
 
 

Autism Evaluation Clinic Referral Form 
 
Referring Provider Information 
 
Clinic Name: _______________________________ 
Provider Name: _____________________________ 
Phone Number: ______________________________ 
Fax Number: ________________________________ 
Email: _____________________________________ 
 
Patient Information 
Patient Name: ______________________________ 
Date of Birth: ______________________________ 
Parent/Guardian Name: _______________________ 
Phone Number: ______________________________ 
Email: _____________________________________ 
Preferred Language: _________________________ 
 
Reason for Referral 
☐ Concerns for Autism Spectrum Disorder 
☐ Developmental Delay 
☐ Behavioral Concerns 
☐ Speech or Social Delays 
☐ Other: ___________________________________ 
 
 
Screening Tools/Records Provided with referral 
☐ ASQ/ASQ-SE 
☐ M-CHAT 
☐ Developmental History 
☐ IEP/504 Plan 
☐ Prior Evaluations 
☐ Other: ___________________________________ 
 
 
 
Referring Provider Signature: __________________________Date: _______________ 
 

Please Fax to: 253-449-1259 or Email: office@womensholisticweightloss4ever.com 
 


