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                                                  Paediatric Autism Assessment Referral Form

	

	Child’s Details

	Child’s name

	Address
                                                                                                                                                Post Code

	Gender
Male
Female
	Date of birth
	Country of birth

	Does your child speak a language other than English?              Yes (
No (
Is an interpreter required
for the assessment?                                                                           Yes (
No (       
	

	Is your child of Aboriginal or Torres Strait Islander descent?
No (
     Yes, Aboriginal (
        Yes, Torres Strait Islander (

	Have any medical conditions or other syndromes or disabilities been previously diagnosed? 
Yes (
No (

If Yes, please describe;


	Has your child been referred to the NDIS?                             Yes (
          No (

	Is your child currently receiving funding through the NDIS?                          Yes (
          No (

	Is your child currently on medication?                                   Yes (
          No (
If Yes, please list the medication, dosage and reason for use;



	Do you hold a health care card?                            Yes (
          No (

	Do you receive the Carers Allowance?                 Yes (
          No (

	Has your child had their vision checked?
Yes (
No (
	Date
	Copy of report attached  Y   N

	Has your child had their hearing checked?
Yes (
No (
	Date
	Copy of report attached  Y   N


	Parent/Guardian Details

	Child lives with
Both parents (
Mother (
Father (
Other ____________________________________

	Parent/Guardian 1

	Full name
	Relationship to child

	Country of birth
	Home phone
	Mobile phone

	Email

	Language spoken?

	Is an interpreter required for the assessment and/or feedback?                           Yes (
             No (

	Parent/Guardian 2

	Full name
	Relationship to child

	Country of birth
	Home phone
	Mobile phone

	Email

	Language spoken?

	Is an interpreter required for the assessment and/or feedback?                           Yes (
             No (

	Are there any court orders relating to the powers and responsibilities of the parents in relation to the child or access to the child?

	No (

	Yes (                          Please attach a copy of the relevant information



Is your child currently attending a Kindergarten, Childcare Centre or other?             Yes (
          No (
If yes, please complete below;
	Kindergarten/Child Care Centre Details

	Name of centre
	

	Contact Person
	Phone

	Days & Times Child Attends

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	AM
	
	
	
	
	

	PM
	
	
	
	
	


	Kindergarten/Child Care Centre Details

	Name of centre
	

	Contact Person
	Phone

	Days & Times Child Attends

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	AM
	
	
	
	
	

	PM
	
	
	
	
	


	Referrer Details 

	An ASD assessment referral can be made by the child’s Paediatrician, ECEI Partner, Therapist, Early Intervention Key Worker or other specialist.

	Name of Referrer        

	Agency Name (if applicable)                                

	Service provided (Paediatrician, Speech Pathologist, Key Worker etc)

	Phone                                                                                          Email

	Reason for referral 




	Kindergarten/Child Care Centre Details

	Name of centre
	

	Contact Person
	Phone

	Days & Times Child Attends

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	AM
	
	
	
	
	

	PM
	
	
	
	
	


	Paediatrician Details

	In the instance where the Paediatrician is the referrer, please write “as above”

	Name of current Paediatrician       

	Phone                                                                                         Email

	Last visit date                                                                             Next visit date

	Please attach a Paediatric report to this referral form. This Paediatric report must outline the Paediatrician’s developmental concerns for this child and make a statement that they agree that an ASD assessment is required.

This referral will not be placed on the wait list if this Paediatric report is not provided.

	         I give permission for Gateways Support Services to contact the above listed paediatrician to request a                                                                                                                                                                                                                                                                                                                                            copy of the report outlining my child’s developmental needs. I understand that my child will not be placed on the waitlist until a copy of this Paediatric report is provided. 


	Kindergarten/Child Care Centre Details

	Name of centre
	

	Contact Person
	Phone

	Days & Times Child Attends

	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	AM
	
	
	
	
	

	PM
	
	
	
	
	


	Early Intervention Services 

	Is your child being supported by an early intervention agency?                        Yes (
         No (

	Name of Agency       

	Name of Key Worker                                

	Contact Number

	Email


	Other Agencies and Services involved with the child, past and present who can be  contacted regarding this child
	

	Services
	Name of Agency
	Name of Professional
	Contact Phone
	Date last Seen
	Consent to contact

	Speech Pathologist


	
	
	
	
	Yes (
No (

	Psychologist

	
	
	
	
	Yes (
No (

	Occupational Therapist
	
	
	
	
	Yes (
No (

	ECEI Partner

	
	
	
	
	Yes (
No (

	If you have a report completed by these therapists, we would appreciate a copy be provided to us.


	School Services 

	Gateways Support Services is funded to provide an ASD assessment to a child aged 0-6 years or prior to their commencement at Primary School 

	Please indicate the year in which you intend for your child to commence Primary School 

                    


	Parent/Guardian 1 Declaration

	I, _________________________________________________, a person with lawful authority of the child referred to in this form, have read the information written on this form, and give permission for Gateways Support Services to complete an Autism Assessment for my child. I consent to the exchange of relevant information (written and verbal) about my child with the paediatrician and any relevant therapists and/or specialists indicated on this referral.                 I understand that for the purpose of funding data, some personal and health information will need to be provided to the Department of Health and Human Services (DHHS).

	Signature Parent/Guardian 1
	Date


	Parent/Guardian 2 Declaration

	I, _________________________________________________, a person with lawful authority of the child referred to in this form, have read the information written on this form, and give permission for Gateways Support Services to complete an Autism Assessment for my child. I consent to the exchange of relevant information (written and verbal) about my child with the paediatrician and any relevant therapists and/or specialists indicated on this referral.                 I understand that for the purpose of funding data, some personal and health information will need to be provided to the Department of Health and Human Services (DHHS).

	Signature Parent/Guardian 2
	Date


Please note that this referral MUST be signed by both parent/guardians unless a court order is provided stating that only one parent has the legal authority to sign.

	Privacy Statement

	Gateways Support Services is collecting the personal and health information on this form for the purposes of enabling the Autism Assessment team to have the information required to best support the service. The information will only be used for the purpose of completing the autism assessment.
Gateways respects the importance of your privacy and information collected will only be used for the primary purpose intended. Please refer to www.gateways.com.au for further information on the Gateways Privacy Statement.                                                                                                                                                                                                                                                                                                                                                                      

The information will not be disclosed to any other party unless required by law. Parents or Guardians can access their child’s file at any time. If you have any queries or concerns about providing this information, please contact the Therapy & Inclusion Support Manager on 5221 2984 to discuss further.


	Parent/Guardian Checklist prior to submitting 

	( All sections are completed 
                                 


	( Both parents/guardians have signed the referral (where applicable)

	( Paediatric report provided OR permission provided for Gateways to get a copy of the report


	( Speech Therapy Report provided (if available)


	( Occupational Therapy Report provided (if available)

	( Psychology Report provided (if available)



Please send the completed form in an envelope marked CONFIDENTIAL to the Therapy & Inclusion Manager, Gateways Support Services, 12-14 Thompson Road North Geelong, 3215 or email directly to ASDassessment@gateways.com.au 

	Office Use Only

Date received __________________



	( Child Lives in Barwon Region 
                                                           ( Child Lives in South West Region 


	( Child is eligible based on their date of birth 


	( Child is supported by a Paediatrician 


	( Paediatric report provided 


	( Developmental concerns stated & agreement that an ASD assessment is required


	( Acknowledgement letter sent 
Date ___________________________                         

	( Placed on ASD waitlist                               Date ___________________________ 


	( File created                                                 Date ___________________________

	Completed by;

	Completed by;


This referral form cannot be placed on the waitlist for an assessment until it is supported by the child’s paediatrician.
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