
       

Referral for Diagnostic Evaluation 

 
 
 

To: Autism Discovery Institute________     Phone #: (858) 966-7453___   Fax #: (858) 966-8011 
  
From: ___________________________ Phone #: __________________   Fax #: _______________ 
 
Date: ____________________________    Re: Referral for Full Evaluation at Autism Discovery Inst 

 
 

The information contained in this facsimile message is legally privileged and confidential information intended only 
for the use of the individual or entity named above.  If the receiver of this message is not the intended, you are 
hereby notified that any dissemination, distribution or copying of this facsimile is strictly prohibited.  If you receive 
this facsimile in error, please immediately notify us by telephone. 

  

 
 

REFERRAL INFORMATION: 
 
Child’s Name: ____________________________     DOB: __________   Child’s Language: _____________ 
  
Caregiver’s Name: ______________________________   Relationship to Child: ________________________ 
 
Address ______________________________________________________________________________________ 
 
City _________________   State ______   Zip Code _________  Caregiver’s Language:________________ 
 
Home Phone # _________________ Work Phone # _________________ Cell Phone # __________________ 
 
Reason for Referral: __________________________________________________________________________ 

 
 
  

FOR PHYSICIAN REFERRALS:  
 
Primary Care Physician: ___________________ Center:_______________  Phone #_____________ 
 
Carrier:__________________________________   Policy #:________________________________  
 
Subscriber Name: __________________________ Effective Date: ___________________________ 
 

 
 
FOR REGIONAL CENTER REFERRALS: 

 
SD Regional Center Case Manager: ______________________  Phone #: ______________________ 
 
UCI # ___________________________ 
 

 


