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LETTER OF INTENT FOR [DEPENDENT]
Written by: ____________________________________
Last updated: ____ / ____ / ______

General Information
Parents / Guardians
	
	Parent/Guardian 1
	Parent/Guardian 2

	Name
	[Name]
	[Name]

	Address
	[Street Address, City, State ZIP]
	(same or separate)

	Primary Phone
	[Phone]
	[Phone]

	Date of Birth
	[DOB]
	[DOB]

	Social Security #
	[SSN]
	[SSN]

	Place of Birth
	[City, State]
	[City, State]

	Marriage
	- City/State — Date (if applicable)
	

	Blood Type
	[Type]
	[Type]

	Siblings
	[Names]
	[Names]



Information About [Dependent]
	Field
	Details

	Date of Birth
	[DOB]

	Place of Birth
	[City, State]

	Social Security Number
	[SSN]

	Blood Type
	[Type]

	Religion
	[Religion]

	Height
	[Height]

	Weight
	[Weight]

	Shoe Size
	[Size]

	Clothing Size(s)
	[Sizes]

	Guardians of the Person
	[Names]

	Siblings
	[Names]

	Family Friends
	[Names]



Advocates & Key Contacts
	Category
	Details

	Advocates
	[Names]

	ABLE Account Authorized Individuals
	[Names]

	Representative Payee (Social Security)
	[Name]

	Trustee of Supplemental Special Needs Trust
	[Organization Name] • [Website] • [Phone] • [Address]



Additional Family / Support Contacts
	Contact 1
	Contact 2
	Contact 3
	Contact 4

	[Name, Address, Phone]
	[Name, Address, Phone]
	[Name, Address, Phone]
	[Name, Address, Phone]



Medical History and Care
Diagnoses:
[List diagnoses]
Current Medications:
• [Medication, dose, frequency]
• [Medication, dose, frequency]
• [Medication, dose, frequency]
Vision: [Notes]
Hearing: [Notes]
Allergies: [Notes]

Psychiatric / Medical Hospitalizations
[List hospitalizations with approximate dates or ranges, if desired]

Past Medication Trials
[List prior medications and responses]

Providers
	Provider Type
	Details

	Psychiatrist
	[Name, Practice, Address, Phone]

	Psychologist
	[Name, Practice, Address, Phone, Email]

	Primary Care
	[Name, Practice, Address, Phone]

	Dentist
	[Name, Address]

	Orthodontist
	[Name, Address]

	Optometrist
	[Name, Address]



Genetic Testing
[List testing completed, if applicable]

Insurances
	Type
	Details

	Major Medical
	[Carrier, Member ID, Group ID]

	Medicaid
	[Plan, Member ID, Rx Info]

	Dental
	[Carrier, Subscriber]

	Vision
	[Carrier, Subscriber]

	Life Insurance
	[Carrier, Policy Number, Owner, Beneficiary, Face Amount]

	Accident & Sickness
	[Carrier, Policy Number]

	Cancer/Heart/Stroke
	[Carrier, Policy Number]



Income
[Description]

Assets
[List accounts, balances, and rules for maintaining eligibility]

Future Financial Planning
[Describe SSI, SSDI, ABLE, trusts, guardianship, representative payee, trust protector, etc.]

Other Key Contacts
	Contact 1
	Contact 2

	[Agency Name, Phone, Notes]
	[Agency Name, Phone, Notes]



Education
[School, program, status, accommodations]

Food Preferences
[Notes about preferences, restrictions, sensitivities]

Recreation
[Hobbies, interests, activities]
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