
 
stacey@rootsandwingsmt.com  

(704)  565-­9870  
  

ANNUAL  INFORMATION  FORM  
  
Personal  Information  

Client  Name  ______________________________________________________  

Sex  _________    Age  ____________    Birthdate  __________________________  

Medical  Diagnoses  _________________________________________________  

Parents/Caregivers  ___________________________Relationship  ___________  

Home  Address  ____________________________________________________  

City  ______________________________  State  ______    Zip  _______________  

Home  Phone  (                  )  _____-­___________    Cell  Phone  (            )  _____-­__________  

Email  ___________________________________________________________  

Emergency  Notification  (If  same  as  above  leave  blank)  

Name  __________________________________  Phone  (                )    _____-­_______  

Relationship  to  Client  _______________________________________________  

Education/Work/  Day  Program  

Current  School/Program  ____________________________________________  

Grade/Level  ___________  Type  of  Class/Work  __________________________  

Teacher/Supervisor  ________________________________________________  

Contact  Number  (                    )  __________-­  _________________  

Email  ___________________________________________________________  

Medical  

Current  Medications/Precautions/Allergies:  

________________________________________________________________  

________________________________________________________________  



Musical  

Favorite  Songs/Artists_______________________________________________  

Favorite  Instruments________________________________________________  

Favorite  TV  Shows/Movies___________________________________________  

Rewards_________________________________________________________  

Supportive  Therapies  

Please  list  all  therapies  your  child  is  currently  receiving  services  for  (ie:  OT,  PT,  

Speech,  etc.):  

  

Name/Company___________________________________________________  

Profession/Service_________________________________________________  

Phone  (              )  _________-­  ___________  

Frequency  per  week________________  

  

Name/Company___________________________________________________  

Profession/Service_________________________________________________  

Phone  (              )  _________-­  ___________  

Frequency  per  week________________  

  

Name/Company___________________________________________________  

Profession/Service_________________________________________________  

Phone  (              )  _________-­  ___________  

Frequency  per  week________________  

  

Name/Company___________________________________________________  

Profession/Service_________________________________________________  

Phone  (              )  _________-­  ___________  

Frequency  per  week________________  


