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Tasmanian Autism Spectrum Diagnostic Assessment Service (TASDAS)

Paediatrician/Psychiatrist/Psychologist section (2 pages)

	Name of Individual: _______________________         ____________________________________




(First Name)


     (Surname)
Date of Birth: _____/_______/_____  
Age: _____                 
Male     or     Female



      




                

      (please circle)

Details of Parents/Carers/Guardian
Name(s): ___________________________________
Address: 
___________________________________
Telephone: (home) ____________________



_____________________Postcode: ______  
      (mob)  ____________________



Details of Referrer


	Name:

​​​​​​​____________________________________  Paediatrician  
Psychiatrist
Psychologist 








   

(please circle)

Email: 

__________________________________________
Address: 
___________________________________ Telephone: __________________________

            _____________________Postcode: ______ Fax:          ___________________________



Has an Autism Spectrum Disorder assessment been attempted/completed in the past? If yes, by whom?

__________________________________________________________________________________
Reason for referral Please briefly describe why you are seeking an autism spectrum diagnostic assessment:
__________________________________________________________________________________
	From your consultation with the child, do you consider the following to be adequate to participate in an autism assessment process? 

Vision YES
NO 

Hearing YES
NO 
If the child has additional needs with regard to hearing or vision, please detail

Has a cognitive, developmental or adaptive assessment been undertaken?

YES 

NO

Has a speech pathology assessment been undertaken?




YES 

NO

If yes, the service would greatly appreciate a copy of the relevant reports or the results of the assessments




	Paediatrician section

Has medical and/genetic screening been undertaken?



            YES 
           NO

If yes, please provide the service with the results 




Has the parent/guardian provided verbal consent for exchange of information and referral to the service? 
 













YES 

NO

TASDAS will forward the parent/guardian section and other relevant information to the family
Referrer signature: ________________________________________ Date: ______________________

Please send referral: GPO Box 125, HOBART 7001, & attach the following with completed referral form:

· Letter from Paediatrician; we would greatly appreciate the results of any relevant medical checks

· Cognitive, adaptive, or developmental assessment

· Communication/speech and language assessment

2
2
GPO Box 125, HOBART TASMANIA 7001

Phone: (03) 6230 7629 Fax: (03) 6230 7547
Email: autismassessment@dhhs.tas.gov.au

