience to improve the well being of these siblings.  We also incorporate social outings like bowling, miniature golf, movie night and other fun activities into the program.

Program objectives that will be addressed:

· Understanding of Autism Spectrum Disorders

· Appreciation of the Sibling

· Lack of Attention and/or Assumed Responsibility 

· Embarrassment/Resentment
· Relate to Other Typical Peers Who Experience the Same Challenges
2011 Parent Empowerment Series in Partnership with Touro University Nevada (TUN) (Future Dates TBA ~ All Families Included)
Community Inclusion Outings – Lied Discovery Children’s Museum, Disney on Ice, and Others 

We have periodic family outings throughout the year to help any family living with autism feel comfortable in public settings, while creating autism awareness in our community settings.  
Autism Classroom Back to School Drive in Partnership with Clark County School District
Grant a Gift is helping 80 schools (61 at-risk) with Autism programs by matching them with local businesses to raise school supplies and funds. (New programs and at-risk schools)
Grant a Gift Annual Autism Walk for Autism Awareness Month
Autism awareness/fundraiser walk and family resource fair at Town Square every April
Referred by______________________ Contact and Number________________________


Child Name___________________________ Address_____________________________ 


City________________________ State____	 Zip____________ Gender:  M or F


DOB______________   How many siblings in home under 18yrs of age?_______





Is child covered by health insurance? Yes or No  �Name of Insurance Company_____________________________________


Does health insurance cover any services? Yes or No Explain______________________





Name/number of current primary pediatrician__________________________________





Does child have medical diagnosis?  Yes or No If yes, what is it? ___________________


_______________________________________________________________________





Name of Clinic, Doctor, or Multi-disciplinary team_______________________________ Date of Diagnosis____________


Does child have a treatment plan?  Yes or No





Has child been a client of Nevada Early Intervention Services?  Yes or No


Does the Child have an IFSP?  Yes or No


Does Child have an Individual Education Plan?  Yes or No


�Does the child receive a home program through the Clark County School District? Yes or No


Name of School______________________________ Grade______________


Teacher_______________________ Date of Last IEP or IFSP________________





Has child applied for Medicaid? Yes or No  


Does child receive Medicaid? Yes or No Explain_____________________________





Has child applied for Desert Regional Center Services? Yes or No


Does child receive Desert Regional Center benefits?  Yes or No  If yes, what type and how much? ___________________________________________________________________





Has child applied for SSI Benefits? Yes or No  If Yes amount of monthly benefit$_______





Has child applied for ATAP funding? Yes or No  If  Yes amount of monthly benefit$_____


Has child applied for, or receiving any other funding not listed above? Please explain_____


_________________________________________________________________________


_________________________________________________________________________





Child’s Name_____________________________ Date of Birth___________________





Services Received Through School/State Agency or Private Provider:





Occupational Therapy:	Hours per week_______Type of funding_______________


Name of current therapist and/or Clinic________________________________________





Speech Therapy:		Hours per week_______Type of funding_______________


Name of current therapist and/or Clinic________________________________________





Behavior Therapy:		Hours per week_______Type of funding_______________


Name of current therapist and/or Clinic________________________________________





Physical Therapy:		Hours per week_______Type of funding_______________


Name of current therapist and/or Clinic________________________________________





Social Skills Group:		Hours per week_______Type of funding_______________


Name of current therapist and/or Clinic________________________________________





Psychological Counseling: 	Hours per week_______Type of funding_______________


Name of current therapist and/or Clinic________________________________________





Other Therapy: ________________ Hours per week________ Type of Funding___________


Name of current therapist and/or Clinic________________________________________





Other Therapy: ________________ Hours per week________ Type of Funding___________


Name of current therapist and/or Clinic________________________________________








Mother’s Name____________________ Address____________________________





Date of Birth___________________ Driver’s Lic State and #__________________





Phone Number_______________________ Email Address____________________





Place of Employment__________________________________________________





Annual Income from all employment (include all 1099 income as well) ___________





Unemployment______________ Other program Benefits_________________





Single or Married______________ Amt of Child Support______________ 





If divorced, are you Primary caregiver or Joint? ______________








Father’s Name____________________ Address____________________________





Date of Birth___________________ Driver’s Lic State and #__________________





Phone Number_______________________ Email Address____________________





Place of Employment__________________________________________________





Annual Income from all employment (include all 1099 income as well) ___________





Unemployment______________ Other program Benefits_________________





Single or Married______________ Amt of Child Support______________ 





If divorced, are you Primary caregiver or Joint? ______________














Program 1:  Community Hope Scholarship Program:  Diagnosis □   Occupational Therapy □   Speech Therapy □   Behavior Therapy □   


Program 2:  BUDS (Building Up and Developing Social Life Skills Program): �Social Skills Groups □   Life skills □ (If applying for BUDS, please answer all questions on the following page)


Program 3:  Sibling Group Program:  Sibling Support □     


Other service needs:  Family Inclusion Outings □ IEP Advocacy □ Tutoring □   Respite □ Family Counseling    ��List Top Three Service Priorities: �1)_____________________ 2)_____________________ 3)_____________________





This section to be filled out by Grant a Gift Autism Foundation personnel


Type of scholarship requested___________________ 


Total Household Income________________ Med Ins Coverage amt_____________


 Qualify________ Type of scholarship awarded_____________________________ 


Amount awarded__________


Name of clinic, medical professional, or therapist__________________________


Address____________________________________Phone____________________


Approved by____________________________ Date_________Gift awarded and logged________








I consent to the release of confidential information from my patient record by:


Custodian of Records and staff


Grant a Gift Autism Foundation


Mailing Address


8550 W Desert Inn Rd, Suite 102-343 Las Vegas, NV  89117


(702) 564-2453 Office/Fax





Name of Provider/Clinic: __________________________________________________


Address: ____________________________ City: _______ St: _______ Zip: __________


Phone: ___________________ Fax: _______________ Email: _____________________








Name of Provider/Clinic: __________________________________________________


Address: ____________________________ City: _______ St: _______ Zip: __________


Phone: ___________________ Fax: _______________ Email: _____________________








Name of Provider/Clinic: __________________________________________________


Address: ____________________________ City: _______ St: _______ Zip: __________


Phone: ___________________ Fax: _______________ Email: _____________________








What are your main social concerns for your child?




















What are your main life skill concerns for your child?




















What social skill programs has your child attended?




















Does your child have a verbal skill level to participate in a conversation with at least one other person?














Does your child ever have aggressive behavior that can be harmful towards hisself/herself  or others?   If yes, please explain:























What is your child’s favorite item or activity to help with reinforcement?








Can your child follow directions in a group or classroom setting? Yes  or  No


Is your child potty trained?  Yes  or  No
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