[image: C:\Users\rrayos\Desktop\Logo.png]School Medical Autism Review Team Demographics Form


Date of referral: __/__/____                                             Person Referring: ______________________


Child’s Name: ___________________________________________________________DOB:__/__/____

Parent/Guardian(s):____________________________________________________________________

Relationship to Child: ___________________________________________________________________

Mailing Address: _______________________________________________________________________

City: __________________________________State:____________________________Zip:___________

Primary Phone: _________________________________ Alternate Phone: _______________________

Insurance_____________________________________________________________________________


School/Daycare/Birth to three: ___________________________________________________________

_____________________________________________________________________________________


Current Teacher: _______________________________________________________________________

Current Location: ______________________________________________________________________


Current Occupational Therapist: __________________________________________________________

Current Location: ______________________________________________________________________


Current Speech Therapist: _______________________________________________________________

Current Location: ______________________________________________________________________
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