MULTI-AGENCY AUTISM TEAM (MAAT) - REFERRAL FORM
Please return the completed referral form with all additional reports/information to the address below and please retain a copy for your records

	CHILD’S PERSONAL DETAILS

	Name
	
	Date of Birth
	

	Gender
	
	Ethnicity
	

	Address:
	

	
	

	
	                                                     
	Postcode:
	

	Home Tel. No:
	
	Mobile Tel. No.
	

	Name of person(s) with parental responsibility
	

	
	

	GP Name and Address
	

	
	

	
	
	Postcode:
	

	Name of pre-school or school 
	


	Name and address of 

Referrer:
	

	
	

	
	

	
	

	
	

	Email address
	

	Telephone number
	

	Interpreter/any additional adaptations required to help the process?


	

	A
Are there any identified child protection/safeguarding issues    

to be aware of?  (If yes, please attach details)                                      Yes               No

If yes, please provide social worker name and phone number

…………………………………………………………………




	I consent for the Multi-Agency Autism Team to commence an ASC assessment for my child if appropriate.
If accepted, I understand that the assessment process may take up to 12 months to complete
Parent/Carer Signature:                                                                  Date:



	For office use only:

	Date referral received by team:

	Date of Triage:

	Date outcome notification issued:
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