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Tasmanian Autism Spectrum Diagnostic Assessment Service (TASDAS)

Parent/Carer/Guardian section (6 pages)
Child Details

	Child’s Name:
 __________________________________________
Date of birth: ____/_____/___
                                   (first name)


(surname) 




Name of Parent(s) /Carers/Guardian:
______________________________________________________

Occupation(s):



______________________________________________________

How many other children are there in the household?
_____  Please list their ages _____________________

Address: 
___________________________________
Telephone: (home) ______________________



_____________________Postcode: ______  
      (mob)   _____________________

Email:  

__________________________________________________________________

Name of child’s GP:     ___________________________________

Address: 
           __________________________________
Telephone:  __________​​​​​​​​​___________



           _____________________Postcode: ______  

Has the child been seen by a Paediatrician:     Yes  FORMCHECKBOX 
 
          No  FORMCHECKBOX 

Name of Paediatrician: ___________________________________

Address: 
           ___________________________________
Telephone:  _____________________



           _____________________Postcode: ______  

Cultural background (if not Australian): ____________________________________  Interpreter Needed  FORMCHECKBOX 

Is the child of Aboriginal or Torres Strait Islander descent?  Yes  FORMCHECKBOX 
 
No  FORMCHECKBOX 
        Unknown  FORMCHECKBOX 

Although the service is based primarily in Hobart, assessments are also provided in the North, North West and Southern regions. For those living outside Hobart and its surrounding areas, earlier appointments may be available in Hobart

Would you be willing to travel to Hobart for the assessment process?

            Yes  FORMCHECKBOX 
 
No  FORMCHECKBOX 

Would you be willing to stay overnight for additional assessments if required?

Yes  FORMCHECKBOX 
 
No  FORMCHECKBOX 




School or Child Care/Family Day Care Provider

	Name of school or provider:  _______________________________________________ Grade:
______
Address: 
___________________________________ Telephone: ___________________________               
            _____________________Postcode: ______ Fax:    
      ___________________________

Email: 

_______________________________________________________________________

Contact Person: __________________________________
Position: _____________________________
Days attending: 

Days

Monday

Tuesday

Wednesday

Thursday

Friday

Times attended




List any other services that your child is currently accessing or has attended in the past:

	Service
	Location
	Year/s
	Referrer

	Eg: ECIS, CAMHS
	Hobart


	2008-2009
	Dr Smith

	
	
	
	

	
	
	
	

	
	
	
	


Has your child had any of the following assessments?

	Assessment
	Please circle
	Date
	Name & contact details

	Cognitive or developmental 

Or adaptive assessment
	Yes   No

      
	
	

	Speech pathology 

Assessment
	Yes   No
	
	

	Other, eg: occupational therapy


	
	
	

	
	
	
	


	Has your child ever had a formal hearing (audiology) assessment?

YES  FORMCHECKBOX 
 
NO FORMCHECKBOX 



If yes, what were the results?

Do you believe your child’s hearing is typical and has no difficulty hearing?
 YES  FORMCHECKBOX 

NO  FORMCHECKBOX 

If you believe your child has difficulty hearing, please provide details

Do you believe your child’s vision is typical and has no difficulty seeing? 
YES  FORMCHECKBOX 
  
NO  FORMCHECKBOX 

If you believe your child has difficulty seeing, please provide details


The following questions will provide TASDAS with preliminary information about your child.

Please answer these questions using examples where you can.

Early History

	1. Was the pregnancy normal? Full term? Any complications?

 FORMCHECKBOX 
 YES 

 FORMCHECKBOX 
 NO please provide details: 

2. Were there any birth complications, e.g. foetal distress, anoxia?

 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 YES please provide details:

3. Any serious illnesses, accidents, seizures or injuries, e.g. high fever, loss-of-consciousness?

 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 YES please provide details:

4. By 24 months did your child use single words meaningfully to communicate his/her needs and wants? 

 FORMCHECKBOX 
 YES 

 FORMCHECKBOX 
 NO 

5. By 24 months was your child able to follow one-step instructions, e.g. “Get the ball”?

 FORMCHECKBOX 
 YES 

 FORMCHECKBOX 
 NO
6. By 30 months was your child able to engage in interactive pretend play, e.g. feeding dolls, tea parties?

 FORMCHECKBOX 
 YES 

 FORMCHECKBOX 
 NO 

7. By 30 months was your child able to use words or gesture to share his/her delights or interest with others, e.g. “See truck!”?

 FORMCHECKBOX 
 YES 

 FORMCHECKBOX 
 NO 

8. By 36 months did your child use phrase speech to communicate, e.g. “go to park”, “I want juice”? 

 FORMCHECKBOX 
 YES 

 FORMCHECKBOX 
 NO 




Communication

	1. Which of the following best describes your child’s current speech/language abilities (please circle)

a. Non verbal 

b. Uses single words only

c. Uses short phrases, e.g. “I want drink”, “Daddy go car”, “Mummy come here”

d. Uses fluent speech and is able to talk about events that happened in the past or future e.g. “I went to the shop and bought a lolly”, “Last week I got an award for spelling”. 

2. Does your child regularly repeat words, phrases or sentences exactly as he/she has heard in the past? For example from other people or from the television

 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 YES please provide details:

3. Does your child talk about only a few topics?

 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 YES what are the topics? 

4. Does your child spontaneously engage in imaginative play or activities? Or did he/she when they were younger?

 FORMCHECKBOX 
 YES 

 FORMCHECKBOX 
 NO what did he/ she do instead? 




Social Skills
	1.  Does your child look at people when talking/listening to them?

 FORMCHECKBOX 
 YES 

 FORMCHECKBOX 
 NO 

2. Does your child use gesture to communicate, e.g. pointing, beckoning someone to come, using his/her hands to indicate size or direction? 

 FORMCHECKBOX 
 YES
 FORMCHECKBOX 
 NO 

3. Does your child show interest in other children, e.g. watching them, talking to you about them, interacting with them? 

 FORMCHECKBOX 
 YES 

 FORMCHECKBOX 
 NO 

4. Does your child prefer to play on their own rather than with others?

 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 YES 

5.   Does your child regularly show and share their interests and achievements with others?

 FORMCHECKBOX 
 YES 

 FORMCHECKBOX 
 NO 

6.  Does your child seem aware of or interested in the feelings of others?

 FORMCHECKBOX 
 YES 

 FORMCHECKBOX 
 NO please provide details: 

7. Does your child ever approach other people inappropriately? For example touching strangers

 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 YES please provide details 

8. Does your child spontaneously offer comfort to others if they are hurt, ill or distressed?

 FORMCHECKBOX 
 YES 

 FORMCHECKBOX 
 NO please provide details: 




Interests and Behaviour

	1. Does your child have any special routines or things that he/she likes to do in a particular way or order? 

 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 YES please provide details 

2. Des your child cope if his/her activities are interrupted?

 FORMCHECKBOX 
 YES 

 FORMCHECKBOX 
 NO please provide details: 

3. Has your child become preoccupied or obsessive about a particular object/subject or activity?

 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 YES please provide details 

4. Does your child regularly display any unusual physical mannerisms or repetitive body movements, e.g. hand flapping or flicking, spinning?

 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 YES please provide details 

5. Does your child have any unusual sensory interests or sensitivities, e.g. sniffing books, over-sensitive to particular noises?

 FORMCHECKBOX 
 NO

 FORMCHECKBOX 
 YES please provide details 




Please provide any additional concerns or comments you may have in the space below.

	


Checklist… have you

 FORMCHECKBOX 
 Signed the consent form 

 FORMCHECKBOX 
 Completed the referral form

 FORMCHECKBOX 
 Provided the teacher/service questionnaire to your child’s school, child care or service

and included the following reports if they have not been provided previously:

 FORMCHECKBOX 
 Letter from Paediatrician, outlining social or behavioural concerns

And if completed, please provide a copy of the most recent:

 FORMCHECKBOX 
 Cognitive, adaptive, or developmental assessment

 FORMCHECKBOX 
 Communication/speech and language assessment

Please send to:





Tasmanian Autism Spectrum Diagnostic Assessment Service

GPO Box 125, HOBART 7001

Fax: 62307547 
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Tasmanian Autism Spectrum Diagnostic Assessment Service 

Mail: GPO Box 125 HOBART TAS 7001 
Phone: 03) 6230 7629
Fax: 03) 6230 7547

autismassessment@dhhs.tas.gov.au

