
               
 

Family Strong CT, LLC  

220 Main Street South, 206A 

Southbury, CT 06488 
 

Autism Diagnostic Evaluation  

Referral Form 
 

*Do not complete for ABA Services. Contact the number below regarding in-home services. 

 

Patient Name: ___________________________ 

Date of Birth:__________________________________ 

Medicaid ID #:___________________________ 

Referred by: ________ Phone #: ______ Email: _______ 

 

 

Parent/Legal Guardian Name:______________________ 

Phone Number:__________________________________ 

Parent Email: ___________________________________ 

Primary Language: ______________________________ 

Other Language(s) Spoken: ________________ 

Town/City of Residence:______________________ 
 

 
 

Phone: 203-920-0520 
Fax: 203-266-1005 


