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	Autism Spectrum Disorder (ASD) is a developmental disorder of variable severity that is characterised by difficulty in social interaction, social communication and by restricted or repetitive patterns of thought and behaviour. 

Referral criteria:
· The person must be aged 18 or over (unless agreement for transition with children and young people services)
· An IQ over 70 - meaning that the patient does not have a Learning or Intellectual Disability
· The person must be registered with North East Lincolnshire GP
· Referrals must be completed by the individual and another person that has evidence that the individual may be autistic. The other person should be a qualified medical or allied health professional, a family member or partner. 
· The referral must contain evidence of  ASD related symptoms, and how these are affecting function in day to day life 
· There is evidence on the referral form that the potential traits are having a significant impact on the referred person’s health and/or well being.
· The referred person has given consent to the referral being made
Please note incomplete referrals will be returned for more information. 


	Referred Person’s Demographic  Details

	Surname (alias/previous name): Click here to enter text.
	Forename/s: Click here to enter text.


	Title: Choose an item.
	Sex:	
Male	☐          Female  ☐	
Other: Click here to enter text.
	Date of Birth:Click here to enter a date.


	Address:Click here to enter text.


	Town: Click here to enter text.


	County: Click here to enter text.
	Postcode:Click here to enter text.
	Telephone Number:Click here to enter text.



	
NHS Number:  
    
	
	
	
	
	
	
	
	
	
	
	
	

	Referred Person’s General Practitioner (GP)

	Initial: Click here to enter text.

	Surname: Click here to enter text.
	Surgery address: Click here to enter text.

	Telephone No:Click here to enter text.


	Referral Details

	Name of Referrer: Click here to enter text.
	Designation: Click here to enter text.

	Date of referral: Click here to enter a date.
	  


	
Please provide evidence of ASD traits and how it affects the individual in all 3 areas where possible. 

Please note insufficient information will result in the referral being returned. 

Please use the tick boxes and also add additional information. Please include a narrative description of the patient as well as ticking the boxes. Where this is missing, referrals will not be processed.  


	1. Social Communication

	☐Difficulty with verbal and non-verbal communication (avoiding eye contact/difficulty understanding facial expressions)
☐Difficulty starting/maintaining/give-and-take conversations, literal understanding of language, difficulty understanding jokes/sarcasm 

Further Information: Click here to enter text.


	2. Social Interaction

	☐Difficultly understanding others’ emotions/point of view
☐Difficultly fitting in socially
☐Difficulty initiating and maintaining relationships
☐Finding people confusing/unpredictable

Further Information: Click here to enter text.


	3. (a) Routines/rituals (b) Highly focused and intense interests (c) sensory sensitivities

	☐Fixed daily routines
☐Uncomfortable with change, cope better with preparation
☐Intense interest in specific, highly focused areas of interest
☐Hyper/hyposensitive to one or more senses

Further Information: Click here to enter text.


	4. Have the above difficulties been long standing (ie since childhood or adolescence)?
   
  Yes     ☐	          No     ☐	          Don’t know     ☐


	Current Functional Difficulties

Please write what is difficult because of the issues that you have outlined above, e.g. not being able to work, go out and do the things you want to do, being socially isolated, having mental health problems that impact on daily life.


	Click here to enter text.




	Current/co-existing mental health or history of mental health
Please give information on mental health (MH), including contact with any MH services/previous treatment

	Click here to enter text.


	Please state any physical health problems and medication


	Click here to enter text.




	Risk Assessment

	Current and potential risk to self (e.g. suicide ideation/intent, self-injurious behaviour, substance misuse) and/or social risk (e.g. risk to employment/educational achievement, living arrangements)

Click here to enter text.



	Current and Potential Risk to Others (e.g. aggression/violence, abusive behaviour)

Click here to enter text.


	
Are there any other known risks to be considered?

Click here to enter text.



	
Is client aware of the referral:                                                        
 ☐  YES	☐   NO

Has the person consented to this referral                                     
☐  YES	☐   NO
or if lacks the capacity,
Has the referral been made within the person’s best interest       
☐  YES	☐   NO

Does the person need any reasonable adjustments when attending an appointment? (i.e. accessible entry to building, communication aids)                                   ☐  YES	☐   NO
Please specify:  Click here to enter text.






	Other Agencies/Professionals involved (name and contact details):

	Click here to enter text.








Please email referral to: cpg.autismdiagnosticservice@nhs.net
Postal Address: Adult Autism Service, Neurospace, Queen Street, Grimsby, DN31 1QG
To discuss referrals please contact our team on 01472 571100 (Adult Autism Service)
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