Multi-Disciplinary Free Autism Assessment ):( DPV

Health®
Paediatrician Referral Form

. 1300 234 263 (option 4)
Please note: A referral does not guarantee the client will be accepted onto this waitlist.

This clinic provides a limited number of free assessments and this referral will be Q. dpvhealth.org.au
screened when it is received and the outcome provided to the referrer.

Eligibility criteria

Between the age of 3,0 to 15;11 (at date of assessment)

Referral from a treating Paediatrician only (current referral)

No previous ASD assessment completed (within the last 12 months)
Unable to access a privately funded assessment

Child details

/L _J

Full name:

Date of birth: Age: Gender (child identified):
Address:

Please tick if the child identifies as: Aboriginal or Torres Strait Islander Refugee or Asylum Seeker
Interpreter required: Yes No Language of interpreter:

Medications/allergies:

Previous diagnoses:

Parent/Carer Details

Full name: Relationship to child:
Address:
Phone: Email:

Language/s spoken at home:

Interpreter required: Yes No Language of interpreter:

Child lives with:

Any court/intervention orders (if yes, please provide a copy)

\ Any family history of Autism: Yes No  Parent/carer currently experiencing financial hardship: Yes No
Paediatrician details ~
Full Name and signature :

Provider Number: Job title:
Service/agency: Phone: Email:
_J

You can send this @
form back to us via:

intake@dpvhealth.org.au @ Intake Team, DPV Health, PO Box 58, Epping, 3076




Reason for referral:

Communication Language Speech

.

Behaviour Attention Play skills

Nutrition/diet/growth

Other:

Social & interaction skills Feeding Skills Physical/motor skills

Learning Self-care skills Atypical sensory responses

Please provide details, including any observed ASD signs and/or symptoms and other developmental
concerns that have been reported by the client or observed by the healthcare provider:

Previous assessments:

Audiology

Date assessed:

Assessed by:
Vision

Date assessed:

Assessed by:

Other professionals involved

Hearing adequate for speech and language:

Any other details:

Normal results:

Any other details:

other traumatic events:

Name of service Name of Provider | Email address Phone
School/kinder - required
Speech Pathology
Occupational therapy
Other
Trauma History (if relevant)
Physical Abuse verbal/emotional abuse Sexual abuse Neglect Witness to family violence

Please send completed form to intake@dpvhealth.org.au and please attach the following:

Audiology report

Allied Health reports

Paediatrician report

Cognitive report (if suitable)

\

ASD Free Referral Form, Version 3 28MAY26

You can send this
form back to us via:

&)

intake@dpvhealth.org.au @ Intake Team, DPV Health, PO Box 58, Epping, 3076
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