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	CHILDREN’S COMMUNTITY DIETITIAN SERVICE REFERRAL FORM (April 2015 update)

	Please complete this form in full as incomplete forms will be returned which will delay the referral

	1. CHILD’S DETAILS

	Title: 
	Forename(s): 
	     Surname:

	 FORMCHECKBOX 
 M      FORMCHECKBOX 
F 
	NHS Number: 
	      Date of Birth: 

	Address (incl. postcode):                                                                Age at referral:

	Home number: 
	       Work Number: 

	Mobile number: 
	        School/Nursery/Day Care: 

	Full Name Parent/Guardian/Day Care: 

	2. ETHNICITY

	 FORMCHECKBOX 
 White British
	 FORMCHECKBOX 
 Any other mixed background
	 FORMCHECKBOX 
 Black / Black British Caribbean

	 FORMCHECKBOX 
 White Irish
	 FORMCHECKBOX 
 Chinese
	 FORMCHECKBOX 
 Black or Black British African

	 FORMCHECKBOX 
 Any other White
	 FORMCHECKBOX 
 Asian or Asian British Indian
	 FORMCHECKBOX 
 Any other Black groups

	 FORMCHECKBOX 
 Mixed: White& Black Caribbean
	 FORMCHECKBOX 
 Asian / Asian British Bangladeshi
	 FORMCHECKBOX 
 Any other ethnic group

	 FORMCHECKBOX 
 Mixed: White & Black African
	 FORMCHECKBOX 
 Asian or Asian British Pakistani
	 FORMCHECKBOX 
 Declined to state ethnic origin

	 FORMCHECKBOX 
 Mixed: White & Asian
	 FORMCHECKBOX 
 Any other Asian background
	

	3. PARENTS / GUARDIANS / NEXT OF KIN’S DETAILS

	Name:                                                                          Relationship to patient                                                                                                                                                                                                                                                        


	

	Daytime contact number:                                             Alternative contact number:

What language(s) are spoken at home?                      Is an interpreter needed?  FORMCHECKBOX 
 No        FORMCHECKBOX 
 Yes 

Please state preferred language:

Does the parent or carer have a learning disability or any other communication difficulty?  FORMCHECKBOX 
 No        FORMCHECKBOX 
 Yes  

Please state difficulty:

	

	4. GP’S DETAILS

	NHS.net email address:                                                                     GP Surgery:

Registered GP name:                                                                        Telephone Number: 

Surgery Address:                                                                               Fax Number:                                              


	

	5. REFERRER’S DETAILS 

	NHS.net email address:                                                                   Job Title:
Referrer Name:                                                                                Telephone Number:
	

	Address:                                                                                           Fax Number:                                              


	

	Signature:                                                                                         Date of Referral
	

	6.CHILD PROTECTION 

	Is the child subject to/or ever to your knowledge had a Child Protection Plan?  FORMCHECKBOX 
 No        FORMCHECKBOX 
 Yes



	7. REFERRER’S ASSESSMENT


	Has the referral been explained to parent / carer / child in order to seek informed consent?

Has the referrer explored parent / carer / child motivation and checked they want to pursue the referral?

Parent / Carer give written consent for referral to be made.                            

                                                                                   Parent / Carer’s Signature:

 

	Has the child had Dietetic intervention in the past? 

 FORMCHECKBOX 
 No        FORMCHECKBOX 
 Yes, from whom?   

Reason why this episode of care ended:

                                                          Previous Care complete                                    FORMCHECKBOX 
 Yes
                                                          Family did not opt into the service                     FORMCHECKBOX 
 Yes
                                                          Family did not attend appointments                   FORMCHECKBOX 
 Yes
                                             

	Child’s Growth
Date measurements taken:             /            /
Measurement

Centile

Weight (kg)

Height / Length (cm)

Head Circumference (Child under 2 years) (cm)

BMI (Child 2 years or over) (kg/m2)

Was the child born prematurely?                             If so at how many weeks gestation? -             +       weeks

Was a specialist growth chart used to carry out this assessment?


	Which other professionals are currently supporting this child?

 e.g. Consultant paediatricians, Portage, SALT, OT, PT, CAMHS, HV, Etc.:

Profession

Contact Name

Base

Telephone Number

Health Visitor / School Nurse (circle)



	8. REASON FOR DIETETIC REFERRAL



	(i) Condition known to adversely affect nutrition                                                        FORMCHECKBOX 
 Not applicable

                                                                                                   Please state underlying medical diagnosis

Dysphagia                                                              FORMCHECKBOX 
 Yes             …………………………………………………
Physical difficulty                                                    FORMCHECKBOX 
 Yes             ………………………………………………...
Learning Difficulty                                                   FORMCHECKBOX 
 Yes             …………………………………………………
Autistic Spectrum Disorder                                     FORMCHECKBOX 
 Yes                                     
Prader Willi Syndrome                                            FORMCHECKBOX 
 Yes             
Increased nutritional requirements                         FORMCHECKBOX 
 Yes             ………………………………………………….
Other condition                                                       FORMCHECKBOX 
 Yes              …………………………………………………


	(ii) Condition which is known to have a direct nutritional cause                                     FORMCHECKBOX 
 Not applicable 

Fatty liver                                                                  FORMCHECKBOX 
 Yes

High Cholesterol                                                       FORMCHECKBOX 
 Yes
Type 2 diabetes                                                        FORMCHECKBOX 
 Yes

Iron deficiency anaemia                                            FORMCHECKBOX 
 Yes

Calcium deficiency                                                    FORMCHECKBOX 
 Yes

Other condition (please state)                                   FORMCHECKBOX 
 Yes            ……………………………………………………



	(iii) Faltering growth                                                                                                         FORMCHECKBOX 
 Not applicable

BMI < 2nd centile (Children 2 years & over only)       FORMCHECKBOX 
 Yes

Weight < 2 centiles below length                              FORMCHECKBOX 
 Yes

Weight has dropped more than 2 centiles.               FORMCHECKBOX 
 Yes

                              Previous weight centile  -                                     centile 

                              Date of this measurement   

Height / length has dropped more than 3 centiles    FORMCHECKBOX 
 Yes

                              Previous height/ length centile  -                           centile 

                              Date of this measurement   

Weight or height / length is below the 0.4th centile    FORMCHECKBOX 
 Yes



	(iv) Gastrointestinal Conditions                                                                                       FORMCHECKBOX 
 Not applicable
Reflux                                                                        FORMCHECKBOX 
 Yes
Coeliac Disease                                                        FORMCHECKBOX 
 Yes
Short Bowel Syndrome / Malabsorption                    FORMCHECKBOX 
 Yes
Inflammatory Bowel Disease                                     FORMCHECKBOX 
 Yes
Irritable Bowel Syndrome                                           FORMCHECKBOX 
 Yes
Constipation                                                               FORMCHECKBOX 
 Yes


	(v) Food allergy & intolerance (confirmed by exclusion & reintroduction)                       FORMCHECKBOX 
 Not applicable

Cow’s Milk Protein Allergy                                         FORMCHECKBOX 
 Yes
Other allergies (please state)                                     FORMCHECKBOX 
 Yes         ……………………………………………………..
Lactose “Milk sugar” Intolerance                                FORMCHECKBOX 
 Yes
Intolerance to other sugars (please state)                  FORMCHECKBOX 
 Yes         ……………………………………………………..


	(vi) Overweight                                                                                                                 FORMCHECKBOX 
 Not applicable

Reason why a child is unsuitable for local authority weight management programme

· Child is under 4 years old                        FORMCHECKBOX 
 Yes
· Child has special needs or behavioural problems which make it impossible for them to attend group dietary sessions                                       FORMCHECKBOX 
 Yes
· Child has a health condition stated on a separate part of the form which indicates more tailored dietary advice is required                         FORMCHECKBOX 
 Yes
Criteria used to determine child is overweight            
· BMI > 91st centile                                             FORMCHECKBOX 
 Yes
· Weight > 2 centiles above height / length        FORMCHECKBOX 
 Yes
· Weight above 98th centile                                 FORMCHECKBOX 
 Yes


	(vii)  Fluid Restriction due to medical problem             Daily restriction -              ml        FORMCHECKBOX 
 Not applicable


	9. REFERRAL CHECKLIST



	 FORMCHECKBOX 
 I have discussed the referral with the parent / carer / child and obtained written consent 

 FORMCHECKBOX 
 I have completed the full form with full details or stated which sections are not applicable.

 FORMCHECKBOX 
 I enclose records of the child’s growth (photocopy of red book measurements and accompanying chart’s) 

 FORMCHECKBOX 
 I enclose a copy of the child’s recent GP attendances / paediatrician letter.

 FORMCHECKBOX 
 I have signed the form and provided details so that I can be contacted regarding the referral.



	10. SEND REFERRAL



	Please return this referral form to our administration team using one of the following methods: 

For Rio Users (e.g. health visiting, school nursing & other MCS children’s therapy services)

· Open up a new care episode for children’s dietetics and upload referral to the child’s documents

· Upload the referral to the child’s documents and email CLCHT.PaedDieteticsMerton@nhs.net to let us know

For NHS.net users (e.g. GPs, Hospital Consultants, Health professionals outside of SMCS)

· Email the referral as an attachment to CLCHT.PaedDieteticsMerton@nhs.net
For non NHS.net users (Health professionals outside of SMCS)

· Fax to 02086874341

· Post to Children’s Therapy Administration Team, Wilson Hospital, Cranmer Road, Mitcham CR4 4TP



	11. NEXT STEPS



	Correspondence will be sent to you as the referrer informing you that the referral has been received and whether: 

· Further information is required

· The referral has been accepted

· The referral has been declined.

IF THE REFERRAL FORM IS NOT COMPLETED IN FULL IT WILL BE RETURNED TO THE REFERRER, WHICH WILL DELAY THE REFERRAL.

If the child does not fulfil the criteria for a dietetics referral you will be informed so that you can discuss this further with the parent / carer / child.

Please note we do not accept the following referrals:

Referrals not accepted by Children’s Dietetics

Referrals to be made to:

Eating Disorders

Springfield Eating Disorder Clinic, Tooting
Overweight Referrals for School Aged Children

Local Weight Management Programme

Fussy eaters who don’t otherwise meet criteria

Health Visitor or School Nurse

Anaphylactic allergy sufferers requiring food challenges

Paediatrician with Allergy experience

Undiagnosed Gastrointestinal conditions

Paediatrician with Gastroenterology experience

If you wish to check the progress of your referral please call the Children’s Therapy Administration Team on 020 8254 8125




