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Assessment for Asperger Syndrome
Self Referral Form
	Questionnaire
Below is a brief questionnaire for autism and Asperger Syndrome. This is not a diagnostic tool; this measure serves as a screen for the presence of symptoms related to Asperger Syndrome and provides guidance for a referral to the Adult Asperger Service.


Adults with Asperger Syndrome: Screening Tool
	
	Definitely agree
	Slightly agree
	Slightly disagree
	Definitely disagree

	1. I often notice small sounds when others do not.
	
	
	
	

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

	3. I find it easy to ‘read between the lines’ when someone is talking to me.
	
	
	
	

	4. I find it difficult to work out people’s intentions.
	
	
	
	

	5. I like to collect information about categories of things (e.g. types of car, types of bird, types of train etc).
	
	
	
	

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

	7. When I am reading a story I find it difficult to work out the characters’ intentions.
	
	
	
	

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

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

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


Please read the following statements carefully and rate how strongly you agree or disagree with each one.   
Please provide further details and examples of the difficulties that you are experiencing on the following pages. The completed referral can then be sent to the Outlook South West Adult Asperger Assessment clinic for further diagnostic assessment. 

	Your Name
	
	Date 



	Date of Birth
	
	GP Name
GP Surgery


	Home Address
	


	How would you prefer us to contact you about an appointment? 


	By phone / letter/ email/ message  via family member 


	Telephone Number (home)
	
	Can message be left

Yes     /     No
	Preferred number / Do not contact at this number

	Do you consent to a message being left with a family member?
	Yes        /          No

Their name:    

Their relationship to you: (e.g parent/spouse/partner)



	Telephone Number (work)
	
	Can message be left

Yes     /     No
	Preferred number /
 Do not contact at this number

	Mobile Phone Number
	
	Can voice/text  message be left

Yes     /     No
	Preferred number / 
Do not contact at this number

	Do you have any hearing / language difficulties?


	Yes     /      No

If yes please give details

	Email address
	

	The Clinical Psychologist may request access to your medical notes from your GP as part of this assessment.  All your information will remain confidential and will only be used to inform this assessment

Do you consent to access to your medical notes?           Yes       /      No




	Using the below sub headings, please could you provide a short description of the difficulties that you are experiencing that have led you to ask for an assessment for Asperger syndrome 
Social and Communication Difficulties:

Difficulties with Rigid/Repetitive Behaviors, Restricted Interests or Routines:

Impact of Above Difficulties on General Functioning and Well Being:



	Are you currently receiving any support from mental health services? E.g. Community Psychiatric Nurse (CPN) or  psychiatrist
Have you had any prior involvement with mental health services?
Have you ever had an assessment for autism or Asperger syndrome before? 


	Yes        /       No     (If yes please give details)

Yes         /      No     (If yes please give details) 
Yes         /      No     (If yes what was the outcome of       

                                 this assessment?)
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