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Autism Spectrum Disorder (ASD)  
Diagnostic Evaluation Referral Form for Children 1-3 Years 

 
Referring Provider Information 
 
Name of Provider: ______________________________ Agency/Clinic:____________________ 
 
Phone Number: _______________________ Fax Number: ______________________________ 
 
Mailing Address: ________________________________________________________________ 
 
Client Information 
 
Name of Child Referred: _________________________________________________________ 
 
Child’s Date of Birth: ________________ Primary Language: ____________________________ 
 
Name of Parents/Legal Guardians: _________________________________________________ 
 
Phone Number: ____________________ Primary Language: ____________________________ 
 
Mailing Address: _______________________________________________________________ 
 
Does the child have a sibling diagnosed with Autism?  _________________________________ 
 
Insurance Information (Please fax a copy of insurance card) 
 
__BCBS Centennial Care     __Presbyterian Centennial Care      __Western Sky Centennial 
 
Referral Concerns (Please describe developmental, social-communication, & behavioral concerns) 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
Provider Signature: _____________________________________________________________ 
 
*Please fax this form, along with relevant medical/EI records to (877) 775 – 2885 


