	
	DEPARTMENT OF MENTAL HEALTH
Division Of Developmental Disabilities
EASTERN MISSOURI AUTISM PROJECT
REFERRAL


MINIMUM AGE FOR REFERRAL IS  3 YEARS

	Client’s Name:

     
	Date of Referral:   
       /         /       

	DMH I.D. #

     /       /       /       /       /       /     
	Birthdate:

       /         /       
	Current Age:

      Years           Mos.

	Parent/Guardian Name:

     

	Address:

     

	City/State:

     
	Zip Code:

     
	Phone:  (include Area Code)
     

	COUNTY OF RESIDENCE:

     


	Written documentation must be attached to this referral.  Consumer must have a documented diagnosis of autism spectrum disorder from a medical doctor or licensed psychologist.  You may submit an educational evaluation, but verification of autism spectrum disorder must be made by a licensed clinical psychologist only.  Written documentation of autism spectrum disorder must describe a connection between observed behaviors and the diagnostic elements of the DSM.

	 FORMCHECKBOX 

	299.00  Autistic Disorder
	 FORMCHECKBOX 

	299.80  Pervasive Developmental Disorder, NOS          (Autistic Spectrum Disorder)

	 FORMCHECKBOX 

	299.80  Asperger’s Disorder
	 FORMCHECKBOX 

	299.10  Childhood Disintegrative Disorder

	 FORMCHECKBOX 

	299.80  Rett’s Disorder
	
	

	Service Coordinator:

     
	Team:

     
	Phone #:

     

	Current  or Wait List Services (if applicable):
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