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Mid Essex:  Referral form for an Autism Spectrum Disorder Assessment.
CRITERIA:

· We will accept referrals for Service Users who are aged 18 years or over identified by their GP as having a possible Autistic Spectrum Disorder (ASD);   

· We will not accept referrals if the Service User is open to either the Community Learning Disabilities Service and/or Secondary Mental Health Services.

Personal Details 
	Title
	
	DOB


	

	First Name
	
	Home Tel No.


	

	Surname
	
	Mobile Tel No.


	

	Address



	Male/Female/Other/

Prefer not to say
	
	NHS No.


	

	Is the Person younger than 18?


	YES     
	NO
	Is the person currently open to the Learning Disability Service?
	YES     
	NO
	Is the person currently open to secondary care Mental Health Service?
	YES    
	NO

	PLEASE NOTE: If the answer is YES to any of the 3 questions above then the referral is NOT suitable and the referral should be redirected to the appropriate service.  If appropriate the person can speak to the Mental Health Crisis Line by dialling 111 and pressing Option 2


	Does the person have a history of mental health problems or other neurodevelopmental conditions (including Learning Disabilities, Attention Deficit Hyperactivity Disorder, Dyspraxia etc)?
	YES 


	NO
	PLEASE NOTE: If YES please provide us with details and previous reports/letters regarding these conditions.




	Does the person have additional needs other than an ASD diagnostic assessment? (for example housing, unemployment, forensic issues etc). 
	YES 
	NO
	If YES please provide us with details




Referred by

	Date of Referral


	

	GP Name

	
	GP Telephone Number
	

	GP Surgery
	
	GP  Address

Postcode
	


Additional Information
In order to consider the referral we need more information, without which we will NOT be able to consider the referral.   We need:
	AQ10
	Enter score here ……………
	If the person scores more than 6 out of 10, referring them for a specialist diagnostic assessment is indicated.   


	Additional Information Questionnaire 
	Additional Information Questionnaire attached and send us a copy of it with this Referral Form.  


The following documentation need to be emailed to the relevant Independent Funding Review (IFR) 

1. The referral form;

2. The AQ10 form
3. The Additional Information Questionnaire 
4. Any Relevant reports and letters regarding existing conditions or previous assessments that you feel would help us screen the referral and complete the assessment.
Mid Essex IFR email:  bbccg.mseccg-funding@nhs.net      
The Independent Funding Review will then: 
· Consider whether the referral meets the eligibility criteria, if the referral does not meet the eligibility criteria, they will inform the GP. 
· If the referral meets the eligibility criteria, they will forward the referral for Autism Spectrum Disorder Assessment
The incumbent provider will then:
· Consider the additional information provided
· Inform your GP and yourself of the subsequent steps in the assessment process. 

Please see the Referral Process attached that can be shared with the person seeking an assessment.
THANK YOU FOR COMPLETING THIS REFERRAL FORM
Additional Information Questionnaire 
*This questionnaire can be completed by the person referred or the GP requesting the referral.*
In order to consider the referral it will be helpful to provide us with some brief examples of the person’s difficulties. Please answer the questions below. Examples and prompts are provided if required. 

Name of person being referred: 

Date of Birth: 

Name of person completing the questionnaire: 

Date of completion: 

	Describe how you are in social situations such as a party, meeting up with friends, at social gatherings, family events etc? (For example how do you behave, react or respond in these social situations, do you react in unusual ways, struggling to ‘chit chat’ or to have conversations, being seen as too honest, lacking judgement etc? What would you do if someone starts a conversation with? How would you respond to them? How would you react if someone familiar/unfamiliar is approaching you? etc)  


	

	Tell us more about your friendships and other relationships and difficulties you may have with relationships? (For example do you have any friends or family members that you are in regular contact with? Can you  describe difficulties such as conflict, regular misunderstandings with friends, family relationships, work colleagues, intimate relationships, being bullied, complaints at work etc )

	

	Tell us more about your interests, hobbies? (For example collections, interest in particular topics) 


	

	Do you have any unusual/ particular routines or habits that you engage in daily? (This may include rigid routines, rituals, insisting on doing things in a certain order or in a particular way, difficulties with change, or peculiar/particular ways of doing certain activities at home or at work).  


	

	When did the difficulties you describe start? (For example childhood, adolescence, adulthood)


	

	What are your expectations following the assessment/diagnosis? (For example will you get additional support, how will your home life, work, college, financial situation, mental health improve if you had certainty about the diagnosis). 


	


Once completed 
· Please return the questionnaire to the GP
· The GP needs to send  a copy of this Questionnaire with the AQ10 and the Referral Form to the Independent Funding Review.  Without the Questionnaire and the AQ10 we will not be able to consider the referral 

THANK YOU FOR COMPLETING THIS QUESTIONNAIRE. 
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