
[image: image1.jpg]NHS

Cumbria, Northumberland,
Tyne and Wear

NHS Foundation Trust




 Adult Autism Assessment Service 

Referral Form 

	Please indicate the specific area the referral relates to (please circle).

Complete all the sections unless indicated otherwise.

	Routine referral
	Urgent Referral

	Is there a timescale that impacts this referral (eg a court date) ? please give details below:       

	


Part A
	Personal details of the person for whom the referral applies to:

	Mr/Mrs/Miss/Ms


	
	Date of Birth
	

	Surname


	
	First Name
	

	NHS Number


	

	Home Address:

Post Code
	

	Telephone Number
	
	Marital status 
	Single              Married   

Divorced         Other

	Type of residence


	Own Home


	Family Home
	Residential care

	
	Other


	Name of care provider (if applicable)



	Religion / First Language
	 Interpreter Required?  Yes       No
Ethnicity: 


	Open to Rio?


	Yes
	No
	Rio Number 
	

	Gender


	Male
	Female
	Not aligned
	Other 

	Any additional info e.g how the person likes to be referred.
Parent/carer name


	

	Address:

(if different)


	

	GP Name

Address:

Telephone number:
	

	Name and contact details of referrer:

	Name
	
	Telephone:
	

	Address:

Postcode
	

	Email address:
	

	Role and relationship with the person for whom the referral is being made:

	

	Reason for referral:

Include the reason why the request is being made at this time. Please comment on;
- Difficulties with social interactions and relationships

-Intense interests 

-Repetitive behaviours or routines 

-Difficulties with change

- Sensory differences


	

	Is there any legal status which applies to this person?

e.g Mental health act, MAPPA

	YES / NO

If yes please give details:

	Please tick any of the following services which are currently involved with the person or have been in the past:

	
	  Past           Current
	
	   Past          Current

	Mental Health Services
	
	
	Day Services
	
	

	Psychiatry
	
	
	Short Break Services
	
	

	Psychology
	
	
	Advocacy
	
	

	Physiotherapy
	
	
	Speech and Language Therapy
	
	

	Occupational Therapy
	
	
	Children’s Services
	
	

	Other (s)
	
	
	Voluntary/Private Care Provider
	
	

	Please give details:


	CPA Status


	

	
	CPA Coordinator/

Lead Professional
	


	Please give details of any other people in the person’s life who may be useful for us to contact e.g. other family members/ main carer/ day placement/other professionals

	Name
	Relationship
	Address
	Telephone No.

	
	
	
	

	
	
	
	

	
	
	
	

	Diagnosis:

Does the person have a learning disability?
	Yes 
	No 
	Not known

	
	
	
	

	
	If yes please give details as to how this is known:



	If the person has a learning disability, Is there a professional who could provide joint assessment 


	Yes
	No
	Details

	Is there a diagnosis of autism, ASD?
	Yes
	No
	Not known

	
	If yes please give details as to how this is known:



	Current physical and mental health: 



	Please give details of any physical and mental health concerns, and relevant interventions at this time. If there are several problems, please note them in order of priority.
Please note any other diagnosis.
	


	Have there been any previous admissions to Learning Disability or Mental Health inpatient services? 


	Yes/No
If yes please give details




Part B
	Does the person present a risk to the safety of people working with them, either in the past or at present?
	Yes 
	No 
	Not known

	Does the person present with a risk to the safety of others, either in the past or at present?


	Yes
	No
	Not known

	Does the person present a risk to their own safety and wellbeing, either in the past or at present?


	Yes 
	No 
	Not known

	Does the person live with or have contact with any other person(s) who are known to present a risk to the safety of workers or others?
	Yes 
	No
	 Not known

	If you have answered yes to any of the above please give details of risk and risk management strategies or attach relevant documents:




	Risk: Please give details of any other risks applicable to this referral:



	


Part C
	Does the person find it difficult to attend appointments? Please note the difficulties and adjustments that could be made to support them.
(e.g will not access unfamiliar places due to anxiety, appointment to be made at GPs)

	

	Would the person be willing to attend a cancellation appointment at short notice?

(if yes, the person will be placed on a cancellation list, there is not a guarantee of a quicker appointment)


	Yes
	No


Part D
	Does the person have capacity to consent to this referral?
	Yes 
	No
	If they have capacity, have they consented to this referral?
	Yes 
	No

	Does the person have access to advocacy services?
	Yes 
	No
	
	


	Please detail your preferred outcome and expectations from this referral:



	

	Signature of person making the referral
	
	Date of referral:
	

	Print name and role of referrer
	

	For completion by the person being referred : consent to share information with other agencies

	Consent to seek and give information

To help us assess your needs, we may need to ask for and share information with other agencies. Please sign if you agree that we can do this. 

Exceptions

There may be some agencies that you do not want us to contact or share information with. Please list them opposite


	I give my consent to share information with other agencies except those listed below:

Agencies I do not wish to share information with:

Signed ......................................................

(If client is unable to sign please indicate)

Date ............................


	Please return the completed form to:

Forms may be returned to the referrer if all relevant sections are not completed
	Autism Diagnostic Service

Adult Neurodevelopmental Service
Specialist Services
Keegan Court

Grassbanks

Gateshead

Tyne and Wear

NE10 8DX

Tel no: 0191 2876250

Fax no: 0191 2876251
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	Date:
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	Date:

	Outcome of referral discussion
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	Date:
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