West Yorkshire ICB
All-Age Neurodevelopmental Referral Form
(Autism & ADHD – Assessment and Management)
INSTRUCTIONS FOR REFERRERS: 
Please send the completed form plus supporting documents to the chosen provider.
Mandatory Attachments:
· ☐ Summary of GP Medical Care Record (Required)
· ☐ Adult ADHD: Completed ASRS (Adult ADHD Self-Assessment Scale).
· ☐ Adult Autism: Completed AQ10 (Autism Quotient - 10 item version).
· ☐ Children: Relevant school reports or feedback.
· ☐ Previous History: Clinic letters from CAMHS, Mental Health, or previous diagnostic reports.
Failure to submit all clinical information will result in this referral being returned.
SECTION 1: ASSESSMENT PATHWAY & PATIENT PREFERENCE
CRITICAL: SINGLE VS DUAL ASSESSMENT PROTOCOL
If a referral is submitted for a single assessment (ADHD or Autism only) and screening indicates that the individual may require a dual neurodevelopmental assessment, a provider who only conducts single assessments must decline the referral and redirect the patient to an alternative provider. 

NB - All Calderdale patients aged 6-18 years or up to 25 years with SEND can only be referred for a dual assessment due to the significant clinical overlap between both conditions and to provide a holistic view of the individual.
	1. Referral Type (Tick all that apply):
☐ New Diagnostic Assessment   - ensure to specify in section 2
☐ Both (Assessment & Medication)   - ensure to specify assessment type in section 2  
☐ Medication Initiation/Review (Existing Diagnosis)    
☐ Transfer of Care
2. Assessment Required (Please tick one):

	ADULT (18+)
	CHILDREN / YOUNG PEOPLE 

	☐ Adult Single ADHD Assessment

☐ Adult Single Autism Assessment

☐ Adult Dual Assessment
(Combined ADHD & Autism) 

	☐ Single ADHD Assessment 
(Must be 6+ years old at time of assessment)

☐ Single Autism Assessment

☐ Dual Assessment
(Combined ADHD & Autism - Must be 6+ years old at time of assessment) 



	2. Referral Type (Tick all that apply):

	☐ New Diagnostic Assessment     ☐ Medication Initiation/Review (Existing Diagnosis)     ☐ Both (Assessment & Medication)     ☐ Transfer of Care 



	GP/Referrer Confirmation
	☐ I confirm I have discussed with the patient/family that if a "Single Assessment" is chosen, but clinical screening suggests a Dual Assessment is required, this referral may be rejected by the provider and require redirection to a Dual-Assessment provider. 


SECTION 2: PATIENT DETAILS
	Name
	
	Date of Birth
	

	NHS Number
	
	Gender
	

	Address
	

	Mobile / Home Tel
	
	Email
	

	Ethnicity
	
	Interpreter Needed?
	☐ Yes   ☐ No 
Language:

	Disabilities / Adjustments
	


For Patients Under 18 Years Old:
	Parent/Carer Name(s)
	

	Address (if different)
	

	Contact Numbers
	
	Email
	

	School / Nursery / College
	

	Parental Responsibility
	If parents are separated, but both parents have Parental Responsibility, please provide both parents' contact details where possible.

Details:

	Agreement
	To your knowledge, are they in agreement with this referral?   ☐ Yes   ☐ No


SECTION 3: REFERRER DETAILS
	Date of Referral
	
	Referrer Name
	

	Role (if not GP)
	
	GP Practice Code
	

	Referral Source of not GP (e.g. FPOC/SPA)
	

	GP Name / Surgery
	

	Surgery Address
	

	GP Email (NHS Mail)
	
	GP Telephone
	


SECTION 4: INCLUSION & EXCLUSION / RISK SUMMARY
Inclusion Criteria:
West Yorkshire
· ☐ Registered with a West Yorkshire GP or ordinarily resides in West Yorkshire
· ☐ Where the person has capacity to consent to an assessment.
· ☐ Who are able to engage in an assessment
Outside of West Yorkshire
· ☐ If executing Right to Choose – Registered with a GP Practice in England
Exclusion / Cautionary Criteria (Summary of Risk):
People with a complex mental health comorbidity where the needs of the individual might be better supported by the specialist services within mental health provision. Further discussion may be needed if any of the below apply.
	Please tick if Active or Recent involvement/history in past 12 months:
	Yes
	No

	Active or recent involvement from the Mental Health Crisis Team
	☐
	☐

	Active or recent admission to Acute Mental Health Inpatient or 136 suite
	☐
	☐

	Active or recent admission to Psychiatric Intensive Care Unit (PICU)
	☐
	☐

	Psychosis or treatment for psychotic episode
	☐
	☐

	Active or recent Safeguarding concerns
	☐
	☐

	Active or recent **Police involvement / forensic history**
	☐
	☐

	Suicide Risk / Self-harm / Risk taking behaviours
	☐
	☐

	Self-neglect
	☐
	☐


SUMMARY OF RISK – please include suicide, self-harm and harm towards others. If you answered YES to any of the above, please give a clear description of the risk in the past 12 months:
SECTION 5: HISTORY & SYMPTOMS
	Is the client currently on any other waiting list for a neurodevelopmental assessment?
☐ No    ☐ Yes - Which Service? ______________________________________ 

	To your knowledge, has the client previously received a neurodevelopmental assessment?
☐ No    ☐ Yes - Details (Does client have an existing diagnosis for ADHD/Autism?): _______________________________ 

	Any other services/professionals involved (e.g. social worker / mental health)?
Details: __________________________________________________________________ 


DSM-5 SYMPTOM CHECKLIST (Please tick to confirm evidence):
	FOR AUTISM

	☐ Evidence of persistent differences in social communication and social interaction across multiple contexts.

	☐ Evidence of restricted repetitive patterns of behaviour, interests, or activities.

	☐ Evidence that symptoms are part of a lifelong condition and have been present since childhood.

	☐ Evidence of a clinically significant impairment in current functioning.



	FOR ADHD

	☐ Evidence of several inattentive symptoms.

	☐ Evidence that several symptoms are present in two or more settings.

	☐ Symptoms were present before the age of 12.

	☐ Evidence that symptoms interfere with or reduce the quality of social, school, or work functioning.


Clinical Summary (Symptoms / Impact on daily living if applicable):



SECTION 6: SUBSTANCE USE HISTORY
(Adults - Required for medication safety assessment)
	Substance
	Current
	Historical
	None/No dependency
	Frequency (If Current - Past 3 Months)

	Alcohol
	☐
	☐
	☐
	

	Tobacco
	☐
	☐
	☐
	

	Cannabis
	☐
	☐
	☐
	

	Other (Specify):
	☐
	☐
	☐
	


Name of substance misuse team / contact person / evidence of engagement / other details (if applicable):
SECTION 7: CONSENT & DECLARATION
	Has the patient consented to this referral?
	☐ Yes   ☐ No - Details why not:

	Does the patient consent to our service contacting other relevant mental healthcare or substance misuse services that they have had contact with?
	☐ Yes   ☐ No - Details why not:

	Please confirm you will share patient record data with the provider?
	☐ Yes   ☐ No


Referrer Signature: ______________________________________________     Date: _________________
