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Leeds Autism Diagnostic Service referral form
	ALL parts of this referral form should be fully completed to be considered by the service for an initial assessment. Please answer all questions or your referral will be declined. If a question does not apply to you, please put ‘N/A’. Please return the completed form to referral.lypft@nhs.net or by post to:- SPA, The Becklin Centre, Alma Street, Leeds, LS9 7BE
For the service to accept a referral the following criteria must be met:- 
1 – Be aged 18 or above 
2 – Fully consent to the referral 
3 – Have not received a previous diagnosis of autism
4 – Be registered with a Leeds GP

PLEASE NOTE: If there is a mental health or substance misuse problem which is currently so unstable it may affect the autism assessment, please contact us to discuss before sending the referral, on 0113 855 0712.   


	


	REFERRAL DETAILS

	DATE OF REFERRAL
	01/01/2022

	TYPE OF REFERRAL
	☐Professional referral (please detail below)             ☐Self-referral      

	REFERRER DETAILS 
	Name Dr William Jones
Profession GP
Address GP Practice Medical Centre, Ayton, LS10 7NK
Contact Number/Email 0113 865 4321 / Wjones2312@nhs.net

	SURNAME
	Smith


	FORENAME
	John

	TITLE
	Mr

	ADDRESS INC TOWN, COUNTY & POSTCODE
	18 Anyplace Road

Anyton

Leeds

LS10 4BS

	EMAIL ADDRESS
	j.smith@someemail.com

	TELEPHONE NUMBER
	Mobile: 07712346578
Landline: 0113 812 3456

	DATE OF BIRTH
	16/05/1987

	NHS NUMBER
	12345678910

	GENDER
	☐Male             

☐Female            

☐Non-binary             

☐Prefer to self-describe  ……………..........................................
	Is your gender identity the same as your assigned gender at birth?

☐Yes              

☐No                   

☐Prefer not to say            

	MARITAL STATUS
	Single

	ETHNICITY
	White British

	IS AN INTERPRETER REQUIRED
	☐Yes                   ☐No

If yes, please specify preferred language ……………………………………………..

	EMPLOYMENT STATUS
	Student

	VETERAN STATUS
	Tick here if you have ever served in the UK armed forces:   ☐

	CONSENT
	Does the service user fully consent to the referral?
☐Yes   ☐No (Please obtain consent - referrals are not accepted into the service if full consent is not given)

	If you want us to contact anyone on your behalf (e.g. partner, parent) when arranging an initial appointment please provide their name and contact details: 

Mrs Beverley Smith (07771918340 - 0113 812 3456)

18 Anyplace Road

Anyton

LS10 4BS



	GP DETAILS

	NAME
	Dr William Jones

	ADDRESS INC TOWN, COUNTY & POSTCODE
	GP Practice Medical Centre
Ayton

LS10 7NK

	TELEPHONE NUMBER
	0113 865 4321

	E-MAIL
	Wjones2312@nhs.net


	REFERRAL DETAILS: all information listed below is required for the service to assess the appropriateness of the referral. 


	a) Please outline the reason for the referral.  If you have had a referral to us declined in the past, what has changed since?

	John states he has always struggled throughout life with social interaction and isolates himself. He has daily social problems that are impacting on how he functions in life. John struggles to fit in with people and described his friends as people whom he has met up with through other people but he does not regard as them as his close friends. He feels different to other people and thinks that he might have autism.



	b) Social Interaction: Please provide examples of current and childhood difficulties and how these cause(d) problems in day-to-day life: e.g. difficulty making and maintaining friends, difficulty understanding social situations, inappropriate social behaviour such as ‘saying the wrong thing’

	Childhood:

He remembers that he did not like talking to other children. He kept to himself rather than spend it with other people. He said he found school very hard as it was not always easy for him to fit in with others and maintain friendships. He only had one friend at school and found it difficult to make any friends. He says he was always alone in the playground or preferred to go to the library. 
Current: 

He does not see his friends as close friends and does not go out much, and prefers to stay in the house. He does not like chatting with people and says that there is no point. He can’t start a conversation when there isn’t any meaning to it. He works at a call centre and the job is good for him because he does not have to deal with meeting people. 


	c) Social Communication: Please provide examples of current and childhood difficulties and how these cause(d) problems in day-to-day life: e.g. eye contact, use of gestures, unusual speech (such as monotone voice)

	Childhood:

His eye contact is not very good and he is monotonous in his voice. People have told him that he doesn’t know when to stop talking.
Current: 

Steven said he takes things literally depending on the joke. He can misunderstand them and take jokes personally.  He does not understand what people means sometimes and gets confused when they say one thing and mean something else.


	d) Restricted and Repetitive behaviours: Please provide examples of current and childhood difficulties and how these cause(d) problems in day-to-day life: e.g. rigid routines, resistant to change, intense interests, literal thinking

	Childhood:

He remembers being very picky with his food and lined his toy cars up in lines. He liked playing with trains and watched them going round and round the track for hours.
John said he has a strong interest in Warhammer and has collected figurines since he was about 11 years old. He said he has over 1000 figures now. He likes keeping them in boxes and properly arranged.
He struggled with high school because it was hard for him to keep up with changing lesson, sessions and teachers. 
Current: 

Whenever I have seen him in surgery, he has listed things in a formal way and in a lot of detail. It is very difficult to interrupt him when he is speaking.
John told me that he is very knowledgeable about Star Wars. He can remember all the films in chronological order and all the characters in a very detailed manner. He does things by the clock and gets very worked up and anxious if he is late for anything.

	e) Sensory Issues: Please provide examples of current and childhood difficulties and how these cause(d) problems in day-to-day life: e.g. over or under sensitivity to touch, light, smell, taste, noise or pain.

	Childhood:

John got upset with lights in the house, and did not like it when it was too bright.

Current: 

He is still sensitive to lights, and he tells me he has to wear sunglasses a lot because bright lights hurt his eyes.

	f) Can written information be provided from childhood to help support the assessment process e.g. school reports, mental health service reports etc. 

	☐ Yes 
☐  No

If yes, what is available…………………………………………………………………………………………………….


	g) Please provide information about any current or previous physical and mental health diagnosis and details of current medication (or attach GP summary care record.)

	John has a diagnosis of diet-controlled diabetes mellitus. He also has been attending the practice for low mood and anxiety. He has attended IAPT six months ago for a short time. I have started Sertraline 50mg once a day three months ago.


	h) Have you had an autism assessment previously? If so, what was the outcome of this assessment? 

	☐  Yes  
☐  No
Outcome: 


	i) Are you at risk of self-harm or harming others?

	☐  Yes – please give details……………………………………………………………………………………………….
☐  No


	DEVELOPMENTAL HISTORY

	Autism is very challenging to diagnose without developmental history. As part of our diagnostic process, we normally invite a relative or friend to provide additional information. This may be in the form of a questionnaire or an interview completed with a qualified clinician. 
Please be aware that without a developmental history, we are sometimes unable to make a confirmed diagnosis of autism.

	j) Is there a family member (usually a parent) that knew you well during childhood who would be willing to take part in the diagnostic process?

	☐  Yes, I have someone in mind and would be comfortable you contacting them. 
☐  No, I do not have anyone in mind to take part in the diagnostic process.




	SERVICE USER REQUIREMENTS


	k) Do you have any other diagnosed conditions:

	☐  ADHD
☐  Learning Disability

☐  Dyslexia
☐  Dyspraxia
	☐  Hearing Impairment / Deafness
☐  Visual Impairment / Blindness
☐  Other, please specify…………………………………
……………………………………………………………….



	l) Do you have any additional needs or require any reasonable adjustments in these areas (please describe):

	☐  Mobility, e.g., do you use a wheelchair………………………………………………………………………………..

☐  Sensory, e.g., do you need a quiet waiting area……………………………………………………………………..

☐  Communication, e.g., do you need information in Easy Read, British Sign Language, Braille

      …………………………………………………………………………………………………………………………….
 
☐  Other, e.g., do you need someone to come to appointments with you ………….……………………………….
      …………………………………………………………………………………………………………………………….
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