
Leslie Grenville | Owner | BCBA 
Fax: (803) 816-9072
Phone Number: 803-774-0233

ABCs Of Behavior, LLC – Pre-Assessment Form 

Person Completing This Form: 

Name: ______________________________________________ 

Relationship to Client: __________________________________ 
Current Date: _________________________________________  

Email Address: ________________________________________ 
Phone Number: _______________________________________ 

Address: 

Are you/client interested in home therapy? (circle one) Yes/No 

Client Information: 

___________________________       ________________________________      __________ 

Name              Date Of Birth        Age 

Client’s Strengths: 

Client’s Areas of Need: 

Does the client currently have an Autism Spectrum Disorder diagnosis?      ☐Yes  ☐No 

Is the client currently in school and has an IEP?    ☐Yes  ☐No 

Current Primary Insurance Provider: 
Insurance ID:  

Availability:   
please put times you are available on the certain day of the week 

Monday Tuesday Wednesday Thursday Friday 
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