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Dear Parent, 
We are very excited that you are interested in having your child take part in one of our Social Thinking groups. In order for us to better understand your child’s needs and to be sure our group can help, we need to gather information from you about him/her. Please complete the attached forms and return to us. Also, if you have any other reports, such as a recent psychological, educational or speech and language evaluation, we would love to have a copy of that as well. Please return the forms as soon as you so we can have all the information before joining our group. 
The cost for the group is $50 per session. Our Social Thinking Groups are arranged according to age, cognitive level and level of social awareness. We have groups available for children ranging in age from four through the teen years. Please note that a significant amount of effort goes into the organization of these groups. To ensure the highest level of progress for your child and because other clients are dependent on the commitment of the fellow group participants, we highly encourage you to come weekly if possible. The group will be held at our JF&CS or BIA locations. Please call for more details and to sign your children up.
 
Please email all information to: 
sharonsokolik@gmail.com

Or 
Fax to: 
770-671-9986


Thank You! 


[bookmark: _GoBack]Sharon Sokolik, M.S., CCC-SLP 
Edye Nechmad, M.S. CCC-SLP
Kathy Forman, M.A., CCC-SLP
Consent to Photograph/ Video tape 
I agree to allow my child to be photographed and/or videotaped as part of his/her Social Thinking Group. I understand that the videotape will be used for skills training only and not shown to anyone outside the group.  
 
____________________________            _______________
Parent Signature						Date 



BILLING FOR SOCIAL THINKING GROUP


An itemized bill reflecting the dates of session received, procedural code and a diagnostic code will be provided at the end of each month. An emailed version will be sent to you unless you notify us that you would prefer a paper copy. Please let us know which one you would prefer.

Payment of your fee is due in full by the fifteenth of the month. A late charge of $15.00 will be imposed if payment in full is not received by the thirtieth of the month following rendering of services. Services will be put on hold if full payment is not received by the 30th of each month. This policy will be enforced.



INSURANCE

Some medical insurance policies will cover our services.  You will need to submit a copy of the itemized statement that you receive from us at the end of each month. A letter from a physician stating the medical necessity of the referral and the medical diagnostic code may also be needed.  Please note that we require payment from you when you are billed.  You may later receive reimbursement from your insurance company. We are happy to send requested information to your insurance company to help with reimbursements.









ACKNOWLEDGEMENT


I have read the fee schedule, billing information provided to me by Sharon E. Sokolik and Associates, LLC. I understand those policies and agree to abide by them. 



Child's Name: __________________________________________________________

Parent's  Signature: ____________________________________________________

Parent's Name: _________________________________________________________

Date: _______________________ 
Social Thinking Group 
Child’s Full Name and Nickname: ___________________________________________________________________ 
Date of Birth: ___________________________________________________________________
Address: ___________________________________________________________________ 
Special Interests: ___________________________________________________________________
Grade in School and School Name:
___________________________________________________________________
Any Diagnosis? If yes, what? ___________________________________________________________________
Mother’s Name: ___________________________________________________________________ 
Address: ___________________________________________________________________ 
Home/Cell Phone: ___________________________________________________________________
Email Address: ___________________________________________________________________
Father’s Name: ___________________________________________________________________
Address:
___________________________________________________________________
Home/Cell Phone: ___________________________________________________________________
Email Address:
___________________________________________________________________
Siblings: Name, Age, Any Special Needs?




___________________________________________________________________
Name of school child attends: ___________________________________________________________________
Any special education services? If yes, please explain:



Physician:
___________________________________________________________________
Allergies or dietary restrictions, special diet?
___________________________________________________________________

Description of Abilities
Please describe your child’s current level of social functioning. (Comment on cooperative play, friendships, nonverbal language etc.) 
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Please list 5-10 skills you consider your highest priority (i.e. Perspective taking, maintaining eye contact, interacting with peers, sharing, problem solving, managing emotions, personal space, flexible thinking, etc.) 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 

Feel free to share any other information you would like us to know:
Parent Checklist 
Child’s Name:___________________________________________ Date: ________
	Instructions: Based on your observations in various situations, rate your child’s use of the following skills. My child uses this skill… 
	Always 
	Sometimes 
	Never 

	Listens when you or others talk to him/her 
	
	

	Uses body language to communicate 
	
	

	Interprets body language 
	
	

	Uses facial expression to communicate 
	
	

	Interprets facial expression 
	
	

	Uses inflection to communicate 
	
	

	Interprets inflection 
	
	

	Uses tone of voice to communicate 
	
	

	Interprets tone of voice 
	
	

	Touches appropriately 
	
	

	Stands appropriate distance from people 
	
	

	Uses appropriate eye contact 
	
	

	Uses appropriate voice volume 
	
	

	Visually references others for approval 
	
	

	Joins a structured game 
	
	

	Joins dramatic play 
	
	

	Accepts ideas during play 
	
	

	Gives ideas during play 
	
	

	Initiates play 
	
	

	Takes turn without prompting 
	
	

	Offers to share with others 
	
	

	Solves conflicts without an adult 
	
	

	Allows others to go first 
	
	

	Plays by the rules 
	
	

	Ok with timed tasks/activities 
	
	

	Wins like a good sport 
	
	

	Plays common board games 
	
	

	Plays common pretend games 
	
	

	Plays made up games 
	
	

	Initiates greetings 
	
	

	Responds to greetings 
	
	

	Introduces self to others 
	
	

	Introduces other people 
	
	

	Engages in small talk 
	
	

	Initiates conversation 
	
	

	Shares related events stories 
	
	

	Keeps conversation going 
	
	

	Ends conversation appropriately 
	
	

	Stays on topic 
	
	

	

	
	

	My child uses this skill… 
	Always 
	Sometimes 
	Never 

	Changes the subject 
	
	

	Allows others turns in conversation 
	
	

	Asks others questions about topic of conversation 
	
	

	Gives compliments 
	
	

	Imitates peers 
	
	

	Comforts others 
	
	

	Reacts appropriately to others’ emotions 
	
	

	Shows assertion when appropriate 
	
	

	Ends fights (make up) 
	
	

	Says “I’m sorry” 
	
	

	Accepts apologies 
	
	

	Acts appropriately meeting a new person 
	
	

	Inquires about a new friends 
	
	

	Talks on the telephone 
	
	

	Calls peers on the telephone 
	
	

	Encourages others 
	
	

	Shows interests in fads 
	
	

	Tells jokes 
	
	

	Listens/reacts to jokes 
	
	

	Laughs appropriately 
	
	

	Asks for help 
	
	

	Offers help 
	
	

	Accepts help 
	
	

	Deals with teasing 
	
	

	Sticks up for friends 
	
	

	Expresses anger appropriately 
	
	

	Shows respect to adults 
	
	

	Interprets a situations (make inferences) 
	
	

	Takes another’s perspective 
	
	

	Makes predictions about others’ reactions 
	
	

	Show preferences to certain peers 
	
	

	Can describe friends’ good qualities 
	
	

	Prefers to play with peers rather than adults 
	
	




We appreciate you taking the time to fill out this information. 
We look forward to having your child as part of our group!
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