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School Medical Autism Review Team (S.M.A.R.T.) Demographics Form

DATE OF REFERRAL: _  ____/_______/_______   		PERSON REFERRING:					

CHILD’S NAME:										DOB: _  ____/_______/_______   
PARENT/GUARDIAN(S):													
RELATIONSHIP TO CHILD:												
MAILING ADDRESS:				__________ _______      CITY:			   WA ZIP:		
PRIMARY PHONE: (          )					ALTERNATE PHONE: (          )				
INSURANCE:														

SCHOOL/DAYCARE/BIRTH TO THREE:																										
CURRENT TEACHER:													
CURRENT LOCATION:													

CURRENT OCCUPATIONAL THERAPIST:											
CURRENT LOCATION:													

CURRENT PHYSICAL THERAPIST:												
CURRENT LOCATION:													

CURRENT SPEECH LANGUAGE THERAPIST:										
CURRENT LOCATION:													
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