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(This form is not to be used for diagnostic assessments; please use the diagnostic assessment referral form)
	Service user details:

	
Full Name: 

	Title: 
	DOB: 
	

	Preferred name:
	

	
	

	Address:   

	



	NHS number (if known):
	

	
	
	PARIS number (if known): 
	

	Email: 
	
	Phone: 
	

	Ethnicity:
 
	Preferred language:



	Gender: 
	Preferred pronouns: 

	Referrer details (If self-referral, please leave this section blank):

	Name:  
	Date of referral: 

	Address: 




	Profession: 

	
	Phone: 

	Email address: 

	Have you discussed the referral with the person?               Y   □         N  □           

Please note, referrals will not be accepted without informed consent. Please advise the client that the IAS are a multi-agency team so information may be accessed by both local authority and health staff.


	People to notify about referral (other than the person referred)
Please complete this section if the person referred would like someone else to be updated and notified about this referral. Usually this may be a parent or carer, if the person referred is unlikely to respond to the referral themselves. 

	Name:  
	Title:

	Address:




	Pronouns:

	
	Phone: 

	Email address:
	Preferred language:

	Have you discussed notification with the person?               Y   □         N  □           


	GP details (if not referrer):

	Name : 

	



	Phone: 
	

	Address :
	
	Email address :


	

	Other Professionals involved

	
	Name
	Service
	Contact details

	1                                    
	

	
	

	2
	 

	
	

	3
	
	
	

	Current Diagnosis

	
Autism ☐	Asperger Syndrome ☐      No diagnosis ☐   

Other:  

(Please note, clients referred must have a formal diagnosis. If the request is for a diagnostic assessment, please request our diagnostic assessment referral form) 

[bookmark: _GoBack]If the diagnosis was not through the IAS, the IAS will require proof of diagnosis. Please send this with the referral form. 


	Approximate year of diagnosis or age when diagnosed:  

	Requested:

	
Client Appointment  ☐	                               Consultation ☐          Carer/ parent Appointment ☐	                               
	        

Advice/support ☐	                                           Workshop/ Group ☐


Other:


	Why are you making this referral? Please be as specific as possible about what you are requesting.

	

	Please comment on any relevant issues relating to risk?

	


	Additional information, including specific requirements when accessing services: 

	




	Please advise us of future communication preferences:
Please note, with regards to email security, although your information will be treated as confidential, we cannot guarantee the security of the global e-mail systems. For data protection purposes, if you choose to be contacted by email we will assume consent is implied and that you acknowledge and accept the risks of email security. 

Future correspondence to be sent by post:       

Future correspondence to be emailed: 



This referral will be discussed at our weekly referral meeting and you will be notified by letter of the outcome.

Please send this referral to:
IAS Administrator, Integrated Autism Service, Avon House, 19 Stanwell Road, Penarth, CF64 2EZ, 
Tel: O2921 824 240/ 07970 647 820 
Or by email to: CAV.IAS@wales.nhs.uk
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