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	Department of Assistive and Rehabilitative Services
Autism Program Enrollment 

	If multiple children in the household are being enrolled in the Autism Program, use a separate enrollment form for each child. 

	Family Information 

	Child’s first name:


	Middle name:


	Last name:


	Birth date:



	Parent’s or guardian’s name:

Relationship to child: 
	Telephone: (
Email: 
	Child’s sex:



	Address:
     
	City:

	State:
TX
	ZIP code:


	Diagnosis:

	Age at diagnosis:

	Language spoken:

	Race and/or ethnicity:


	Proof of Texas residency: 
	County: 
	Family size: 

	Income Information  

	Select all that apply:

Amount: $ 

Amount: $ 

Amount: $ 


	Insurance Information 

	Do you have CHIP? 
	   FORMTEXT 

  
 Yes   No   CHIP Number: 

	Do you have Medicaid? 
	   FORMTEXT 

  
 Yes   No   Medicaid Number: 

	Do you have Medicare?
	   FORMTEXT 

  
 Yes   No   Medicare Number: 

	Do you have insurance?
	
	   No 

	Insurance carrier’s name: 
	Policy holder’s name: 

	Referral source: 
	Previous ECI services:    Yes  

	Signature 

	I certify that the statements made for the Autism Program Enrollment application are true and correct to the best of my knowledge. 

	Parent’s, guardian’s, or caretaker’s signature:

X  
	Date of signature:
     

	For Office Use Only 

	Case ID number: 
	Enrollment date: 
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