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Swindon Adult Autism Diagnostic Service 

Chatsworth House

6 Batrh Road

Swindon

SN1 4BP

Tel:01793 715000

Mobile: 07925 782 173
Email: awp.swindonautismteam@nhs.net

Swindon GP Referral Form:  Adult Autism Diagnostic Assessment

Please note: We can currently only accept referrals from GPs. We are an opt in service; your patient will receive a form they must return in order to be accepted on to our waiting list.
Referral criteria:

· Must be registered with a GP in Swindon

· Must be over 18 or 17+ and in transition 

· Not been previously diagnosed with Autism. 

· Where primary difficulty appears to be a learning disability please refer to the Learning disability service in Chatsworth House 
We are a diagnostic service only and are unable to offer ongoing post diagnostic support.

Please return this fully completed form to awp.swindonautismteam@nhs.net  or by post to 
Swindon Adult Autism Diagnostic Service, Chatsworth House, 6 Bath Road, Swindon, SN1 4BP. 
	Patient details: 

Name: 

NHS NO: 

DOB:

Address:

Home telephone number: 

Mobile number: 

First Language:

Religion/belief:
Next of Kin: (If patient gives us permission to contact them)


	Referrers details:  

Name:  Dr 

GP Surgery: 

GP telephone number: 

GP email address: 



	Ethnic origin of patient:  (Please circle)

White – British

White – Irish

White – Any other background

Mixed - White and Black Caribbean 

Mixed – White and Black African 

Mixed – White and Asian

Mixed – any other mixed background

Asian or Asian British – Indian
	Asian or Asian British – Pakistani 

Asian or Asian British – Bangladeshi 

Asian or Asian British – Any other background

Black or Black British – Caribbean 

Black or Black British – African 

Black or Black British – Any Other background

Other Ethnic groups – Chinese

Other Ethnic groups – Any other background 

Refused

Client unable to choose

	Does the patient consent to a diagnostic assessment with this service?                                         

Does patient consent for us to share our findings and report fully back to you? 

If you are referring on someone else’s behalf and feel that the person is unable to give informed consent – has it been agreed that the referral is in the person’s ‘best interest’?


	Yes/No

                                                                                                                                     Yes/No

Yes/No



	Does the patient want us send copies of letters to another person that might be supporting them with this process?      
(Patients must opt in and send back information to be added to the waiting list) 


	Yes / No 

If yes: Name: 

Contact details:

Relationship to you: 

	Patient’s reason stated for requesting a referral to service:



	What does the patient hope will be different by having a referral and diagnosis?

If the outcome is that the patient does not have an ASC, how are they likely to react?



	Referrer’s reasons for supporting assessment and diagnosis process / observations on their behaviour:



	Relevant medical history. Including current medication, possible related diagnoses and/or Mental health Team involvement, current or past:



	Are there other differential diagnoses being considered? What are they? Have you made referrals for other investigations or assessments (e.g. ADHD?)



	Has this person had an intellectual assessments?  What was the outcome/ what was their IQ: 


	Professionals currently or recently involved with patient to be assessed (and/or family/carers):




Thank you for taking the time to complete this form fully.  
GP’s signature …………………………………………. Date ……………………………………

Patient signature (if present at time of application) …………………………………………….
Please Note:  The Swindon Adult Autism Diagnostic Service is only able to provide diagnostic assessment. We do not care managed or manage risk for patients whilst on our waiting list. 

