Adult Neurodevelopmental Referral Form for ADHD/ASD

Please tick as appropriate:
I wish to have an NHS (HCRG) referral ☐

I wish to have a Right to Choose (RTC) referral ☐
Which RTC provider would you like the referral to be sent to?
Is this referral for (Please tick)
ADHD ☐
ASD ☐
Both ☐

Once the referral has been made, do you consent for the clinic to share findings and report back to your GP? 
☐ Yes 
☐ No

1. Personal Details
Full Name:


Date of Birth:
____ / ____ / ______ (DD / MM / YYYY)

Home Address:



Town/City: ___________________________________________
County: ______________________________________________
Postcode: ____________________________________________

Contact Number: _______________________________________
☐ Please tick if it is OK to leave message

Email Address: ________________________________________
☐ Please tick if it is OK to leave message

Gender:
☐ Male
☐ Female
☐ Non-binary
☐ Prefer not to say
☐ Other: _________________________________

Ethnicity: ________________________________________

Main Language Spoken: ______________________________

Marital Status: ____________________________________

Occupation: _______________________________________

Preferred Type of Work: ____________________________

Are you currently in education? ☐ Yes ☐ No
If yes please give details below:
School/College: ____________________________________
Higher Education: _________________________________


2. Accessibility Requirements
Please tick all that apply:
☐ Requires an interpreter
☐ Requires step-free access or ground floor consulting room
☐ Has a hearing impairment
☐ Has a visual impairment
☐ Requires help with reading and writing

In the last 6 months, have you had professionals involved such as:
Social / Support Services
☐ Social Worker
☐ Care Coordinator
☐ Support Worker
☐ Housing Support Services
☐ Benefits / Welfare Advisor
☐ Probation Services
 
In the last 6 months, have you ever needed a carer? ☐ Yes ☐ No

Please tick all that apply:
☐ Expectant/new mother (or primary caregiver of child under 12 months)
☐ Currently in prison
☐ Engaged with Youth Justice / Criminal Justice System
☐ Armed Service Veteran
☐ Domestic abuse history (victim or perpetrator)
☐ Child protection plan / child in need plan in family
☐ Substance misuse service involvement (last 6 months)
☐ Previously looked after child
☐ Adult safeguarding involvement (last 6 months)
☐ Recently discharged under Section 2/3 (last 6 months)
☐ None of the above










3. Additional Needs / Diagnoses
Do you have any of the following? (Tick all that apply)
☐ Dyslexia
☐ Mild Learning Disability
☐ Moderate to Severe Learning Disability
☐ Suspected / Undiagnosed Learning Disability
☐ Diagnosed Autism Spectrum Disorder (ASD)
☐ Diagnosed ADHD
☐ None of the above

4. Self-Harm and Risk History
Have you ever self-harmed?
☐ Yes ☐ No
If yes, did you require treatment?
☐ Yes ☐ No

Details:
Self-harm not requiring medical attention:
☐ Within last 6 months
☐ More than 6 months ago
☐ Never
Details:



Suicide attempts:
☐ Yes – last 6 months
☐ Yes – more than 6 months ago
☐ Never
Details:



Suicidal thoughts:
☐ Yes – last 6 months
☐ Yes – more than 6 months ago
☐ No
Details:



5. Risk to Others
Have you ever harmed another person requiring treatment?
☐ Yes – last 6 months
☐ Yes – more than 6 months ago
☐ No
Details:



Risk to others (e.g., domestic violence, safeguarding, driving):
☐ Yes – last 6 months
☐ Yes – more than 6 months ago
☐ No
Details:




6. Legal History
Any cautions, convictions or prison sentences?
☐ Yes ☐ No
If yes, details:



7. Physical Health
Previous conditions (tick all that apply):
☐ Acquired brain injury
☐ Epilepsy
☐ Meningitis
☐ Encephalitis
☐ Chest pain
☐ Cardiac arrhythmia
☐ Palpitations
☐ Fainting / syncope
☐ Heart attack
☐ Stroke
☐ High blood pressure
☐ Glaucoma
☐ None
Details (diagnosis, investigations, treatment):



Other physical health diagnoses? ☐ Yes ☐ No
Details: ________________________________________

Sleep problems? ☐ Yes ☐ No
Details: ________________________________________


8. Allergies & Medication
Allergies or sensitivities? ☐ Yes ☐ No
Details: ________________________________________

Current medication? ☐ Yes ☐ No
Details (name, dosage, frequency, reason):


If stopped ADHD medication:
What was prescribed: __________________________
Last prescribed: __________________________



9. Mental Health History
Diagnosed conditions (tick all that apply):
☐ Anxiety
☐ Mood disorder
☐ Psychotic symptoms
☐ Interpersonal issues
☐ PTSD
☐ Trauma
☐ None
Details: 
Previous treatment & effectiveness:


10. Recent Service Contact (last 6 months)
☐ Primary care
☐ IAPT
☐ Secondary care services


11. Main Concerns
☐ Social difficulties
☐ Verbal communication difficulties
☐ Non-verbal communication difficulties
☐ Emotional regulation difficulties
☐ Intense interests
☐ Repetitive behaviours
☐ Sensory sensitivities
☐ Hyperactivity
☐ Difficulty following instructions
☐ Organisation difficulties
☐ Focus difficulties
☐ Academic concerns
☐ Impulsivity concerns
☐ None
Additional details:









12. Impact on Life
Please give a description in each section about how your current symptoms affect your life:

Education / Employment:





Relationships:






How you see yourself:





Other:





13. Childhood History (Before Age 12)
Please give a description in each section about how your symptoms affected you before the age of 12 (if applicable)
Education / Employment:





Relationships:





How you see yourself:





Other:





As a child, did you have any of the following (tick all that apply):
☐ Pregnancy complications
☐ Birth complications
☐ Developmental delay/acceleration
☐ Sleep problems
☐ Feeding issues
☐ Behavioural issues
☐ Sensory difficulties
☐ Social difficulties
Details: ________________________________________



14. Did you experience any of the following as a child (tick all that apply)
☐ Trauma
☐ Abuse
☐ Parental mental health issues
☐ Substance misuse
Details: ________________________________________

15. Is there a family history of the following (Tick all that apply)
ADHD / Autism ☐ 
Learning difficulties ☐ 
Anxiety ☐ 
Depression ☐ 
OCD ☐ 
Tourette Syndrome☐ 
Genetic disorders ☐ 
Cardiovascular problems ☐
If yes to any of the above, please give details (e.g. which family member? Give details of condition/s 













16. Lifestyle
How any hours a night do you sleep? __________________________
Is it broken sleep? ☐ Yes ☐ No
How long does it take for you to fall asleep? __________________
Do you have daytime naps? ☐ Yes ☐ No
Are you a morning or evening person? ____________
How many units of alcohol do you drink a week? _________________
Do you use cannabis? ☐ Yes ☐ No
Do you use other drugs? ☐ Yes ☐ No
Details: _____________________________
How many drinks a day do you drink that contain caffeine? ______________________
Do you smoke or use nicotine containing products such as a vape? ☐ Yes ☐ No
If yes, how many cigarettes do you smoke a day, or how often do you use nicotine containing products? _____________________________


17. Personal Insight
How would a diagnosis help you?





Describe your hobbies / interests:





Describe your typical day:




















Please answer the questions below, rating yourself on each of the criteria shown using the scale. 
As you answer each question, please place an X in the box that best describes how you have felt and conducted yourself over the past 6 months.

	 
	 
	Never
	Rarely
	Sometimes
	Often
	Very Often

	1
	How often do you have trouble wrapping up the final details of a project, once the challenging parts have been done?
	 
	 
	 
	 
	 

	2
	How often do you have difficulty getting things in order when you have to do a task that requires organisation?
	 
	 
	 
	 
	 

	3
	How often do you have problems remembering appointments or obligations?
	 
	 
	 
	 
	 

	4
	When you have a task that requires a lot of thought, how often do you avoid or delay getting started?
	 
	 
	 
	 
	 

	5
	How often do you fidget or squirm with your hands or feet when you sit down for a long time?
	 
	 
	 
	 
	 

	6
	How often do you feel overly active and compelled to do things, like you are driven by a motor?
	 
	 
	 
	 
	 

	7
	How often do you make careless mistakes when you have to work on a boring or difficult project?
	 
	 
	 
	 
	 

	8
	How often do you have difficulty keeping your attention when you are doing boring or repetitive tasks?
	 
	 
	 
	 
	 

	9
	How often do you have difficulty concentrating on what people say to you even when they are talking to you directly?
	 
	 
	 
	 
	 

	10
	How often do you misplace or have difficulty finding things at home or at work?
	 
	 
	 
	 
	 

	11
	How often are you distracted by activity or noise around you?
	 
	 
	 
	 
	 

	12
	How often do you leave your seat in meetings or other situations in which you are expected to remain seated?
	 
	 
	 
	 
	 

	13
	How often do you feel restless or fidgety?
	 
	 
	 
	 
	 

	14
	How often do you find yourself talking too much when you are in social situations?
	 
	 
	 
	 
	 

	15
	How often do you have difficulty unwinding and relaxing when you have time to yourself?
	 
	 
	 
	 
	 

	16
	When you are in a conversation, how often do you find yourself finishing the sentences of the people you are talking to, before they can finish them themselves?
	 
	 
	 
	 
	 

	17
	How often do you have difficulty waiting your turn in situations when your turn is required?
	 
	 
	 
	 
	 

	18
	How often do you interrupt others when they are busy?
	 
	 
	 
	 
	 

	19
	Do you like to plan and research activities in advance of them happening?
	
	
	
	
	

	20
	Do you like routine rather than spontaneous activities?
	
	
	
	
	

	21
	Do you find changes to your daily life difficult or uncomfortable to cope with?
	
	
	
	
	

	22
	Do you enjoy social interactions? What do you find uncomfortable? What do people who know you say you are like socially?
	
	
	
	
	

	23
	Do you have any particular strong sensations to smells, touch, noise, taste or texture of food?
	
	
	
	
	

	24
	Do you have any unusual or time-consuming interests?
	
	
	
	
	

	25
	Has anyone ever said that you talk too much about your interests?
	
	
	
	
	

	26
	Has anyone ever said that your interests may seem excessive in nature?
	
	
	
	
	

	27
	I often notice small sounds when others do not
	
	
	
	
	

	28
	I usually concentrate more on the whole picture, rather than the small details
	
	
	
	
	

	29
	I find it easy to do more than one thing at once
	
	
	
	
	

	30
	If there is an interruption, I can switch back to what I was doing very quickly
	
	
	
	
	

	31
	I find it easy to read between the lines when someone is talking to me
	
	
	
	
	

	32
	I know how to tell if someone is listening to me is getting bored
	
	
	
	
	

	33
	When I’m reading a story, I find it difficult to work out the characters’ intentions
	
	
	
	
	

	34
	I like to collect information about categories of things (e.g. cars, types of birds, types of train etc)
	
	
	
	
	

	35
	I find it easy to work out what someone is thinking or feeling just by looking at their face
	
	
	
	
	

	36
	I find it difficult to work out people’s intentions
	
	
	
	
	



END OF QUESTIONS
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