) o o AUTISM FUNDING
BRITISH Ministry of Children NON-BCAAN (PRIVATE) DIAGNOSIS OF
COLUMBIA | and Family Development AUTISM SPECTRUM DISORDER

Your personal information will be collected and used for the purpose of determining eligibility for Autism Funding. If you have any questions about the collection or
use of this personal information, please contact: MCF.ChildrenYouthSupportNeeds@gov.bc.ca. This information is being collected and used by the Ministry of
Children and Family Development under Section 26(c) and 32(a) of the Freedom of Information and Protection of Privacy Act.

This form is to be completed for:

1. BC Residents under the age of 19, who have a diagnosis of Autism Spectrum Disorder (ASD) in BC from a Non-BCAAN (private)
clinician/team.

2. The ASD diagnosis must adhere to criteria in the Diagnostic and Statistical Manual of Mental Disorders (DSM-5-TR) and be
informed by the standards of practice as outlined in the Provincial Health Services Authority’s Standards and Guidelines for the
Assessment and Diagnosis of Young Children with Autism in British Columbia.

VISIT THE AUTISM FUNDING WEBSITE FOR INSTRUCTIONS ON HOW
TO SUBMIT YOUR APPLICATION: http://www.gov.bc.ca/autism-funding

PART ONE - TO BE FILLED OUT BY PARENT OR GUARDIAN

CHILD/YOUTH'S FULL LEGAL NAME DATE OF BIRTH (yyyy/mmm/ad) CHILD/YOUTH'S PERSONAL HEALTH NUMBER
PARENT/GUARDIAN'S FULL LEGAL NAME HOME TELEPHONE NUMBER WORK TELEPHONE NUMBER
BC ADDRESS CITY/TOWN POSTAL CODE

| consent to release this information to the Ministry of Children and Family Development for the purpose of determining eligibility for Autism
Funding: Under Age 6 or Autism Funding: Ages 6-18. | understand that additional information may be requested and shared with the British
Columbia Autism Assessment Network (BCAAN).

SIGNATURE OF PARENT OR GUARDIAN COMPLETING FORM DATE SIGNED (yyyy/mmm/dd)

PART TWO - TO BE FILLED OUT BY A REGULATED B.C. PROFESSIONAL*

*A Pediatrician, Psychiatrist or Registered Psychologist with education, training and supervised experience in diagnosing autism using the Autism Diagnostic Observation
Schedule-Second Edition (ADOS-2) and Autism Diagnostic Interview — Revised (ADI-R) instruments.

SECTION 1 — REGULATED B.C. PROFESSIONAL INFORMATION

NAME OF PROFESSIONAL COMPLETING FORM PLEASE CHECK DISCIPLINE
D Pediatrician D Psychiatrist D Registered Psychologist

WORK ADDRESS CITY/TOWN PROVINCE POSTAL CODE

TELEPHONE NUMBER FAX NUMBER EMAIL ADDRESS COLLEGE ID/MSP NUMBER

SECTION 2 — CONFIRMATION OF DIAGNOSTIC INFORMATION

DATE OF DIAGNOSIS (yvyy/mmm/dd) | LOCATION (CITY/PROVINCE)
DIAGNOSIS OF ASD FULFILLS CRITERIA OF DSM-5-TR? |:| YES |:| NO (ryyy/mmmlad)
NAME OF PERSON WHO ADMINISTERED TOOL
HISTORICAL TOOL USED IN ASSESSMENT* [] oiR DATE OF ADMINISTRATION (yyyy/mmm/da)
NAME OF PERSON WHO ADMINISTERED TOOL DATE OF ADMINISTRATION (yyyy/mmm/dd)
OBSERVATIONAL TOOL USED IN ASSESSMENT** |:| ADOS-2

** For a private diagnosis to be eligible for Autism Funding in BC, both the ADOS-2 and ADI-R are required instruments. The regulated B.C. professional providing final diagnosis must have administered at least
one of the diagnostic tools.
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SECTION 3 - REQUIRED DOCUMENTATION

Please provide a copy of the following reports:

IAll Applications must include a final Diagnostic Report (a summary of assessment findings) which confirms:

e  That DSM-5-TR criteria for an ASD diagnosis has been met.

e  The Autism Diagnostic Observation Schedule-Second Edition (ADOS-2) and Autism Diagnostic Interview — Revised (ADI-R) instruments were
used to assess for autism.

[] ATTACHED DIAGNOSTIC REPORT NAME OF REGULATED B.C. PROFESSIONAL DATE (yyyy/mmm/dd)
(FOR ALL AGES)

For children under age six only, the Diagnostic Report must also include:

. Evidence that a multidisciplinary assessment was conducted with the findings of speech-language and psychological evaluations incorporated
and/or provided as a separate attachment(s).

COGNITIVE (OR DEVELOPMENTAL) AND ADAPTIVE | NAME OF PSYCHOLOGIST DATE (yyyy/mmm/dd)
ASSESSMENT FOR CHILDREN UNDER THE AGE OF
SIX (ATTACHED SEPARATELY OR EMBEDDED IN
DIAGNOSTIC REPORT)

SPEECH LANGUAGE ASSESSMENT FOR NAME OF SPEECH LANGUAGE PATHOLOGIST DATE (yyyy/mmm/dd)

CHILDREN UNDER THE AGE OF SIX
(ATTACHED SEPARATELY OR EMBEDDED IN
DIAGNOSTIC REPORT)

SECTION 4 - SIGNATURE
| agree that the above information is correct.

SIGNATURE OF REGULATED B.C. PROFESSIONAL COMPLETING FORM AND PROVIDING FINAL DATE SIGNED (yyyy/mmm/dd)
DIAGNOSIS (must have administered at least one of the diagnostic tools)
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