REFERRAL TO ADULT AUTISM SERVICE
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Send to:  Adult Autism Service, Clinical Resource Centre, Twinwoods Health Resource Centre, Milton Road, Clapham, Beds MK41 6AT 01234 310593 (7593) or email autism.service@nhs.net
Please note referrals should not be sent by facsimile
PRINT CLEARLY: USE CAPITALS TO IDENTIFY CLIENT. ETC. PLEASE COMPLETE ALL PAGES. UNCLEAR OR INCOMPLETE REFERRALS WILL BE RETURNED.
	PERSONAL DETAILS of the person being referred: 

	Full Name 

	DOB (ddmmyyyy):
	Gender:
	Marital status
	Religion:

	

	
	
	
	

	NHS number:
	Ethnic Origin:
	First language:

	
	
	

	Address of main residence
	Preferred contact method (please tick all which apply)
	General Practitioner details 

	
	Post                         (
	Name:

Address:

Tel/Email:

	
	
	Telephone

	        (
	

	Tel/mobile:
Email: 
	
	Text                
	        (
	

	
	Email                      (
	


	NEXT OF KIN/FIRST POINT OF CONTACT
	ARE YOU AWARE OF ANY SAFEGUARDING ISSUES? (PLEASE TICK BOX)

	Name 

Address: 
Postcode:
Tel:
Mobile:
Email:
	
	Relationship
	YES
	NO
	DON’T KNOW

	
	
	
	
	
	

	
	
	
	IF YES, PLEASE PROVIDE DETAILS BELOW

	
	
	
	


	
	
	Level of contact

 (i.e. type & frequency)
	

	
	
	
	


Please list all the professionals and carers providing services for the client

	Name
	Profession
	Address
	Telephone/Email

	
	
	
	

	
	
	
	

	
	
	
	


	CLIENT CONSENT: You MUST ensure that you are making this referral with the consent of the client 

	1. Does the above named person understand why they are being referred?       Yes / No                               
2. Is the person able to remember the reason for the referral and repeat it back to you?    

   Yes / No                               
	3. Does the person agree to this referral being made?  

   Yes / No                               
4. If the person is unable to discuss the referral or is unable to consent, have you had a Capacity and Best Interest Discussion including the nearest relative/carer?

 Yes / No                               Date of Discussion: 


	ESTABLISHED DIAGNOSIS/IMPAIRMENT

 (please tick)
	Details of impairment, date of diagnosis -please attach any additional relevant information/documents

	
	Learning Disability/Cognitive Impairment
	

	
	ADHD/Developmental Disorder
	

	
	Mental Health (e.g. Anxiety, Depression etc. )
	

	
	Physical Health (e.g. Mobility, Hearing, Visual) 
	

	
	Other
	


	GENERAL BACKGROUND & PRESENTING CONCERNS (Personal circumstance & difficulties with behaviour, mood, education/occupation, social relationships, etc…):

	

	RISK FACTORS: (Harm to self or others, alcohol/drug use, social vulnerability, physical health, forensic/legal proceedings, risk to children). Please attach any available Risk Assessments or Reports). 

	

	POTENTIAL CHARACTERISTICS TO INDICATE AUTISM SPECTRUM DISORDER (tick & add details as appropriate):

	Qualitative abnormalities/difficulty in social interaction and/or communication: 
· Mixing with people socially ​​​​​​​​​​​​​______________________________________________________
____________________________________________________________________________
· Making small talk & shared interests ________________________________________________
_____________________________________________________________________________
· Unusual/delayed speech, out of context _____________________________________________
_____________________________________________________________________________
· Understanding others’ points of view & feelings _______________________________________
_____________________________________________________________________________
· Developing & maintaining friendships ________________________________________________
_____________________________________________________________________________
· Difficulties with using eye contact, facial expressions and body language____________________
______________________________________________________________________________
· Difficulties recognising & interpreting others’ verbal & non-verbal communication _____________________________________________________________________________

· Repetitive/rigid mannerisms, habits, behaviours and/or routines ___________________________
______________________________________________________________________________
· Difficulty adapting to change and/or unplanned events ___________________________________
_______________________________________________________________________________

· Unusually intense interests and/or limited in range _______________________________________

· Over or under responsiveness to sound, touch, visual stimuli, smells, tastes, temperature, movement 
__________________________________________________________________________________

​​​​​​​​​__________________________________________________________________________________

· Unusual emotional response to “non-aversive” sensory stimuli ________________________________
__________________________________________________________________________________
· Emotional regulation difficulties _________________________________________________________
__________________________________________________________________________________

· Coordination problems/clumsiness ______________________________________________________
__________________________________________________________________________________

	OTHER INFORMATION (any reasonable adjustments or specific requirements, preferred method of communication, interpreter service required, etc.):

	


	DETAILS ABOUT YOU, THE REFERRER (Please give all details)

	Full name of referrer:
	Referrer’s Job title: 

	
	

	Referrer’s full postal address, tel. no., email: 

	Date of referral:



Please note that some information in this form will be entered to computer in accordance with the Data Protection Act. 

Some information may be shared with service colleagues on a need to know basis only
Evidence of restricted, repetitive patterns of behaviour, interests or activities:








Evidence of sensory processing differences:
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