Behavior Modification of Detroit
Intake Information

Parent/Guardian’s Name(s): Connie Lake
Address:  1445 S. Timberland Way, Detroit, Michigan
Telephone:  Home: ______________  Work: ______________  Cell: 313-711-2203
E-mail: lakeeffects@reachingout.com 
Relationship to prospective client:  Mother
Name of client: Jeffrey Lake
Date of birth of prospective client:  10-1-2014 Gender:  Male      Age: 5-years
Name, Telephone, and Address of Primary Medical Physician: 
Dr. Victoria White (303-547-9823) 2055 Medical Park Lane, Detroit, Michigan
Name of Insurance Provider(s): Universal Health     Insurance ID #: PC3455 120
Has the client been diagnosed with any physical or mental disabilities? Yes____ No X
If so, please provide a brief description:  ______N/A____________________________________________
Does the client take medications?  Please list type and dosage.  _No
Please provide a brief description of the behavior(s) of concern:  When out in the community with parents, Jeffrey pulls on his parent’s shirt; screams, “I hate this place!  I want to go home!”  Then, Jeffrey drops to the floor and screams loud enough to be heard throughout the setting. 
Have you previously sought help for this behavior(s)?  Yes ___      No X
If so, did you seek help from a behavior analyst or another professional?  What types of therapies were used? No previous therapies have been sought.
Days and Times Available for Therapy: Mondays and Thursdays, from 9:00 a.m. to 3:00 p.m.
All shared information is confidential and used only for diagnostic and treatment purposes.
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