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REFERRAL FORM: 
ADULT AUTISM DIAGNOSTIC SERVICE 
(Bedfordshire, Luton & Milton Keynes)

 We provide autism assessment for adults (18+ years), who think they may be (undiagnosed) Autistic and who have a registered GP in Bedfordshire, Luton and Milton Keynes.

 Please see our website for more information about our service including current waiting times.

https://www.elft.nhs.uk/adult-autism-diagnostic-services





If you require any support in completing this form, please contact the following services: 
Autism Beds for Bedfordshire & Luton
https://www.autismbedfordshire.net/
Phone number: 01234 214871

 Talkback for Milton Keynes
https://talkback-uk.com/
Phone number: 01494 434448
Or

The Adult Autism Diagnostic Service directly:

 📞   01234 310593
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	1. Details of person being referred (Print clearly: Use CAPITALS to identify client. Etc. state none or n/a as appropriate)

	Name: 

	Preferred Name:

	NHS No: 

	D.O.B:

	Address (inc. postcode): 




	Gender Identity and preferred pronouns:

	Religion:
	Ethnicity:

	Armed forces/ Veteran Status :
	Marital Status:

	Accommodation
	· Homeowner
· Private rented
· Council/housing association 
· Family home
· Residential/ supported living
· Homeless/ unstable housing/ sofa surfing

	Employment/ Education
	· Full Time Employment
· Part time employment
· Student
· Self-employed
· Unemployed
· Volunteer
· Full/part time carer

	Phone No: 

Email address:
	Interpreter Required: 
Yes  ☐          No    ☐
If yes please state language:

	Do you identify as transgender or non-binary?

Yes ☐                           No ☐          
	Are you or have you been a Looked After Child in the last 5 years? (e.g. Foster care)

	Best or preferred way(s) of contacting person referred (Please tick to confirm): 
	· Phone
· Text
· Email
· Letter
· Indirect contact via a preferred person (see below)

	2. Contacts- Details of person / people you are happy for us to liaise with:

	Name:

	Name:


	Relationship to person

	Relationship to person

	Address (if different from above):

	Address (if different from above):


	Phone number
	Phone number

	Email

	Email


	3. CONSENT: You MUST ensure that the individual being referred is aware & in agreement for this. If you are completing this for yourself, we assume that you are consenting. 

	(1) Does the above-named person understand why they are being referred?         Yes☐ / No ☐                            

(2) Is the person able to remember the reason for the referral and repeat it back to you?   
   Yes   ☐ / No  ☐                            
	(3) Does the person agree to this referral being made?  
   Yes  ☐ / No ☐                              

(4) If the answer is “No” to any of these questions, have you had a Best Interests discussion (as per Mental Capacity Act 2005) with nearest relative/carer? 
Best Interest Discussion:  Yes  ☐ / No  ☐                           
Date of discussion:

	Does the person consent to having their information shared back with their GP surgery?  Yes  ☐ / No  ☐
If “Yes”, then no further information governance documentation is required to cover the transfer of patient data from ELFT to GP surgeries.

Link to ‘Your Records and You’ leaflet:  
https://www.elft.nhs.uk/sites/default/files/2022-01/Your%20Records%20and%20You.pdf 



	4. GP Details

	Name:


	Address:

	Telephone No:

	

	Email Address:

	



	5. Any established health conditions or diagnoses (tick any that apply & provide details, or state none or n/a).

	Learning Disability
	
	

	ADHD
	
	

	Dyslexia/Dyspraxia
	
	

	Anxiety, Depression or other Mental health
	
	

	Physical health
	
	

	Other
	
	

	
	
	

	6. Details of services involved- (Any involvement of other professionals, e.g. secondary Mental Health or physical healthcare service, Talking Therapies/Counselling, Social Services or Criminal Justice.) Write N/A if none.

	Current input 
	Past input

	












	









	7. Risk factors

	
We are an Autism diagnostic service only.
We are not able to provide therapeutic support or manage risk whilst you/the individual referred is waiting for an appointment with our service.

If you/the individual being referred have significant physical or mental health issues, or social support needs, these should be managed by other appropriate local services/professionals. We are asking about these to ensure you/ the person can be signposted to the appropriate service.


This information is essential for us to process this referral. If there are concerns in any of these areas, please give details including what support is currently in place & what professionals/services are involved.
DO NOT LEAVE BOXES BLANK – IF NO CONCERNS, THEN WRITE “NONE” or N/A

Note – Services involved could include Mental Health, Talking Therapies, Social Services, Criminal Justice, Safeguarding, other specialist clinical/medical services


	Risk Category
	Current risk/services involved:
	Historical risk/services involved:

	Harm to self – this could include deliberate self-harm or self-injurious harm such as headbanging. Plans to end life
	




	

	Harm/aggression to others – verbal, physical, psychological, domestic violence or aggression to staff. 

	
	

	Self-neglect -e.g. not meeting own basic needs such as nutrition, hygiene, physical health, hoarding,

	





	

	Vulnerability e.g. to exploitation from others, cuckooing etc.

	




	

	Drug/alcohol misuse or dependence

	




	

	Previous convictions or contact with police
	




	

	 Homelessness or threat of becoming homeless
	




	

	 Current/ ongoing/ last 6 months significant life events-i.e. Employment/Education struggles, bereavement, etc
	
	

	Mental health inpatient admissions (frequency/ dates)
	



	




	8. General background and reasons for referral  

	






















	9. Differences in social communication and social interaction
For example: Language that is considered ‘age appropriate’, situationally non-speaking, literal use of language, masking/camouflaging. 

Please give examples in both current and childhood sections below.  If no examples are given the referral will not be accepted.  

Please use separate page if needed. 


	Current examples:












Childhood examples; if this is not possible, please specify why?













	    10. Unchanging behaviour thoughts or ideas
e.g. self-stimulating behaviours and repeating patterns/routines. Intense interests. 

Please give examples in both current and childhood sections below.  If no examples are given the referral will not be accepted.  

Please use separate page if needed. 


	Current examples:










Childhood examples; if this is not possible, please specify why?









	   11. Sensory processing 
This could include hyper- or hyposensitivity to sensory input e.g. sight, smell, touch, taste or textures of foods or clothes, pain, hunger, clumsiness and co-ordination. 

Please give examples in both current and childhood sections below.  If no examples are given the referral will not be accepted. 
 
Please use separate page if needed. 


	Current examples:








Childhood examples; if this is not possible, please specify why?














	   12. Referrer details:

	Have you self-referred?  Yes / No
	
Address: 








	Name of referrer, profession & relationship to patient:




	Address: 








	Telephone No:


Email Address:


	






Referrals which are not fully completed will be declined. 
Before submitting a referral, please check you have completed all twelve sections:

	No
	Title
	completed

	1
	Person details
	

	2
	Contacts
	

	3
	Consent 
	

	4
	GP details
	

	5
	Health conditions
	

	6
	Services involved
	

	7
	Risk factors 
	

	8
	General background – reason for referral 
	

	9
	Differences in social communication (Examples are essential)
	

	10
	Unchanging behaviours or ideas (Examples are essential)
	

	11
	Sensory processing (Examples are essential)
	

	12
	[bookmark: _GoBack]Referrer (for non-self-referrals)
	



PLEASE SEND COMPLETED FORMS TO THE ADULT AUTISM DIAGNOSTIC TEAM VIA EMAIL OR POST 
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