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REFERRAL FORM

It is very important that you complete all sections and return this form to:

Janice Weale

Central Allocation

Specialist Autism Services

Queen Anne Chambers,

41-43 Sunbridge Road,

Bradford BD1 2AS

Email janice.weale@specialist autismservices.org
Tel: 01274 778888

SPECIALIST AUTISM SERVICES has sites in Bradford, Leeds, Huddersfield, York, and Harrogate. If you require any information please contact:
Bradford:





Leeds:
Janet Bean/Janine Brazil


          Linda Langstaff/ Mickela Lee
Queen Anne Chambers,



193-197 Dewsbury Road
41-43 Sunbridge Road,



LEEDS LS11 5EG 

BRADFORD





Tel: 0113 2775656 
BD1 2AS





Email info@specialistautismservices.org 
Tel: 01274 789789

Email info@specialistautismservices.org
Huddersfield: 




York:

Linda Langstaff/ Helen Hall



Mickela Lee 

3-13 Lord Street 




Millers Yard

HUDDERSFIELD




Gillygate

HD1 1QA 





YORK

Tel: 07528783466/ 0113 2775656

YO31 7EB

Email info@specialistautismservices.org
           Tel: 07912225403/0113 2775656







Email mickela.lee@specialsitautsimservices.org
Harrogate:






Mickela Lee





 

St Roberts Centre






Roberts Street






HARROGATE






HG1 1HP







Tel: 07912225403/ 0113 2775656
         
Email mickela.lee@specialsitautsimservices.org
 1) Personal details of person being referred 
Name

___________________________________________________
Date of birth 
___________________________________________________
Religion 
___________________________________________________
Address 
___________________________________________________
___________________________________________________
Post Code 
____________________________________________________

Tel No (Home)______________________
Mobile ______________________


Emergency Contact Details

(please provide details of the person that can be contacted in case of emergency)


Name of the Person
_______________________________________________
Telephone Numbers:

(Home) _________________________(Work) ________________________

Mobile ___________________________________________________________
2) G.P. DETAILS

Name

 _____________________________________________________

Address
_____________________________________________________



_____________________________________________________

Post Code 
 ____________________


Tel No 
____________________
3) Does the person being referred have a diagnosis of Autism and/or Asperger’s Syndrome?  (Please tick the box as appropriate)
YES 

NO 

4) If yes, who gave the diagnosis and what are the exact details? Please enclose a copy of the diagnosis report and any supporting information. 
_________________________________________________________________
_________________________________________________________________
5) Please give details of any activities, placements, voluntary work or paid employment that the person been referred is doing at the present? 

	
	MORNING

	AFTERNOON
	EVENING

	MONDAY


	
	
	

	TUESDAY


	
	
	

	WEDNESDAY


	
	
	

	THURSDAY


	
	
	

	FRIDAY


	
	
	


6) Does the person being referred exhibit challenging/difficult behaviours or is at risk to self and to others?

YES 

NO 


7) Are there any incidents of which we should be aware of that may have caused any upset /distress to the member?

YES

NO 


8) Does the person been referred have a medical condition or allergies?
	If YES, please specify



9) Is the person been referred on any prescribed medication? 

YES

NO 


10) Does the member have any sensory needs?
YES

NO 

	If YES, please specify



11) Does the member have specific diet requirements? 

YES

NO 


12) Can the member travel independently to Specialist Autism Services? 

YES

NO 

If NOT, please give details of transport including name and telephone number of taxi service.  (Please note that the referrer needs to arrange transport.)
13) Are there other details/ information regarding this member, which are important for us to know? 

YES

NO 


14)  It is very important to enclose any recent risk assessment, plus any previous assessments and reports which may be of relevance. This information will be used to ensure the service we provide fully meets the needs of the person being referred and will be kept confidential in accordance with the Data Protection Act  
Please list documentation enclosed:

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________
___________________________________________________________________________
15) Specialist Autism Services has a structured daily attendance fee based upon the individual needs of the member.  Invoices will be submitted on a monthly basis.  Please provide details of who to contact regarding payment:

Name

_____________________________________________________

Address
_____________________________________________________

  _____________________________________________________ 
 Post Code 
_____________________________________________________
 Tel No.
________________________________

16) Referrer’s details:

Name

_____________________________________________________

Address
_____________________________________________________



_____________________________________________________

Post Code 
_____________________________________________________

Tel No 
________________________________



____________________________________
_______________________

REFERRER’S SIGNATURE



DATE
Specialist Autism Services is committed to pursuing equality of opportunity. This means that we treat all referrals fairly; monitoring our referral process is one way of helping to ensure that there is no discrimination and that we can ensure we best meet the member’s needs.
To do this, we need to know about the individual’s communication skills, there use of imagination and how they socially interact. As well as there ethic origin and personal details of members being referred and would like you to complete the questionnaire below.
The information you give us will be treated as confidential, and will only be used for monitoring an individual’s progress, our polices and statistics. 

It is important that we are able to assess the areas of development within the triad of impairment, please tick the appropriate boxes from the list below
	Social Interaction

	
	Needs to Develop
	Maintaining

With 

Support
	Independently

Achieving

	Forming Relationships
	
	
	

	Reciprocal Social Interaction
	
	
	

	Understanding Boundaries
	
	
	

	Maintains Eye Contact
	
	
	

	Offering Assistance
	
	
	

	Response to praise/Criticism
	
	
	

	Behaves According to Context
	
	
	

	Ability to Compromise
	
	
	


	Use Of Imagination

	
	Needs to 
Develop
	Maintaining

With Support
	Independently

Achieving 

	Empathy
	
	
	

	Making Choices
	
	
	

	Transference of Skills
	
	
	

	Dealing with change
	
	
	

	Dealing with the Unexpected
	
	
	

	Planning Future Activities
	
	
	

	Appreciating Others Viewpoint
	
	
	

	Awareness of Consequences
	
	
	

	Sense of Humour
	
	
	

	Recognition of Right & Wrong
	
	
	


	Communication Skills

	
	Needs to 
Develop
	Maintaining

With Support
	Independently

Achieving

	Initiating Conversation
	
	
	

	Maintaining Conversation
	
	
	

	Turn Taking
	
	
	

	Variation in Conversation
	
	
	

	Responds to Instructions
	
	
	

	Responds to Series of instructions
	
	
	

	Responds to NVC’s
	
	
	

	Literal Interpretation of Language
	
	
	

	Volume & Tonal Qualities
	
	
	

	Speed of Information Processing
	
	
	


HOME ENVIRONMENT

Lives Independently


Lives with carers


Shared Care


Live in a Care Home


Live in Supported Accommodation (full time staff)


Live in Supported Accommodation (part time staff)


Homeless


Other

If others please state ____________________________
MARITAL STATUS
       Married
Single
           Widowed
Separated  
   Divorced


ETHNIC ORIGIN
White





Black or Black British


 British




          Black Caribbean



 Irish




          Black African


Any other White background 

          Any other Black background
Asian or Asian British



Mixed


 Indian




          White & Black Caribbean



 Pakistani



                       White & Black African



Bangladeshi                                                       White & Asian

         Any other Asian background 

          Any other Black background

Other ethnic groups
         Chinese

          Middle Eastern

          East European

SEXUAL ORIENTATION
       Celibate
    Homosexual      Transsexual         Bisexual            Heterosexual 
Specialist Autism Services

Community Interest Company Registration No. 07030897
If YES, please describe

















If YES, please specify








If YES, please specify name, dosage and method of administration





If YES, please specify





If YES, please describe














