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Request for Autism / ADHD Referral age 4-17

Before completing this form, please read our webpage which contains important information about Right to Choose referrals.
Right to Choose providers ask that we supply additional clinical information, such as regular medications, recent blood tests, or diagnoses. Please confirm that you are happy for us to supply this additional information in the consent form on the last page. Please be aware that if you do not consent to us sharing this information, we will be unable to send the referral.
We also encourage you to send additional supplementary infromation from the child’s school. 

1. Patient Details 
	Title
	Click or tap here to enter text.

	First Name 
	Click or tap here to enter text.

	Surname 
	Click or tap here to enter text.

	Date of Birth 
	Click or tap to enter a date.
	Address 
	Click or tap here to enter text.

	Postcode 
	Click or tap here to enter text.

	[bookmark: _Hlk227329811]Contact number 
	Click or tap here to enter text.

	Email Address 
	Click or tap here to enter text.



2. Parent / Guardian Details 
	Title
	Click or tap here to enter text.

	First Name 
	Click or tap here to enter text.

	Surname 
	Click or tap here to enter text.

	Date of Birth 
	Click or tap to enter a date.
	Address 
	Click or tap here to enter text.

	Postcode 
	Click or tap here to enter text.

	Contact number 
	Click or tap here to enter text.

	Email Address 
	Click or tap here to enter text.

	Relationship to patient
	Click or tap here to enter text.





3. Chosen Right to Choose Provider 
For a list of Right to Choose providers for both ADHD and Autism please see: https://adhduk.co.uk/right-to-choose/


	Chosen RTC provider 
	Click or tap here to enter text.

	
Referral for ADHD, Autism or Both  
	
Click or tap here to enter text.




4. Childhood History 
Describe any issues with attention, concentration or memory. For example, you may have been easily distracted, found it hard to concentrate, struggled to follow conversations or instructions, or forgotten appointments, plans, or homework. You may also have lost or misplaced everyday items. Please include any examples you remember, even if they feel small.
	Click or tap here to enter text.










Please describe any experiences of impulsivity or restlessness during childhood.For example, you may have felt very impatient or easily frustrated, taken risks without thinking things through, struggled with sleep or had difficulty settling at night, had racing thoughts or found it hard to relax, or found it difficult to sit still or felt the need to move constantly. You may also have fidgeted frequently. Please include any examples or situations that help describe what this was like for you.
	Click or tap here to enter text.















Please comment on what impact these difficulties have had on your life. (home, work,
education, friendships, relationships, risk-taking, money management etc):

	Click or tap here to enter text.








5. General History 
	What is your first language?
	Click or tap here to enter text.

	Do you have an intellectual disability or cognitive impairment?
	Click or tap here to enter text.

	Do you have any other communication difficulties which are relevant?
	Click or tap here to enter text.

	Do you post a risk to yourself or others?
	Click or tap here to enter text.

	Have you recently self-harmed or have suicidal thoughts?
	Click or tap here to enter text.

	Have you had any involvement with drug/alcohol services?
	Click or tap here to enter text.

	Have you ever been assessed for ADHD or Autism in the past? 
	Click or tap here to enter text.


6. Consent
1. I confirm that I am formally requesting that Steel City General Practice refers me to the provider named in Section 2 for a neurodevelopmental assessment.
2. I confirm that I have read the information on Right to Choose assessments on Steel City General Practice’s website regarding shared care agreements. 
3. I confirm that I authorise Steel City General Practice to provide the following to the chosen provider:
a. Summary Care Record
b. Current medication list
c. Information contained in this form
d. Relevant documents from your medical record
e. Autism screening questionnire if provided (AQ10 – child version)
f. ADHD screening questionnaire if provided (SNAP IV) 

Signature: Click or tap here to enter text.
Full Name: Click or tap here to enter text.   
Relationship to child (if signing on their behalf): Click or tap here to enter text.
Signature Date:  Click or tap to enter a date.

Please email this form, along with associated questionnaires or supplementary information to:  syicb-sheffield.baslowrdsurgery@nhs.net
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