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[bookmark: _GoBack]Embracing Autism ASD awareness course    Self-Referral

Child/ Young Person’s name: ………………………………………...………………….....
 
D.O.B.: ………………………  School : ……………………………...…………………..

Name of Parent/Carers ………………………………………………….……………………

Address: …………………………………………………………………………..…………….

………………………………………………………………… Post Code: …....................

Tel No: …………………………………E-mail: …………………………………………

Relationship to Child/ Young Person …......................................................................

Do you require disabled access or have an additional need: …............................

….................................................................

Can you give details of any ASD courses you have attended…………………………

………………………………………………………………………………………………

	
Date Child/ Young Person was diagnosed with Autism Spectrum Disorder: 

…………………………………………………………………………………………………

What are your child’s main areas of need? 

................................................................................................................................


Please Return to: 
Embracing Autism
NPT ASD Service,
Port Talbot Civic Centre,
Port Talbot, 
SA13 1PJ                

Or

asdadvisoryteam@npt.gov.uk
__________________________________________________________
For Office Use Only:
Date referral received: ______________      Acknowledgement letter sent: Yes/ No

Group Allocation: __________________      Date course offered:

Course Accepted Yes/ No                              Course Attended Yes/ No 
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