[image: ]

Autism and ADHD Diagnosis
Pre-Assessment Information

We are asking for brief information for us to see that an Autism and / or ADHD assessment would be appropriate for you (or for your child / family member) at the present time.  

This form also asks for information of health conditions or other needs our clinical team should be aware of at this stage. 

We would need this information, to book your assessment appointments. 

This is not part of the diagnostic assessment, and it is likely that you will have much more information to give. You will have full opportunity to provide this information during the assessment process, if you wish to proceed. 

	Client Details (person who requires assessment)

	Client Name
	Click or tap here to enter text.
	Email Address
	Click or tap here to enter text.
	Date of Birth
	Click or tap here to enter text.
	Contact Number
	Click or tap here to enter text.
	Address
	Click or tap here to enter text.
	Post Code
	Click or tap here to enter text.
	Lives in:
	Own Home  ☐   Residential Home ☐    Family Home  ☐   Other ☐   

	Lives with:
	Partner ☐   Friends ☐   Family ☐   Carer ☐    Other ☐   

	Age Group:
	Toddler ☐   Child ☐     Young Person ☐     Adult ☐   

	Is a developmental history informant available for the assessment?
	Yes ☐   No ☐   

	Assessment Required 
	Autism ☐          ADHD ☐             Combined Autism and ADHD ☐ 
Other Click or tap here to enter text.



	Referrer Details (if not person who requires assessment)

	Enquirer Name
	Click or tap here to enter text.
	Email Address
	Click or tap here to enter text.
	Address
	Click or tap here to enter text.
	Post Code
	Click or tap here to enter text.
	Contact Number
	Click or tap here to enter text.
	Relationship to person requiring assessment
	Click or tap here to enter text.


	Is the Client on an NHS waiting list for Autism assessment?
	Yes ☐   No ☐   

	Is the Client on an NHS waiting list for an ADHD assessment?
	Yes ☐   No ☐   

	Does the Client have any other mental or physical health conditions? 
	Yes ☐   No ☐   

	Does the Client take any medication?
	Yes ☐   No ☐   

	If the answer is Yes to any of the above, please provide brief information:
Click or tap here to enter text.





	What difficulties are you/ the client currently experiencing and how do these affect your life?  
Click or tap here to enter text.






	What difficulties make you think you/ the client might have Autism and / or ADHD?
Click or tap here to enter text.






	Please tell us briefly about your/ client’s educational history. Did you/ they require extra support? Did you/they have any difficulties at school? Were there any concerns about your/their behaviour at school?
Click or tap here to enter text.






	Tell us briefly about your/their work history including your present job (if employed): Have you/they had any difficulties at work?  Reasons for leaving jobs?
Click or tap here to enter text.






	Where do you/they live and with whom?
Click or tap here to enter text.






	How would you/they describe your/their mood on an average day?
Click or tap here to enter text.






	Have you ever been diagnosed with any of the following (please tick box)?
	· Depression
	Yes ☐   No ☐

	· Anxiety
	Yes ☐   No ☐

	· Psychosis/Schizophrenia
	Yes ☐   No ☐

	· Bipolar Disorder
	Yes ☐   No ☐

	· Obsessive Compulsive Disorder
	Yes ☐   No ☐

	· Eating Disorder or Body Dysmorphia
	Yes ☐   No ☐

	· Personality Disorder
	Yes ☐   No ☐

	· Post-Traumatic Stress Disorder
	Yes ☐   No ☐




	Have you/they ever been diagnosed with any other mental health condition?  
Click or tap here to enter text.






	Have you/they ever experienced any significant physical illnesses?
Click or tap here to enter text.





	Do you/they have a previous diagnosis of Autism, ADHD, Dyslexia, or Dyspraxia? If so, when was this made?
Click or tap here to enter text.






	Do you/they currently have thoughts of self-harm or ending your life?                                  Yes ☐   No ☐
Have you/they ever (in the past) had any thoughts of self-harm or ending your life?             Yes ☐   No ☐
If yes to either question, have you/they ever acted on these thoughts?                                  Yes ☐   No ☐
Are you/they at risk of harm from other people?      		          	                                      Yes ☐   No ☐                                                              

If yes to any of the above questions, please give further details.
Click or tap here to enter text.


	Are there any special requirements (sensory or physical needs) that our team should take into consideration for the Client’s assessment? 
Click or tap here to enter text.






	Is there any information that you would like the clinical team to review and consider during the assessment process, such as SEN reports, school reports, social work reports/letters and/or occupational therapy, speech and language therapy, or psychological assessment reports.


*Information should be provided as soon as possible following confirmation of assessment appointments. 

	Did you/they have any speech and language difficulties as a child? If so, please provide details:
Click or tap here to enter text.





	Did you/they have any difficulties with social interactions with peers or adults as a child? Please describe:
Click or tap here to enter text.





	Did you/they have any interests that other children or adults thought were unusual?
Click or tap here to enter text.






	Did you/they tend to do things repetitively? E.g., tics/mannerisms, collecting things.
Click or tap here to enter text.






	Did you/they like to stick to routines for things? How would you/they react to plans changing?
Click or tap here to enter text.





	Did you/they have any difficulties with certain sensations or stimuli? If so, please provide details:
Click or tap here to enter text.





	Do you/they know how to respond to people that might need emotional support?
Click or tap here to enter text.





	Do you/they have any difficulties meeting new people?
Click or tap here to enter text.





	Do you/they have an intense or unusual interests?
Click or tap here to enter text.





	Do you/they have routines or rituals that you like to keep to? How do you/they respond to changes to routine?
Click or tap here to enter text.




	Do you/they have any sensory sensitivities?
Click or tap here to enter text.






	Please tell us anything about your/their family you/they think might be relevant (e.g., if you/they were fostered, adopted, if important people have passed away):
Click or tap here to enter text.





	Have any members of your family been diagnosed with neurodevelopmental conditions, e.g., Autism, ADHD, Learning disability, dyslexia, dyspraxia
Click or tap here to enter text.





	Are there any specific cultural or personal preferences you/they wish to inform of?
e.g. sex/gender of assessing clinician, interpreters needed etc.
Click or tap here to enter text.








Thank you for taking the time to complete this form.

Please return it to autism@mindprofessionals.com
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