

[image: image2.png]w4 | Health and
e Community Services





[image: image1]


                                                                   
	Name: 
URN (if applicable)
 
	DOB: 



	Male/Female/Other:  Male
(please specify)  

	Telephone numbers: 

	Address:

	GP Name: 
Practice address: 
Practice telephone number: 


	Next of Kin (name and relationship):                                

Contact number: 
Reason for referral (please tick the box):


Diagnostic Assessment

Please provide additional information by referring to the supporting page overleaf


Post Diagnostic Support



Advice & Consultation
X  
Training

Occupational Therapy Intervention

Nurse Adviser  

Psychological Support 

Other 
Once you have ticked the relevant box above, please provide any further information that you deem to be relevant:
Current diagnoses or co-morbid difficulties (if any): 


	If the individual already has a diagnosis of autism, please include a copy of the diagnostic report.


	Any other professionals/services involved? (please list):


	Any other relevant information:



	Details of referrer:
Name:
Job title: 
Address:
Telephone number:

Email:


	Date of referral:



Please submit your form via email to the above email address or, post to the above postal address
Supporting Page
Please describe why you think the individual may have autism.

In particular consider difficulties in the following areas: 

For example, give experience with:
· Social Communication
Difficulties with interpreting verbal or non-verbal language e.g. gestures, tone of voice or

facial expressions

Literal understanding of language e.g. difficulty understanding jokes/sarcasm
· Social Interaction
Difficulty understanding feelings and emotions of others

Difficulty understanding, forming and maintaining social relationships

Lack of awareness of social rules/norms
· Restricted, repetitive patterns of behaviour, interests or activities
Prefers a predictable routine/insists on sameness

Has a preference for rules

Has intense or highly-focused interests
Unusual response to sensory input
Mental Health Assessment Team


La Chasse Centre


20 Lane Chasse


St Helier


JE2 4UE





Email: MentalHealthAssessmentTeam@health.gov.je





Referral Form for Jersey Adult Autism Service





Has the person given consent to the referral? Yes/No (please circle): 












