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	PLEASE RETURN TO:
MIND Professionals
1 Stow Court, 
Stow Road
Stow-Cum-Quy
Cambridgeshire
CB25 9AS
E-mail: mindpro.ndservice@nhs.net 

	Adult Autism Assessment 
Client Referral Form
	

	

	



	[bookmark: _Hlk82426764]Please note that:
MIND Professionals is a Neurodevelopmental Diagnostic Service. 
Please make a referral to your local services if your client would benefit from mental health interventions or social care support.  
Please complete all sections of the referral form. If a question is not applicable to your client, please write N/A. 




	Please tick the box to confirm the following:

	☐
	Client is over 18 years of age
	☐ 
	Client does not have an existing diagnosis of Autism Spectrum Disorder (ASD)

	[bookmark: _Hlk123823332]Patient Consent:

	☐


☐
	Please confirm that you have spoken to the patient, and or parent / carer, and they have consented to the referral and the sharing of their data with this service

Please confirm the patient has been informed that the assessment diagnosis will be automatically shared with the referring GP upon completion.


	Patient Details
	Date of referral:
	     

	Client Name:
	     
	Address:
	     

	NHS Number:
	     
	
	

	Date of Birth:
	     
	
	

	Gender:
	     
	
	

	Contact No.:
	     
	Postcode:
	     

	Email:
	     



	Accessible Information Standards

	Please specify below if the patient has additional needs related to:

	Vision
	[bookmark: Text51]     
	Speech
	     

	Hearing
	[bookmark: Text52]     
	Other communication difficulties
	     

	[bookmark: Check22]The patient, and or parent / carer, requires an:

	|_|
	Interpreter (specify language)
	     
	|_|
	Lip speaker      
	|_|
	BSL interpreter

	
	
	
	
	
	
	

	

	GP Details

	Regular GP:
	     
	GP Practice:
	     

	Contact Number:
	     
	Practice Address:
	     

	Email:
	     
	
	

	Information Required

	Please explain the purpose of the referral and how your client’s difficulties impact on their health and wellbeing.
     





	Please provide a Patient Summary from your health records, inclusive of diagnosed health conditions and current medication. 

	Patient Summary Included
	☐ Yes
	☐ No



	Has your patient completed a brief ASD Rating Scale (AQ10)?                       
	☐ Yes
	☐ No

	If yes, please can a copy of this be provided?

	
	



	Risk  
Please ask your client the following questions about their mental health and risk:

	In the past year, have they felt suicidal?    
	☐ Yes
	☐ No

	In the past year, have they self-harmed, planned or attempted suicide?
	☐ Yes
	☐ No

	In the past year, have they used any substances such as legal or illegal drugs, alcohol etc. as a means to cope?
	☐ Yes
	☐ No

	Is there any risk to others when working with this client?
	☐ Yes
	☐ No

	If you or the client have answered “Yes” to any of the above questions, please explain and detail any actions that have been taken. 
     








Thank you for taking the time to complete this Referral Form
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