COVER SHEET

To (Prescriber Name):

Prescriber Fax:

Prescriber Phone:

From (ABA Provider Name):

ABA Provider Fax:

ABA Provider Phone;:

ABA Provider Email:

No. of Pages:

Subject: ABA Annual Progress Report

The New York State Association of Behavior Analysis (NYSABA) is a nonprofit
professional association that represents and advocates for the field of behavior analysis in New
York. We have developed this document to help ABA providers communicate changes to
licensing laws for licensed behavior analysts (LBAS) that require LBASs to now report to the
prescribing licensed professional on an annual basis.

Chapter 818 of the Laws of 2021 (818), which became effective June 30, 2023, allows
LBAs to provide ABA services to any person with a diagnosis in the DSM-V, not just autism
spectrum disorder. Per this law, the LBA is required to send the prescriber of ABA an annual
progress report. Please see the attached summary of your patient’s progress in ABA.

If you would prefer to receive this report in a different way, please contact the sender to
let us know.

Comments:



Annual ABA Progress Report

Client Information

Patient’s Name: Date of Report:

Date of Birth: Patient’s Age:

DSM-V Diagnosis & ICD Code:

Provider Name/Credentials:

Provider Contact Information:

Treatment Summary

Hours of ABA/week: Location:

Provide a brief
description of
the reason for
ABA services:

Behavior Reduction Goals

Provide a

brief description
of maladaptive
behavior

Progress this
year

Goals for
coming year

Skill Acquisition Goals

Provide a brief
description of
2-4 skills
acquisition goals

Progress this
year

Goals for
coming year

Family Collaboration Goals

Progress in
Family
Collaboration

Recommendation Continue at current level Continue with decreased hours Discontinue
For ABA Services Other (explain):
Number of ABA hours recommended per week Is a new prescription needed? Yes No

Developed by the New York State Association for Behavior Analysis (NYSABA) - last updated 4/17/24
Please contact us with any feedback at info@NYSABA.org
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