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	Department of Assistive and Rehabilitative Services
Autism Spectrum Disorder (ASD) Supports

Referral 

	Overview of ASD Supports 

	Autism Spectrum Disorder (ASD) supports are intended to help address and reduce targeted barriers to employment for consumers who are diagnosed with ASD or who have characteristics of ASD. Autism Spectrum Disorder supports are services that fill the gap between therapeutic services and job coaching for these consumers. When the consumer needs support addressing specific barriers, but the support does not require clinical intervention and/or is outside the role of a job coach, then ASD Supports is the appropriate service.  

 
  FORMTEXT 

 
  For more information, see DRS Rehabilitation Policy Manual, Chapter 7.4.3 Appropriate Referrals for Autism Spectrum Disorder (ASD) Supports.

	General Instructions 

	This form must be completed by the counselor. The counselor must:         
· complete a case note only if the consumer does not have a diagnosis of ASD but displays characteristics of ASD.(See Justification for ASD Supports without a Diagnosis of Autism guidance document.);
· review the form carefully and leave no blanks;

· enter N/A for items that are not applicable;
· ensure that the provider meets the required qualifications; and
· not complete this referral form if the provider does not have the qualifications listed in the Rehabilitation Policy Manual Chapter 7.4.5 Provider Qualifications for Autism Spectrum Disorder (ASD) Supports.

	Referral Information 

	Name of provider:


	Date referral sent:


	Name of referring counselor:


	Return Report To 

	Note to Provider: The original report with signatures must be mailed or faxed to the counselor. You are encouraged to review the ASD support plan in person with the counselor, consumer, and/or guardian. 

	Counselor’s name:


	Address:
     

	City:

	State:

	ZIP code:


	Counselor’s phone number:

	Counselor’s fax number:


	Guardian or Representative Information 

	Is the consumer his or her own guardian?     Yes      No
· If yes, go to the Consumer’s Personal Information section below.

· If no, complete this section before going to Consumer’s Personal Information.

	Name of guardian:

	Relationship to consumer:


	Does the consumer live with the guardian or representative?    

	Email address of guardian:


	Phone number of guardian:


	Consumer’s Personal Information 

	Name of consumer:

	Case ID:


	Consumer’s address:

	Date of birth:


	Consumer’s phone number:


	Consumer’s email address:


	Disability Information 

	Diagnosis:


	If the consumer is not diagnosed with ASD, enter the same content you recorded in your “Justification for ASD Supports without a Diagnosis of Autism” case note.


	Consumer’s Academic Information 

	Name of school that consumer most recently attended:

Is the consumer attending school? 

	Choose the alternative below that best describes the consumer’s academic setting:   

	
	

	
	

	
	   Other

	Consumer’s Social Skills Information 

	Choose the alternative that best describes the consumer’s social skills:   

	
	

	
	

	
	   Other

	Reason for Referral 

	Describe the reason for your referral.


	What other assessments or evaluations have been conducted?

Note to Provider: If you wish to see the assessments or evaluations, notify the counselor.

	What work experience has the consumer had?


	If the consumer has had negative work experiences, what were the contributing factors?


	Comments To Provider

	Comments to provider:
     

	Signature 

	Counselor’s printed name:



	Counselor’s signature:

X  
	Date:




DARS1879 (12/15) A+
Autism Spectrum Disorder (ASD) Supports Referral
Page 1 of 3

