
The following documents are required to qualify for and be placed on
the Revival Therapy ABA waitl ist AND to receive services.  

1. FA11F Form completed by and signed by a Medicaid Physician. This form must be printed
and physically filled out, and signed by physician. 

2. Prescription (‘script’) for ABA services from the same physician completing the FA11F
form. This should be faxed to us also. 

3. Testing reports or related material to show diagnosis of client. Diagnoses accepted:
FASDs, ASD, ADHD (need report for severity), and other neurological conditions. (*the
more testing material provided from qualified professionals, the better the likelihood of
approvals). 

4. Signed consent forms for Revival Therapy, least restrictive environment agreement, and
Cancellation Policy. 

5. Completion of demographics form (This Page). 

Part 1, 2, and 3 can be faxed directly to us at 702-944-5498. 
Part 4, and 5 can be emailed directly to us at RevivalTherapy.Referrals@gmail.com

Placement on our waitlist will occur once ALL of the above materials are received. Until all
materials are received, client will be placed on an interest list. 

Demographics: 

Client Name:
Client Date of Birth:
Client Medicaid Number (FFS Only): 
Client Gender: 
Preferred Provider Gender (cannot be guaranteed): 

Caregiver Name:
Caregiver Phone Number: 
Caregiver Email: 

Current Diagnosis Qualifying for ABA Services: 
Languages Spoken in the Home: 

Preferred In Home or Clinic: 
Home Address: 

Availability (times) for Services: 
Monday: 
Tuesday: 
Wednesday: 
Thursday: 
Friday: 
Saturday: 
Sunday: 

ABA CHECKLIST 
3145 E Warm Springs Rd Suite 400 
Las Vegas, NV 89120   
FAX  702-944-5498

Revival Therapy
David Wier, BCBA

Director of ABA Program
RevivalTherapy.Referrals@gmail.com
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Nevada Medicaid and Nevada Check Up 

Autism Spectrum Disorder (ASD) Diagnosis Certification for Requesting 
Initial Applied Behavior Analysis (ABA) Services 

Instructions: Submit this certification with initial requests for ABA services along with FA-11E.  Do 
not submit this form with requests for continued service. 

Request Date: 

Recipient Name: Recipient Medicaid ID: 

Practitioner Certification Ordering ABA Services: Practitioner must be a Physician, Physician’s
Assistant, Advanced Practice Registered Nurse (APRN) or Psychologist acting within their scope of practice. 

 

A Practitioner acting within their scope of practice as defined by State law certifies the following: 

1. This individual is Medicaid Eligible (any age) and has an established diagnosis of ASD or other related
condition for which ABA is recognized as medically necessary.

2. ABA services are required to develop, maintain or restore to the maximum extent practical the functions
of the individual for whom they are requested.

3. The individual exhibits excesses and/or deficits of behavior that impede access to age appropriate
home or community activities.

4. There is a reasonable expectation that the individual will improve or maintain function to the maximum
extent practical with ABA services.

5. Please identify the diagnostic tool utilized to establish the ASD diagnosis as well as qualifying score.
Please check the appropriate box below and enter the individual’s score for the diagnostic tool used:

  Autism Diagnostic Observation Schedule, 2nd Ed. (ADOS-2)  Score:______________________ 

Subscales Scores:________________________________________________________  

Childhood Autism Rating Scale, 2nd Ed. (CARS-2)    Score:______________________ 

Subscales Scores:________________________________________________________ 

Gilliam Autism Rating Scale, 3rd Ed. (GARS-3)  Score:______________________ 

Please indicate the subscales presenting concern observed on the rating sheets: 
_________________________________________________________________________ 

Fetal Alcohol Spectrum Disorders (FASD) Diagnostic category:_______________________      

  Please indicate the diagnostic system/criteria and/or assessment methods used to determine this

diagnostic category:

 

 ________________________________________________________ 

Diagnostic and Statistical Manual or Mental Disorders (DSM-5):  

If this criterion alone is used as the sole basis for diagnosis, the provider must submit documentation of 
the specific DSM-5 criteria that were met.  

___________________________________________________________________________ 

Other: ____________________________________   Score:________________________ 

If this criterion alone is used as the sole basis for diagnosis, the provider must submit documentation of 
the specific criteria that were met. 
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Nevada Medicaid and Nevada Check Up 

Autism Spectrum Disorder (ASD) Diagnosis Certification for Requesting 
Initial Applied Behavior Analysis (ABA) Services 

Date of Request: ____________________ 

Name of Recipient: ___________________________________________________________ 

Name of Practitioner: __________________________________________________________ 

Credentials: __________________________________________________________________ 

National Provider Identifier (NPI): _________________________________________________ 

Signature:____________________________________________________________________ 

Date of Diagnosis:_________________ 












