
ACCENT on Family Care Services, llc

Policies & Procedures

Article 1. ATTENDANCE:

It is imperative that employees report to work on time as scheduled and avoid excessive absenteeism. The employee is expected to work all hours scheduled. Most of our clients are completely dependent on the provider’s dependability. Tardiness or not showing up as scheduled can cause substantial stress to the family or primary care-givers of the client. *If you are going to be absent or late, you must notify those responsible for the client and your ACCENT contact person immediately and prior to the start of your shift.

Article 2. HOURS:

No more than 40 hours a week total can be worked for ACCENT by any employee without written permission from Deborah Belnap. Employees are not permitted to volunteer time to the client’s they work for. If hours in excess of 40 hours a week are worked for ACCENT and are authorized by Mrs. Belnap the over-time hours will be paid at a wage determined by ACCENT but not less than minimum wage minimum wage and not the wage indicated on the employee agreement.  * No more than 12.75 hours of Respite can be worked in a calendar day.  No exceptions. 
Article 3. FORMS: 

All forms that the provider or client’s family will use can be found on the “Forms Page” at www.accentonfamily.com. 

If there is an e-mail address requested to access the forms page, it will just be the word: accent.  The password, if requested, is: family
Article 4. DOCUMENTATION:

Maintain all records and documentation as required by ISP as well as company and State policy. Time sheets are in effect from the 1st to the 15th of the month and again from the 16th to the last day of the month. To be paid within the normal cycle, time sheets must be COMPLETELY filled out and mailed to ACCENT on Family Care Services and postmarked by the 1st and 16th of the month respectively. Both the provider and the parents must sign and date the time sheet at the bottom, the parent must initial everyday that the provider worked the times indicated on the time sheet, no scribbles or changes can be made on the time sheet, and the sum of all hours must be accurate.  Please show integrity with the time sheets and only record the days and times you actually work.  It is a federal offence to falsify any information on the time sheets.  
If Habilitation or Attendant Care is performed, then the Habilitation Data Summary Sheets or the Attendant Care Forms will be filled out monthly.  They are kept from the first to the last day of the month. They must be faxed or mailed or emailed to the client’s Support Coordinator no more than 1 business day after the last day of the month. Providers must indicate on the Hab. Data Sheet the day that it was sent to the Support Coordinator. The Hab. Data Summaries and the Attendant Care forms must then be mailed to ACCENT. The Habilitation Data Summaries and Attendant Care forms must be kept each day the provider/employee does habilitation or Attendant Care work for the client and they must be returned as indicated above.

Article 5. HABILITATION and the HABILITATION DATA SUMMARY:

When habilitation is done, a Habilitation Data Summary must be marked each day the child is working on the goals (which should be everyday the provider is working with the child). A “+” is marked if the child successfully completes the goal as prescribed. A”-“ is marked when the child does not complete the goals successfully during the day as prescribed. The box is left blank if the goal was not worked on that day. 
There is a box for each day of the month.  The Parent or Guardian must review the Hab. Data Sheet and sign it.                                                                                                                                                                 
The top of the Hab. Data Sheet must be filled out completely.  The provider must make monthly comments about 
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the client’s progression in the “comment’s” section.  If the client displays behaviors such as: refusal to work,  inattention, hitting, yelling, swearing etc., then these behaviors must be mentioned in the comment’s section.

Habilitation techniques are outlined on the Positive Behavior Page of accentonfamily.com. It is required that all providers regularly review this information.  If the provider is not making progress with the client, the provider must contact Deborah Belnap to discuss other methods that can help the client progress.  

Article 6. PROFESSIONALISM:

At all times the employee is expected to behave as an appropriate role model. The client and family put a lot of trust in their provider and everything the employee does and says can affect them including facial expressions, words, and tone of voice. All employees must be aware at all times of their behaviors and attitudes.

Employees may not use their cell phones while at work and no other people may accompany employees while on the job. Exceptions may be made by the client’s guardian if pre-approved by the ACCENT supervisor.

Article 7. ENVIRONMENT:

Ensure a clean and safe environment. If the environment is unsafe for the client at any time for any reason the employee must report it to their ACCENT contact and if necessary to the appropriate authorities.

Article 8. HARASSMENT:

All forms of harassment are forbidden. This includes, but not limited to, conduct that demeans or belittles any individual whether it be the client, client’s family, other care givers, or other employees. We also will not tolerate you being harassed. If you feel that you are being harassed you are required to immediately notify your ACCENT contact of Deborah Belnap, President of ACCENT on Family Care Services.

Article 9. EMERGENCIES:

Quickly and effectively respond to emergency situations and if needed use CPR, First Aid, and/or behavior interventions. *If an accident occurs and the client is injured in some way, employees are required to report the incident immediately or as soon as safely possible to your ACCENT contact or Deborah Belnap AND fill out an Accident Incident Report within 24 hours.

Article 10. TRAINING: 

Employees must maintain all training and certifications as required by State and Company polices.

Article 11. APPEARANCE:

Employees must dress in a manner appropriate for the work environment and that shows respect to self and others.

Article 12. PORNOGRAPHY:

No pornography may be viewed or accompany an employee on the job. No discussion of pornography or other sexual materials or activities can take place with client or co-worker or those living with and caring for the client. Such activities are reason for immediate separation of employment and possible criminal and/or civil action.

Article 13. CONFIDENTIALITY:

Per HIPPA law, employees and those associated with ACCENT on Family Care Services, must ensure the confidentiality of all clients and their families. All personally identifiable records and information pertaining to DES and DDD clients are confidential. Access to any records is limited to specifically designated individuals. In regards to confidentiality, the employee may not discuss a client’s specific disability or confidential information with friends, family, or any other individuals other than the employee’s supervisor of ACCENT. Employees must not keep goals, reporting, time sheets, or other confidential documentation in a conspicuous place where others may view it.
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Article 14. TRANSPORTATION:
Employees can provide transportation to ACCENT clients provided they have the permission of the parent or guardian AND a Transportation Release Form is signed by both the provider and parent or legal guardian. All employees are required to provide proof of a current Arizona Driver’s License, Auto Insurance and Registration. Transportation of a client can only be for the purpose of aiding in community involvement and adhering to the ISP. Employees must have the express permission of the parent or guardian prior to each and every occurrence.

*ACCENT on Family Care Services, llc does not reimburse employees for gas or mileage expenses.*
Article 15. VISITORS:

Employees are not permitted to have visitors while they are on the job.

Article 16. SMOKING:

Smoking is never permitted while on the property of the client or while working with or in the presence of the client during scheduled work times

Article 17. ALCOHOL, DRUGS, & ILLEGAL SUBSTANCE ABUSE:

Possession of alcohol, illegal drugs, or other illegal substances on the clients property or while working with the client is prohibited. While on the job, employees are not to be under the influence of alcohol or drugs (legal or illegal) that impair their judgment. 

Article 18. SERVING NON-CLIENTS:

Without express permission from Deborah Belnap, employees may not at any time care for non-DDD clients when being compensated for services provided to a client with ACCENT on Family Care Services.  If non-DDD clients are with provider when working with a client with ACCENT, the employee and not ACCENT maintains 100% liability for the non-client.
Article 19. COMPENSATION:

The employee is paid a set rate for each service provided. No other compensation or benefits are given or implied.  

Article 20. EMPLOYEES FOOD & PERSONAL POSSESSIONS:

All food and beverages for employee's consumption as well as all personal possessions of the employee must be kept out of the reach of the client if they can present a hazard of any kind to the client. Employees may not bring to work weapons or objects which purpose is to inflict harm on a person.

Article 21. ABUSE & NEGLECT:

It’s required by State law that suspected abuse or neglect of a child must be reported to CPS or local law enforcement. If a child reports abuse to an employee or an employee suspects abuse or neglect of a child, they must report it immediately to Deborah Belnap and submit an incident report form within one working day. Participation in abuse or neglect of a client by any employee is grounds for immediate dismissal and the incident will be reported to the proper authorities. Types of abuse include: physical, emotional, sexual, programmatic, or neglect.

Article 22. GRIEVANCES, COMMENTS, SUGGESTIONS & EVALUATIONS:
If the employee or client’s guardians have any grievances, comments, suggestions or would like to evaluate our company’s performance, they can download the perspective forms from the Forms Page of our website: accentonfamily.com.  These forms can be mailed, faxed or emailed back to ACCENT on Family Care Services

Article 23.  KEEPING ALL CERTIFICATIONS AND REQUIREMENTS CURRENT
Employee will keep all certifications and documents current such as CPR, First Aid, auto insurance and registration, Article 9, driver's license, fingerprint clearance card etc. and give updated information to ACCENT.
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Article 24. INCIDENT  REPORT FORMS:
If for any reason the client is hurt or in danger while the provider is working with the client or if at any time 
Emergency Measure Techniques are used to restrain the client due to client’s behavior, an Incident Form must be filled out completely and faxed to both ACCENT on Family Care Services and the client’s Support Coordinator.  An Incident Report Form also needs to be filled out and faxed to both the Support Coordinator and also ACCENT, if the client attempts to hurt him/her self or others, or, if he/she creates substantial damage to property.
Article 25. MEDICINE LOG & PHYSICIANS CONSENT:

If the provider is required to administer medications to the client, a Medicine Log must be filled out and the guardian’s of the client must review how to administer the medication.  The log will be faxed to ACCENT on a quarterly basis.  If the provider will be administering “over-the-counter” non-prescription medication, then a Physicians consent form must be filled out by the client’s physician indicating what non-prescription drugs are approved.  All medications whether prescription or non-prescription must be administered as prescribed by the doctor.  

Article 26. MEETING WITH THE PARENTS & CLIENTS:

When employees/providers meet the parents for the first time, the provider will go over the Pre-Service Provider Orientation with the parents. Both the parent and provider must sign the bottom of the form. This form must be faxed or mailed back to ACCENT before the provider can begin working with the client. Both provider and parent must fill out and sign the Transportation Waiver and fax to ACCENT before working with the client. The parent must also fill out the General Consent Form and the Parent Information page and fax or mail to ACCENT. The provider should bring these forms when meeting with the client’s parents/guardians. All forms can be found on the Forms page at www.accentonfamily.com. 

Please encourage the parents to call Deborah Belnap if they have any questions or concerns.

*The provider may not start working with the client until ACCENT receives authorization from the client’s Support Coordinator. Employees must verify with Deborah Belnap that authorization has been received before working.
Article 27. CONTACTING ACCENT ON FAMILY
Providers and Families are encouraged to contact ACCENT on Family with any questions, comments or concerns.  If there is ever a problem with regards to working with a client, it is important to contact Deborah Belnap to inform her of the situation.   Please keep Deborah informed of any personal information changes. Our contact information is on the forms page of accentonfamily.com.   Fax: 480-677-3477, Phone: 480-518-2285, email: Debbie@accentonfamily.com.

Article 28. NON-COMPETE
Employee hereby agrees not to directly or indirectly compete, while employed in Arizona, with the business of ACCENT on Family Care Services, llc during the period of employment and for a period of one (1) year following termination of employment.
If  Employee is currently working with another HCBS agency that offers any of the services that ACCENT offers before being hired by ACCENT and intends to continue to work for that agency while working for ACCENT, then the Employee agrees to keep all clients that have been provided to Employee by ACCENT confidential and not work with these clients through any other another agency contracted with DES to provide HCBS services.  All agencies that the Employee is currently contracted with must be provided to ACCENT before hire.

The term "not compete" as used herein shall mean that the Employee shall not, operate, consult or to be an employee in a business substantially similar to or competitive with the present business of ACCENT on Family Care Services, llc during the term of employment.
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Hiring Procedures:

ACCENT on Family Care Services, llc strives to hire compassionate, professional, qualified individuals to provide service to our clientele. We are pleased to be an Equal Opportunity Employer and hire without regards to race, national origin, religion, color, citizenship, disability or in any other way that is prohibited by state and federal laws. Benefits are limited to an hourly wage. No paid leave, holidays, or health insurance is provided. Although ACCENT strives to place every employee, work is not guaranteed.

We need the following to process an application for employment: 

Completed Employment Application or a resume

· Must be 18 years or older

· Criminal Record Form signed and notarized

· Three reference request forms (they will be checked!) 
· Copy of Driver’s License 

· Copy of Auto Insurance (ACCENT must always have most current)

· Copy of Auto Registration (ACCENT must always have most current)

· Copy of Social Security Card

· State and Federal Tax forms completed and signed

· CPR & 1st Aid Certification (ACCENT must always have most current)

· Fingerprint Clearance Card or paid application for a Fingerprint Clearance Card

· Article 9 Training and Certification

· Habilitation Training which may include but not limited to: hand-over-hand, positive reinforcement, partnering, ABA, floor play…

· Pass an interview that demonstrates your capacity to work with the developmentally disabled.

· Client Intervention Training for employees whose clients may have behaviors that necessitate this training.

***It is the employee’s responsibility to keep this information current with ACCENT’s files.

General Job Responsibilities

· Provide assistance to individuals receiving support.

· Provide services in individual’s home and community.

· Assist individuals with such things as: hygiene, meals, mobility, habilitation objectives, behavioral supports, supervision, lifting/transferring, daily living activities.

· Record goals and duties as required in Individual Service Plan (ISP)

Possible Equipment Usage

· Utilizing typical household appliances and tools and may include the use of customary cleaning chemicals.

· May need to use own vehicle to transport clients.

· May need to assist with adaptive medical equipment.

Physical and Mental Requirements


Employee must be prepared to:

· Physically assist, lift, and transfer clients.

· Perform the actions to assist clients with daily living, hygiene, mobility and cleaning.

· Demonstrate patience and self control in difficult circumstances.

· Respond quickly to health, safety, and emergency situations.
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Applicant / Employee Agreement
I, _______________________________________(employee's printed name), acknowledge receipt, have read through and will abide by the ACCENT on Family Care Services Employee Policies & Procedures manual, Articles 1 through 28 dated February 10, 2011. 
In order to be paid, all requirements of Article 4 of the Policies and Procedures manual must be met. ________

                                                                                                                                                                   (initial)

I agree to the Non-Compete clause in Article 28 of the Policies and Procedures. ________

                                                                                                                                 (initial)

By signing this agreement I agree to not work in excess of 40 hours a week for ACCENT on Family Care Services without express written consent from Deborah Belnap.  If hours in excess of 40 hours a week are worked for ACCENT and are authorized by Mrs. Belnap the over-time hours will be paid at a wage determined by ACCENT but not less than minimum wage and not the amount indicated below as described in Article 2 of the Policies and Procedures Manual.  
ACCENT agrees to compensate the above mentioned employee as follows:

$____________ per hour for Habilitation Services

$____________per hour for Attendant Care Services

$____________per hour for Respite Services

Employment with ACCENT is at-will, which means that you as an employee may end your relationship with ACCENT at any time for any reason, just as ACCENT may end the relationship with the employee at any time for any reason.  Although ACCENT strives to offer work opportunities for its employees, ACCENT cannot and does not guarantee work.  

Applicant / Employee Signature                                                                                                  Date

___________________________________________________________________________________________
ACCENT Representative Signature                                                                                              Date

              19322 E. Calle De Flores, Queen Creek, AZ 85142    *   480-518-2285   *   ACCENTonFamily.com
ACCENT on Family Care Services, llc

The Following forms need to be taken to the client’s home.  The parent/guardian needs to fill them out completely.  Both the provider and the parent/guardian must sign where indicated.  These forms must be faxed to ACCENT on Family Care Services before you begin working.  The provider must keep copies of the Pre-service provider orientation and the Transportation Waiver with them at all times when working with the client.
Please contact Debbie at ACCENT on Family, if at any time the provider or the parent has questions or concerns regarding the services provided for the child.  More training can be provided if necessary or consulting with a specialist can be arranged if necessary.
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Transportation Waiver

I, ____________________________________, give my permission for

                                              Parent or Legal Guardian’s full name
_____________________________________________, to transport

                                                                       Provider’s full name
my child, _____________________________, in the provider’s vehicle.

                                                              Child / Client’s full name
I, __________________________________,

Provider’s full name
Verify that my driver’s license, auto insurance and auto registration for the

vehicle used to transport said child/client is valid and current and is on file with

ACCENT on Family Care Services.  I also verify that the vehicle used for

transporting child/client is in safe condition and passes state safety requirements.

My vehicle will have no harmful substances inside when transporting

Child/client.  I will be of sound mind and not be under the influence of alcohol,

illegal drugs or other substances that may impair my judgment.  I will uphold

all traffic regulations while transporting child/client.  I will only transport

child/client to places that are agreed to with the parent or legal guardian prior

to transporting child/client.

______________________________________________        ____________________

Parent or Legal Guardian’s Signature                                                              Date

_______________________________________________________          ________________________

Provider’s Signature                                                                                            Date
ACCENT on Family Care Services, llc

GENERAL CONSENT AND AUTHORIZATION

I, ___________________________________________________________, certify that I am the



                Parent or Guardian’s name (print)
_____________________________________ of ______________________________________

                      Relationship to client                                                                   Name of client

And I consent to the following for ____ him/ ____ her during the time the client is with ACCENT on Family Care Services, llc (Check all that have your authorization)

___ Necessary Emergency Treatment(s)

___ Necessary educational, vocational, and therapeutic evaluation/assessments with the exception(s) of:

______________________________________________________________________________

___ Routine Medical Care

___ Administration of over-the-counter medications and prescription medication (as prescribed by a physician or dentist and not to exceed the maximum dosage), except for:

______________________________________________________________________________

___ Participation in routine routing recreational/leisure activities

I also give permission for the release of the following information (check all that apply).

___ Medical records

___ Social

___ Educational

___ Psychological

___ Other _____________________________________________________________________

I understand that ACCENT has used its resources to train, hire and place the provider(s) to work with my child. 

I certify that I will only work through ACCENT on Family Care Services with the providers that ACCENT has procured for my child.  ______ (parent initials required)
I certify that I understand the above information. I also understand that my consent may be withdrawn at any time by my written notification to ACCENT on Family Care Services, llc.

_______________________________________________________        ___________________

Parent or Guardian’s signature                                                                           Date

ACCENT on Family Care Services, llc


Family Information

To better serve you, please fill out this form entirely.

Name of Client ________________________________________________________________________

Date of Birth _______________________________ Diagnoses _________________________________

Areas client needs to work on: ____________________________________________________________

_____________________________________________________________________________________

Parent/Guardian’s full names and relationship to the child:

_____________________________________________________________________________________

_____________________________________________________________________________________

Home Address with Zip code: _____________________________________________________________

_____________________________________________________________________________________

Home Phone: __________________________________ Cell: __________________________________

Work Number: _________________________________ Fax: __________________________________

E-mail: _______________________________________________________________________________

Support Coordinator’s Name & Phone Number: ______________________________________________

_____________________________________________________________________________________

Approved monthly hours of:        HAB: __________        Respite: __________       Att. Care: __________

Days and Times you need an additional provider: _____________________________________________

_____________________________________________________________________________________

Qualities of a provider that you want: ______________________________________________________

ACCENT ON FAMILY CARE SERVICES, LLC

PRE-SERVICE PROVIDER ORIENTATION

Please fill this form out completely so that the provider and ACCENT may have all necessary information. A copy of this must be retained by the provider and a copy must be sent to ACCENT on Family.

CRITICAL INFORMATION:
Client’s Full Name_______________________________________________________ Soc. Sec. #____________________________

Birth date_____________________ Address________________________________________________________________________

Guardian’s Full Name__________________________________________________________________________________________

Address_____________________________________________________________________________________________________

Emergency Contact’s Name_________________________________________________________ Phone______________________

Support Coordinator’s Name_________________________________________________________ Phone______________________

Health Plan______________________________________ ID #​_____________________________ Phone______________________

Primary Care Physician’s Name__________________________________________________________________________________

Physician’s Address___________________________________________________________________________________________

Urgent Care Name & Location___________________________________________________________________________________

Day Program (if applicable) Name_______________________________________ Days & Hours Attend_______________________
HEALTH-MEDICAL:

Current Medications & Significant Historical Medication Issues:

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

Allergies to Food, Medication, Bee stings, other: ____________________________________________________________________

Recommended response to allergic reaction ________________________________________________________________________

Seizures? No____ Yes____ Frequency? ______________________ Approximate duration __________________________________

Recommended Response to seizure activity ________________________________________________________________________

Assistive Devices: Vision_______________________ Hearing __________________________ Dental ________________________

Protective Devices: __________________________________________________ Purpose __________________________________

Other Individualized Health Care Routines: ________________________________________________________________________

Is there any special training required: No____ Yes____ Describe_______________________________________________________

FOOD:
Independent with Utensils: No_____ Yes_____ /Requires Assistance: No_____ Yes_____ /Choking Hazard: No_____ Yes_____

Required Consistency of Food: Normal _____ Pureed_____ Chopped _____ /Tube Feeding: No_____ Yes_____

Special Diet: _________________________________________________________________________________________________

Eating Disorder: No_____ Yes_____ Describe: _____________________________________________________________________

Beverages: Independent with Cup: No_____ Yes_____              Requires Assistance: No_____ Yes_____

Independent in obtaining/requesting beverages: No_____ Yes_____              Adaptive eating/drinking equipment: No_____ Yes_____

Special Liquid intake needs: ____________________________________________________________________________________

COMMUNICATION:

Uses: Complex Sentences _____ Simple Sentences _____ Signs _____ Nods _____ Gestures _____ Augmentative Device ______

MOBILITY:

Balance while Standing: Excellent ______ Moderate ______ Poor ______ Uses Adaptive Aids for Balance ______

Crawls/Scoots ______ Kneels ______ Stands ______ Walks ______ Runs ______ Climbs ______

Mobility/Balance Aids: Walker ____ Cane ____ Crutches ____ AFO’s ____ Leg Braces ____ Wheelchair ____ Other ____________

Positioning Instructions: _______________________________________________________________________________________

Lifting/Carrying Instructions: ___________________________________________________________________________________

PERSONAL CARE SKILLS:

	
	Dressing
	Toileting
	Bathing
	Dental Care
	Menses
	Med. Admin.
	Other

	Independent
	
	
	
	
	
	
	

	Requires Prompts
	
	
	
	
	
	
	

	Limited Assistance
	
	
	
	
	
	
	

	Significant Assist.
	
	
	
	
	
	
	


Describe personal care needs and preferences: ______________________________________________________________________

____________________________________________________________________________________________________________

BEHAVIOR CONCERNS:




         Does Provider need CIT Training?  No _____ Yes _____

                                   Brief Description                                                    Frequency                                Recommended Intervention

Aggression __________________________________________________________________________________________________

Self-Injurious Behavior ________________________________________________________________________________________

Property Destruction __________________________________________________________________________________________

AWOL _____________________________________________________________________________________________________

Self-Stimulation ______________________________________________________________________________________________

Sexual Acting Out ____________________________________________________________________________________________

Other ______________________________________________________________________________________________________

Is Behavior Treatment Plan available for additional information?  No______ Yes ______

Please write reason for Behavior Treatment Plan on a separate sheet of paper & attach to this form.

***This MUST be signed by both the Parent/Guardian AND the Provider. It MUST then be sent to ACCENT BEFORE services begin. The Provider MUST have a copy of this form with them whenever with the client. ***
Parent/Guardian’s Signature: __________________________________________________________________ Date: ____________

Provider’s Printed Name & Phone #:______________________________________________________________________________

Provider’s Signature: ________________________________________________________________________ Date: _____________
ACCENT on Family Care Services, llc


Reference Request
Persons providing references cannot be family members and should be someone who is familiar with your knowledge and abilities. Reference requests can be faxed or mailed to:

ACCENT on Family Care Services, llc

19322 E Calle De Flores

Queen Creek, AZ 85142

FAX: 480-677-3477

Applicant’s Name: ___________________________________________________________________________

Reference Name: ___________________________________________________________________________

Address: __________________________________ City: ______________________________ State: ________

Primary Phone: ________________________________ Alternative: __________________________________

What is your relationship to the applicant? _______________________________________________________

How long have you known the applicant? _______________ months _____________ years

How do you feel this individual will work with children who have developmental disabilities? ______________

__________________________________________________________________________________________

__________________________________________________________________________________________

Describe any reason you feel this individual should not work with children who have developmental disabilities? ________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

If applicant was a previous employee, would you rehire them? _______________________________________

Additional Comments: _______________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

            _______________________________________
                                                _________________________

                  Signature of person providing reference
                                                                              Date

___________________________________________________________________
FOR OFFICE USE ONLY

Reference confirmed by: ___________________________________________ Date: _____________________________

Comments: ________________________________________________________________________________________

19322 E. Calle De Flores, Queen Creek, AZ 85142  *  480-518-2285  *  ACCENTonFamily.com
A Definition of Autism

Autism is a disability with characteristics that vary across a wide spectrum. While persons with autism can’t be identified by their physical appearance, they have similar attributes that can be observed. They usually have difficulties with language or communication, social skills and behavior, often due to sensory difficulties. Children with severe autism may be nonverbal and seem unaware of other people. Those with mild autism can appear to be incredibly smart, but may seem very odd in social interactions. Most people with autism are somewhere in the middle. Even though they have difficulty expressing their feelings and relating to others, people with autism still sense how others feel about them. 

Whether a person’s autism is mild, moderate, or severe, it is commonly accepted to be a lifelong developmental disability. The exact causes of autism are unknown; however, it is a brain-based disorder. It is clear that individuals with autism are born with the disorder or born with the potential to develop it. Autism is not caused by bad parenting. 

Individuals with Autism Have Difficulty in Three Main Areas 

1. Communication 

· Repeating words or phrases, sometimes out of context 

· Less responsive to requests 

· Laughing or crying for no apparent reason 

· Takes communication literally—does not understand social or verbal innuendos 

· Inability to follow multiple instructions 

2. Social Interactions 

· Difficulty telling others how they feel or what they need 

· Awkward social skills or a preference for being alone 

· Difficulty making eye contact or using nonverbal communication 

· No sense of danger 

3. Behavior 

· Difficulty with changes and a preference for routines 

· Very susceptible to sensory overload. Easily upset by noise, crowds, too much happening at once, or touch 

· Unusual play, spinning of objects, or unusually strong attachment to objects 

· Intense interest in a particular topic (for example, trains, movies, dinosaurs, or animals) 

· Excessive physical over-activity or under-activity 

*This information is found on lds.org under the Home and Family section 

