

MDHHS Waiver Support Application (WSA) Database 
NorthCare Network Autism Enrollment Form

 FORMCHECKBOX 
 Initial Enrollment

 FORMCHECKBOX 
 Re-Evaluation
Name: _____________________________________________ 
MCO#:_____________  Medicaid ID: ____________________
Referral Date: ____________Date Autism Evaluation completed (ADOS – 2): _________ 

Evaluator Name and Credentials ______________________________________________
Tools Administered:

 FORMCHECKBOX 
 Clinical Interview


 FORMCHECKBOX 
 ASD Interview/ADIR

 FORMCHECKBOX 
 ADOS-2

 FORMCHECKBOX 
 Cognitive/Developmental

 FORMCHECKBOX 
 Adaptive Behavior


 FORMCHECKBOX 
 DD-CGAS

 FORMCHECKBOX 
 Other: __________________________________________________________________
ADOS-2 Classification/Overall Diagnosis: (select one)
 FORMCHECKBOX 
 Not Qualified

 FORMCHECKBOX 
 Autism Spectrum
 FORMCHECKBOX 
 Autism


 FORMCHECKBOX 
 Non-Spectrum
ADOS-2: (select one)  

 FORMCHECKBOX 
 Module 1 (few to no words) 

 FORMCHECKBOX 
 Module 1 (some words) 

 FORMCHECKBOX 
 Module 2 (5 years and older) 

 FORMCHECKBOX 
 Module 2 (younger than 5 years) 

 FORMCHECKBOX 
 Module 3 
 FORMCHECKBOX 
 Module 4 (need all scores below for WSA)

Communication Score: _______


Social Interaction Score: ______


Communication + Social interaction Score: _____
 FORMCHECKBOX 
 Toddler Module (12 to 30 months with few to no words) 

 FORMCHECKBOX 
 Toddler Module (21 to 30 months with some words)

ADOS-2 Overall Total Score: ________
Impairment in Social Communication & Social interaction 
 FORMCHECKBOX 
 Social-emotional reciprocity 
 FORMCHECKBOX 
 Nonverbal communicative behaviors used for social interaction
 FORMCHECKBOX 
 Developing, maintaining and understanding relationships
Restricted, repetitive and stereotypical patterns of behavior, interest and activities
 FORMCHECKBOX 
 Stereotyped or repetitive motor movements, use of objects, or speech (e.g., simple motor stereotypies, lining up toys or flipping objects, echolalia, idiosyncratic phrases)
 FORMCHECKBOX 
 Insistence on sameness, inflexible adherence to routines, or ritualized patterns of verbal or nonverbal behavior (e.g., extreme distress at small changes, difficulties with transitions, rigid thinking patterns, greeting rituals, need to take same route or eat same food every day)
 FORMCHECKBOX 
 Highly restricted, fixated interests that are abnormal in intensity or focus (e.g., strong attachment to or preoccupation with unusual objects, excessively circumscribed or perseverative interests)
 FORMCHECKBOX 
 Hyper- or hyporeactivity to sensory input or unusual interests in sensory aspects of the environment (e.g, apparent indifference to pain/temperature, adverse response to specific sounds or textures, excessive smelling or touching of objects visual fascination with lights or movement)
Children’s Global Assessment: _________ 
 FORMCHECKBOX 
 Medical necessity and recommendation for Behavioral Health Treatment/ABA was made by a qualified provider (physician, licensed psychologist, or other licensed qualified practitioner in the state of MI).
Feedback session was completed with the family:  FORMCHECKBOX 
 yes
  FORMCHECKBOX 
 no


Notes – Additional enrollment details (Max 500 words): include comments about the eval process, explanation of medical necessity, comments about family’s interest in ABA services, or other notes explaining reason for delay in services. 
This form is to be completed in its entirety and submitted to Lori Revord/Brittany Pietsch at NorthCare via fax 906-225-5149 or email lrevord@northcarenetwork.org & bpietsch@northcarenetwork.org (All emails with PHI need to be encrypted). 
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