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UT Physicians Center for Autism and Related Conditions at CLI
PCP Request for Services Form 
To best serve your patients this form, a recent WCC visit note, and any supplemental reports (see below) are needed before an appointment can be scheduled. Please note we primarily work with children 8 years of age and under.
	Patient Name:
	DOB:

    

	Referral to UTP Center for Autism and Related Conditions to evaluate for:
 FORMCHECKBOX 
  Developmental Delay        FORMCHECKBOX 
  Possible Autism Spectrum Disorder    FORMCHECKBOX 
  Other: _______________________
         (F88)                                      (F84.0)


	Sex:    FORMCHECKBOX 
  M    FORMCHECKBOX 
  F
	Referring PCP/Clinic and Contact number:

	Primary Language spoken in home:

	Parent/Guardian Name:

	Address:

	City:
	State:
	Zip: 
	Phone:

	Name of Insurance:

	Policy Holder Name:                                                                                               
	Policy Holder DOB:

	Group Number:
	ID Number:


***If you indicated a “YES” to any of the items below a copy must be forwarded 
to our office. Once we are in receipt of (1) the afore mentioned report(s) 
(2) this request for services form signed and (3) the most recent well child visit report we will work to schedule your patient in a timely manner.****

Patient recently failed a developmental screener 

 FORMCHECKBOX 
  YES   FORMCHECKBOX 
  NO
(MCHAT/ASQ/PEDS, etc.):

Patient has completed a formal audiology assessment:
 FORMCHECKBOX 
  YES   FORMCHECKBOX 
  NO
Patient receives private therapy services (SLP, OT, etc.):
 FORMCHECKBOX 
  YES    FORMCHECKBOX 
  NO       PLEASE SPECIFY:                   
Patient has been evaluated by the local school district:
 FORMCHECKBOX 
  YES    FORMCHECKBOX 
  NO
Patient has been evaluated by a related sub-specialty: 
 FORMCHECKBOX 
  YES    FORMCHECKBOX 
  NO       PLEASE SPECIFY:                   
(Neuro, Neurosurgery, Psychiatry, Psychology, Genetics, 
Dev/Beh. Peds etc.)
Patient is currently prescribed medications for any of the
  FORMCHECKBOX 
  YES    FORMCHECKBOX 
  NO      PLEASE SPECIFY:                   
following: seizures, ADHD, mood, anxiety

	Physician Signature:
	Date:
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