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MEMORANDUM OF UNDERSTANDING (Autism Program Only)
Blue Ridge Autism and Achievement Center is dedicated to early, intensive intervention to children who have special learning challenges, including autism and learning disabilities.  BRAAC is committed to providing a comprehensive program of systematic instruction necessary to achieve measurable, socially accepted skills.  The plan of the systematic instruction of BRAAC students requires commitments on the part of the family. The following represents and outlines these commitments:

The intensity of the program is essential to successful skill acquisition. BRAAC students should receive a minimum of 30 hours per week of focused ABA instruction. This includes time in discrete trial work at the BRAAC school and in time spent with speech, occupational and other therapists, home therapy, home program time and/or individual, systematic instructional time at other school placements.

Parents and teachers seek to increase the ability of children with autism and pervasive developmental disorders to generalize their skills.  Therefore, it may be essential for some BRAAC students to use a structured, systematic home program. It is important to have a well-organized teaching space at home, the necessary teaching materials, BRAAC student programs with appropriate documentation, and trained home therapists. Such a program can be developed and carried out on an individual basis in consultation with the program director(s) at BRAAC.

It is important to have parents fluent in their use of applied behavioral analysis methods and the discrete trial format in order to help their children with skill acquisition and generalization as well as to learn the BRAAC documentation system. To that end, the parents of BRAAC students are asked to commit to researching and educating themselves on ABA by materials and resources provided by BRAAC and other sources.  Parents are encouraged to observe the learning process at BRAAC on a regular basis as well as attend training workshops/courses offered by BRAAC.

BRAAC seeks to support the health of children with autism and PDD. As a part of their commitment to BRAAC, families are asked to agree to develop and/or maintain appropriate nutrition, medical care and exercise.

BRAAC encourages attendance at local support group meetings and recommends parental use of resource materials provided by BRAAC and other sources.

The success of BRAAC depends upon mutual support between families and professionals, honesty, open critiquing of programs and processes, and a willingness to recognize BRAAC as a community dedicated to the success of each individual with autism.  Parents, staff, volunteers, consultants, and professionals at BRAAC will commit to an open, caring conversation dedicated to the continual improvement of programs that provide for the education of children with autism and pervasive developmental disorder.

Equally important in the success of student programs at BRAAC, is parental trust in the school.  In order to accomplish this, parents must be in agreement with BRAAC philosophy and policies. While the wishes and opinions of parents are highly valued and solicited on a regular basis in matters directly concerning their child, the BRAAC Board of Directors reserves the right to make all decisions necessary in the appointment of staff including executive director, program director(s), teachers and/or instructors.  Matters such as, assignment of instructional personnel to work with students is the responsibility of the educational director, in consultation with the executive director.  BRAAC employees may be employed in home programs after school hours if approved by the executive director.

We agree and commit to the policies and goals set forth in the memorandum of understanding.

Parents/Guardians Signature__________________________________________
Student's Name ___________________________________________
Date____________________________
Blue Ridge Autism and Achievement Center
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PARENT AGREEMENT

I,  ________________________________________________ ,  agree to make the following efforts while my child,

_____________________________________ ,  is enrolled in the instructional program of the Blue Ridge Autism 
and Achievement Center:

1. I will attend and participate in necessary meetings to discuss my child’s progress unless otherwise determined by the team.

2. I will make every effort to continue pertinent extensions of the school program in the home setting.  I also agree to run and maintain a home program at our own expense, if recommended by the program director(s) and agreed upon by team members, who include, the parents.  I understand that the carry-over of skills is crucial to success and realize that the family shares responsibility in this.  I understand that if progress is not satisfactory other placements may be considered.

3. I will notify the school prior to the scheduled session if my child is ill and cannot attend.

4. In the event that my child exhibits symptoms of illness described in the Parent/Student Handbook, I will pick up my child as soon as possible.

5. To volunteer at the center at least 6 times per year, if requested.
6.  To be an active participant of activities organized by the center, such as open house and fund raisers, and to commit to participate in a Parent/Teacher Organization (PTO).

7. As a private placing family, organize at least one fundraising event (other than the annual golf tournament) to benefit BRAAC one time per year or opt to donate at least $1,000 (tax deductible gift) per year. Active participation in fundraising events organized by the PTO may be sufficient in large scheduled events and can exempt parents from the above.  The executive director must approve exemption.  Inability or unwillingness to fund-raise will result in dismissal from the center.  (Not applicable to publicly placed student families)
__________________________________________ 


_______________________

    Parents/Guardians Signature 




     Date

Blue Ridge Autism and Achievement Center
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STUDENT PROTECTION POLICY

In order to insure the peace of mind of parents and the safety, rights, and well being of students; it is the policy of the Blue Ridge Autism and Achievement Center to require staff to submit to background checks by the Virginia Department of State Police and the Virginia Department of Social Services Child Protective Services. 

The BRAAC director or designee(s) will make frequent, random visual checks of each classroom throughout the school day, allowing the opportunity to monitor the classroom.  Parents are welcome and encouraged to observe their child and the instructor working together in the classroom at any time and as often as desired.

Additionally, BRAAC will periodically train employees in first-aid, CPR, and medication management.

All visitors to BRAAC are required to check in with the executive director and/or designee immediately upon arrival.

My child, _______________________________________________ , is enrolled at the Blue Ridge Autism and  

                         (name of student)
Achievement Center.

I have read the Parent/Student Handbook for the Blue Ridge Autism and Achievement Center and agree to abide by its contents.

_____________________________________________


____________________________


          Signature of Parent/Guardian





       Date

OFFICE USE ONLY


Blue Ridge Autism and Achievement Center
312 Whitwell Drive


Date Received ______________________









Roanoke, VA  24019

Services Begin______________________ 


 School Year 2009-2010



Phone:  540-366-7399

Services End_______________________









FAX:  540-366-5523
Location _______Roanoke
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EMERGENCY CONTACT INFORMATION
Child’s Name: __________________________________________
Birthdate:_______________________
Gender:     M     F__    

Address: ______________________________________________
City:____________________State:__________Zip:_________

Parent(s)/Guardian(s) Name:




                    Relationship


Day



Evening

(1)______________________________     to child________________
Phone:________________
___
Phone:_______________

Email address:_________________________________________
Cell Phone:_____________________________________ 





     Relationship


Day



Evening

(2)______________________________     to child________________
Phone:________________
___
Phone:_______________

Email address:_________________________________________
Cell Phone:_____________________________________ 

Emergency Contact:  (Other than parent/guardian):





     Relationship


Day



Evening

(1)______________________________     to child________________
Phone:________________
___
Phone:_______________

Cell Phone:_____________________________________ 

     Relationship


Day



Evening

(2)______________________________     to child________________
Phone:________________
___
Phone:_______________

Cell Phone:_____________________________________ 

Physician’s Name: ____________________________________________
 Phone: _______________________

Address: __________________________________________________________________________________

___________________________________________
    

__________________

Signature of Parent/Guardian


    
  Date

The Blue Ridge Autism and Achievement Center provides access to programs, employment, scholarships, loans, athletic or other school-administered activities without regard to age, race, color, national or ethnic origin, gender, religion or disability.
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Medication(s) Release Form

This form must be completed in its entirety and signed prior to enrollment at the Blue Ridge Autism and Achievement Center. It must be updated annually and maintained in the student's file at the Blue Ridge Autism and Achievement Center. Please read all information on this form carefully. Questions regarding this form prior to parent/guardian signature must be addressed exclusively with the Executive Director.

All medications must be transported by the parent in current original labeled prescription containers.

By signing this form, the parent gives permission for BRAAC staff, which has medical training

or experience, to administer the specific medication detailed on this form.  A separate form must be completed for each medication.

Child's Name ___________________________________
Birthdate________________
   Age ______

Child's Physician  _______________________________
Phone Number  ______________________

	Name of Medication
	Rx

Number
	Rx

Date
	Rx

Dosage
	                  Pharmacy Name
	Pharmacy

Phone #

	
	
	
	
	
	


Exact Dosage to be given while at BRAAC:   ________________________________________________

Exact Time to be administered while at BRAAC:  _____________________________________________

Reason for Medication:  ________________________________________________________________

Duration of Medication: ________________________________________________________________

Special Instructions: ___________________________________________________________________

Possible side effects of this medication:  ___________________________________________________

By signing this form, I  agree to hold harmless and indemnify from all liability the Blue Ridge Autism and Achievement Center and its personnel for any complication, harm or injury arising from such actions noted in this section and including administration of medication as specified on this form.

___________________________________
  


  __________________________________


       Signature of Parent/Guardian

          


        Printed Name of Parent/Guardian

__________________________________



__________________________________

                        Date
     
     




     Expiration Date

Blue Ridge Autism and Achievement Center
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Medical Release Form

This form must be completed in its entirety and signed, prior to enrollment at the Blue Ridge Autism and Achievement Center. It must be updated annually and maintained in the student's file at the Blue Ridge Autism and Achievement Center. Please read all information on this form carefully. Questions regarding this form prior to parent/guardian signature must be addressed exclusively with the Executive Director.

Child's Name _________________________________________
Birthdate________________
   Age ______

Child's Physician  _____________________________________
Phone Number  ___________________________

Physician’s Address:  __________________________________________________________________________________

In the event of a medical emergency, it is important to have a list of current medications your child may be taking.  Please list:

	Name of Medication
	Rx

Number
	Rx

Date
	Rx

Dosage
	                  Pharmacy Name
	Pharmacy

Phone #

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


____  My child is NOT taking medication(s) at this time.

In the event of an emergency, please list any special instructions that may be important in seeking medical treatment for your child (i.e., allergies, reaction/side effect(s) of medications, , etc.)

Special Instructions: ___________________________________________________________________________________

____________________________________________________________________________________________________

When determined to be necessary as emergency care and/or treatment, we hereby constitute and appoint the Blue Ridge Autism and Achievement Center, acting by and through its authorized agents, limited power of attorney in fact for us in our name, place and stead to exercise, do or perform any act, right, power duty or obligation whatsoever we have as the parents/guardians relating to any necessary medical attention or treatment determined by a licensed medical doctor to be administered to our child, including when so advised by a licensed medical doctor, medical and surgical procedures as well as hospitalization to protect and maintain the health and well-being of our child.

In so doing, by signing this form, we agree to hold harmless and indemnify from all liability the Blue Ridge Autism and Achievement Center and its personnel for any complication, harm or injury arising from such actions noted in this section and including administration of medication as specified on this form.

__________________________________


____________________________

             Signature of Parent/Guardian



     Printed Name of Parent/Guardian

__________________________________


_____________________________

                             Date





            
   Expiration Date

Blue Ridge Autism and Achievement Center

150  11th Street
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Roanoke, VA 24019

540-319-3543
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PARENTAL PERMISSION FOR BEHAVIOR MANAGEMENT AND MODIFICATION

BRAAC Parent/Student Handbook states:

“Blue Ridge Autism and Achievement Center offers a behavioral program based on positive reinforcement. Whenever appropriate, errorless learning techniques will be used.  

BRAAC does not employ the use of aversives in any of its programs. It is the policy of the Board of Directors that no painful or noxious stimuli will be used in any practice. The Board and its agents oppose any action deemed as degrading, humiliating, or abusive.  Corporal punishment is not employed.”

However, in times when difficult situations arise, as can happen with persons challenged with disabilities such as autism spectrum disorders (ASD), BRAAC should and must make every effort to keep the children and staff safe from harm, including children who may attempt to harm themselves through self-injurious behaviors.  The BRAAC staff has been instructed to restrain children in such circumstances with the least restrictive restraints possible.  For example, sitting across from the child and blocking him/her in with minimal touch being least restrictive to actually performing holds being most restrictive.  BRAAC will continue to offer trainings in such holds through reputable agencies such as Mandt.  Parents also must understand that full physical prompting is necessary to effectively teach those with ASD and is used daily at our center. 

In order to restrain a child, no matter how minimal the restraint may be, BRAAC policy is to receive expressed written permission from the parent.  As a precautionary effort, all parents are asked to fill out the permission slip in case a situation were to arise requiring staff to hold back a child from self injury or harm to another person.

_____
I give permission for the staff of the Blue Ridge Autism and Achievement Center to hold my child in the case of self-injury or possible injury to another child or staff person.  I understand that restraining our child is the absolute last resort and know that this is not normal procedure.  I also understand that full physical prompting is a necessary teaching technique employed by the BRAAC.

_____
I do not give permission for the staff of the Blue Ridge Autism and Achievement Center to hold my child in the case of self-injury or possible injury to another child or staff person.  I understand that restraining our child is the absolute last resort and know that this is not normal procedure.  I also understand that full physical prompting is a necessary teaching technique employed by the BRAAC.

_________________________________ 
 ___________________
_____________________

               Parent/Guardian Signature


     Date

      Expiration Date

Blue Ridge Autism and Achievement Center

150  11th Street
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PARENTAL PERMISSION TO EXCHANGE INFORMATION

I,  _____________________________________ , hereby give permission for the

parent's name

Blue Ridge Autism and Achievement Center to exchange information with the following:

____________________________  __________________    _______________

name of agency or organization

phone number
         fax number

________________________________________________________________

mailing address of agency or organization

for the purpose of:  _________________________________________________

concerning my child, _______________________________________________

child's name

___________________________________


_______________

Signature of parent/guardian




Date












_____________________











   
   Expiration Date

Blue Ridge Autism and Achievement Center

150  11th Street
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PARENTAL PERMISSION FOR BRAAC STAFF TO TRANSPORT STUDENT

Name of Student:  ___________________________________

_____  I give permission for the Blue Ridge Autism and Achievement Center staff to provide transportation as outlined in the IEP/ISFP for my child to and/or from the following:

____
preschool

____
community outings (i.e., Food Lion, Walmart, Dollar General, etc.)

____
public library

____
a designated location/special activity (i.e. field trips, etc.)

_____  I do not give permission for the Blue Ridge Autism and Achievement Center staff to provide

            transportation for my child.

I agree to hold harmless and indemnify from all liability the Blue Ridge Autism and Achievement Center and its personnel for any complication, harm or injury arising from any accident that could occur while transporting my child. 

___________________________________
      ________________________
          ______________

Parent/Guardian Signature



Date



Expiration Date

Blue Ridge Autism and Achievement Center

150  11th Street
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540-319-3543










540-366-7399

PARENTAL PERMISSION FOR USE OF MEDIA

Name of Student ___________________________________

_____
I give permission for the Blue Ridge Autism and Achievement Center to use photos, videotapes or any other medium made of my child for instructional and/or promotional purposes.

_____
I do not give permission for the Blue Ridge Autism and Achievement Center to use photos, videotapes or any other medium made of my child  for instructional and/pr promotional purposes.

______________________________________

______________________

                 Signature of Parent





     Date

Blue Ridge Autism and Achievement Center

150  11th Street
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540-366-7399

PARENTAL PERMISSION FOR VISITORS TO OBSERVE

Name of Student ________________________________________

_____
I give permission for visitors to observe my child while receiving services at the Blue Ridge Autism and Achievement Center. 

_____
I do not give permission for visitors to observe my child while receiving services at the Blue Ridge Autism and Achievement Center. 

______________________________________

______________________

                 Signature of Parent





     Date

