
Autism Spectrum Disorder Occupational Therapy Referral Form

Client Information
Full Name

Date of Birth

Gender

Contact Number

Address

Referral Information
Referred By (Name/Title)

Relationship to Client

Reason for Referral

Diagnosis
Primary Diagnosis

Other Relevant Diagnoses

Areas of Concern (Check all that apply)

Fine Motor Skills

Gross Motor Skills

Sensory Processing



Self-Care Skills

Social Skills

Behavioral Issues

Other

Additional Information
Relevant Medical History

Current Interventions or Therapies

Goals for Occupational Therapy

For Office Use Only
Date Received

Assigned Therapist
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