	Please outline the reasons for your referral, describing the impact upon your day to day life:
     














	EARLY DEVELOPMENT
Please indicate if you are aware of any concerns raised during your childhood regarding language development, developmental milestones, social difficulties, behavioural concerns:
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	PLEASE NOTE: In order for us to accept a referral for an individual to have an assessment, we must have evidence of possible differences related to the autism spectrum in both of the areas below. 

Social interaction and communication
Please describe, and give examples of, any differences or difficulties relating to social interactions and communication, for example in relation to friendships and relationships; social interactions; understanding others’ emotions and behaviour; verbal and non-verbal communication. Please also include any comments on your experiences of the client’s communication.

Accessibility Needs: , 
Hearing: 
Vision: 
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Restricted, repetitive patterns of behaviour, interests, or activities
Please describe, and give examples of, any differences or difficulties relating to restricted or repetitive behaviours or interests, for example in relation to the topic and intensity of interests; routines and rituals; ability to cope with change; repetitive behaviours; rigidity of thoughts or behaviour; sensory sensitivities.
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	OTHER PHYSICAL OR MENTAL HEALTH CONDITIONS

	Please provide information about any current or previous relevant physical and mental health diagnoses: 
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Medication:
Acutes: 	None
Repeats:   	None

Allergies: 	Nut allergy
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