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Community Autism Support and Advice Service Referral Form (CASA)
	Date of referral ________________________________________________________
Client Name ______________________________________​_____________________
Date of Birth   _________________________________________________________
NHS Number (Mandatory)_____________________________________________
Address ______________________________________________________________
               ______________________________________________________________
E-Mail      _____________________________________________________________
Contact Telephone Number _________________________________________
Mobile Telephone Number  _________________________________________
Preferred method of contact ________________________________________



	Referrers Name _________________________________________________________
Team ___________________________________________________________________
Position within Team ____________________________________________________
Address _________________________________________________________________
               _________________________________________________________________
Contact Telephone Number _____________________________________________
Contact E-mail ___________________________________________________________



	G.P. Name _______________________________________________________________
Surgery __________________________________________________________________
Address _________________________________________________________________
               __________________________________________________________________
Contact Telephone Number _____________________________________________



	Does the client have current diagnosis of Autism?   Yes  [image: image1.emf] 

 

     No  [image: image2.emf] 

 


Where was the client Assessed?

___________________________________________________________________________



	History

Current Medication, and/or past involvement with Independence Trust, support & networks, living accommodation, any other relevant health issues.
____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________




	Is there any current evidence of violence/anger?



	Reason for Referral: Please state what the client’s interests are within the service.  What are the current aspirations/goals?
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Peer Support    
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Buddy Scheme  
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Community Groups  


Activity Programme  


Adult Education  


Voluntary Work  


Paid Work             


Social Inclusion    




	Current outline summary of care plan, Risk plan if appropriate:  Also give information on current care packages and what other services are involved.



	Are you including a copy of the Risk assessment?
Yes       [image: image3.emf] 

 

                          No         [image: image4.emf] 

 


If no, why? _____________________________________________________________________
_________________________________________________________________________________




The Service User has agreed to information sharing including risks if appropriate?

Yes   [image: image5.emf] 

 

          If ‘yes’ please attach consent.

No    [image: image6.emf] 

 

          If ‘No’, please call us to discuss how to proceed.

We the Referrer agree to update any relevant risk information and significant changes in care, including informing you when we discharge a patient whilst the Service User is engaged with Independence Trust:

Signature of referrer: ……………………………………………………………...

Please Print Name: …………………………………………………………………

Please forward your completed referral to: 

Referral & Outcome Officer
Independence Trust, Conway House, Ground Floor, 31 Worcester Street, Gloucester, GL1 3AJ






















































How long will you continue to work with the Client?





4 weeks  �	       8weeks    �               12 weeks     �           12 weeks +   �





Comments:








1
CASA Referral May 2019
4
CASA Referral May 2019


