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Adult Autism Referral Form 


	Consent

	Has the patient consented to this referral?

	Yes ☐            No ☐  

	Has the patient been informed a referral has been made for a diagnostic assessment?

	Yes ☐            No ☐  

	Does the patient consent for us to share information about this referral with any other person?
	Yes ☐            No ☐  

	If yes, please provide their details below:

	






	Inclusion criteria for ASD assessment

	We are only able to accept referrals that meet the following criteria:

· Aged 16+ in Birmingham and 18+ in Solihull

· Registered to a GP in Birmingham or Solihull as defined by BSol criteria

· AQ10 score of 6 or above.  Referrals below this score will not be processed

· Features indicative of Autism Spectrum Disorder in accordance with ICD-11/DSM-5 criteria

· Characteristics of ASD or concerns have been present from childhood

· No existing diagnosis of significant learning disability

· Our service is a diagnostic service only; therefore, we cannot provide support regarding medication, prescribe or review medication requests. If an ADHD referral is required, please make this to the appropriate provider.


	Please email your completed referral form, as well as the completed and scored AQ-10 form, to the single point of access at AdultASDConnect@stah.org

We kindly ask that referring professionals avoid handwritten referrals, where possible.




	Patient contact details
It is important that the referral team is notified immediately of any change in contact details. 
Failure to do so may result in a closed case.   

	Patient’s title: (Mr/Ms/Miss/Mrs/Dr)
	

	Patient’s full name:
	

	Gender:
	

	Ethnicity:
	

	Date of birth:
	
	NHS Number:
	

	Patient Address: 
(please include post code in full)
	

	Mobile number:
	

	Landline number:
	

	Email address:
(If the patient does not have an email address, please advise the reason)
	

	Does the patient have access to suitable technology? 
(laptop or large tablet; please note mobile phones are not suitable for the observation)
	Yes ☐             No ☐       

	Does the patient have access to the internet?
	Yes ☐             No ☐           

	Does the patient require a BSL interpreter or a language interpreter?
	Yes ☐             No ☐           



	Referrer Details 
It is important that the patient reports any change in GP to the referral team.
Failure to do so may result in a closed case.

	Name of professional making the referral:
	

	Role:

	

	Organisation:

	

	Referral Date:
(If a referral has been made previously for ASD assessment, please contact us to check, as a new referral is not necessary) 
	

	Name of GP Surgery:

	

	Address:

	

	GP Practice: 
	Birmingham GP          ☐    

Solihull GP                  ☐    

	GP practice generic email address 
(Please do not include your personal email address):
	
	Practice Code:
	




	Referral for Autism Assessment


	Consider the ICD-11 criteria when providing evidence.
Please provide a summary of features and difficulties, what challenges does the patient face? What impact do these difficulties or differences have upon the individual’s life?










	Have these difficulties been present since early childhood?
	Yes   ☐        No   ☐       Unknown ☐

	Have the difficulties noted in this referral been recognised by any of the following:


	Family Members		☐
Friends		            	☐ 
Work/Employers		☐ 
School/Education Provider	☐ 
Unknown			☐ 

	Does the patient have a diagnosis regarding their mental health:

	Yes   ☐       No ☐

	If yes, please provide further information below:

	



	Does the patient have a known disability or co-occurring condition(s)?
	Yes   ☐       No  ☐

	If yes, please provide further information below:

	




	Does the patient have a learning difficulty or learning disability?
	Yes  ☐        No  ☐

	If yes, please provide further information below:

	


	Please provide details regarding any adjustments required to the patient’s education, work or day-to-day life (e.g. special school (SEN), Educational Health Care Plan (EHCP), support with accessing the community)
	




	Risks

	Are there any known risk issues identified (that might be relevant to this assessment)?

	






	Checklist

	
Referral Form enclosed        ☐
AQ10 enclosed          ☐
AQ10 Score:  ____

(The referral will not be accepted if the total score is not provided) 




Please email ALL the required completed documentation to: AdultASDConnect@stah.org
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