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Autism Sussex




Preliminary Application for Admission
Children and Young People
Sussex House, Tills Yard, 19 High Street, Battle, TN33 0AE

Telephone: 01424 77 33 66 Fax: 01424 77 33 22

Web Site: www.autismsussex.org.uk 
Please send the completed form to the above address. Information on this form will be treated as confidential and not disclosed to anybody without consent.  We will hold it in our waiting list until we are able to consider the application against a vacancy.  Further information would be required at some time in the future before we could proceed further.
	Full Name of Child / Young person: 
	Date of Birth:

	Gender:
	Ethnic Origin:
	Religion:

	1. Services to be considered:

	Tick more than one if appropriate or unsure

	Short breaks:
	
	Week-end Fun clubs:
	

	Sitting Service:
	
	Daytime play schemes:
	

	After school clubs:
	
	One-to-one support:
	

	2. Diagnosis, Year and who made it:


	3. Current Address of Applicant:



	Telephone Number:
	
	Y
	N

	Type of Placement:
	Is it OK to Contact the placement?
	
	

	4. Address of School, Place of Training or Work:                      
Telephone Number:

	
	
	Y
	N

	Type of Placement:
	Is it OK to Contact the placement?
	
	

	5. Name and Address of Next of Kin:

Telephone Number:

	6. Name and Address of Social Worker / Head-teacher/ SENCO:

Telephone Number:

	7. Is your child / applicant in receipt of the Carers component at medium or high rate Disabled Living Allowance? (Please tick)            Yes                     No
If you have answered yes, would you be prepared to provide us evidence of this?

If you have answered no, please see enclosed information on eligibility criteria for Care component Medium and High rate DLA. Also enclosed is our information sheet on ‘Access and Eligibility’ criteria.

Your application for services will still be considered if you answered ‘No’ above

	8. Funding source (please tick relevant source):
Local Authority:                                  
Self-directed support:                         

Privately funded:

                                                        
Direct payments:


Other:

	Name and Address of Funding Authority:
Telephone Number:
Does the Authority support this Application?     
YES             NO 

Is Funding approved in Principle?
YES             NO

                                                        
	
	
	
	
	

	9. Name, Address and post-code of Person making this Application:
Telephone Number:

	Relationship to Applicant:
	


	About the Applicant
	Full Name of Applicant:

	10. Are They able to do the following things for themselves:

	
	Y
	N
	
	Y
	N
	

	Toilet
	
	
	Speak fluently
	
	
	

	Eat
	
	
	Speak using simpler Language
	
	
	

	Drink
	
	
	Read fluently
	
	
	

	Dress
	
	
	Use Makaton / Sign language
	
	
	

	Wash themselves
	
	
	Spend time alone at home
	
	
	

	Travel alone
	
	
	Shopping
	
	
	

	11. Pen Picture
Please describe the child / young person as they are now and provide any information that      would be useful at this stage i.e needs, likes, dislikes, preferences, ability.

	12. Number of hours support required per week (please tick):

1-2 hours:                             2-5 hours:                              5-10 hours:

10-15 hours:                         15+ hours:

13. Would you be interested in attending a Parents Forum? (please tick) 

YES                          NO


	Signature:
	Date:


