Dietetic Referral Form – Children 2021
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COMMUNITY & SPECIALIST DIETETIC SERVICE

Dietetic Referral Form - Children
(Providing a service in the areas of Bournemouth, Poole, Purbeck, Christchurch & East Dorset)
PATIENT DETAILS: 

NHS No:
 ___________________________   D.O.B:  ________________________

Surname:
___________________________    First name   _____________________

Address:
____________________________________________________________

_______________________________________________________________________
Person to contact (parent / guardian / other):   __________________________________

Name: ___________________________    Telephone ___________________________

School: ________________________________________________________________
MEDICAL CONDITION(S):
_______________________________________________________________________

REASON FOR REFERRAL (See Referral Criteria):
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 Obesity 

Weight: ________    Height: ________    BMI: __________  
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 Allergy / Intolerance - give details __________________________________________

_______________________________________________________________________
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 Restricted Eaters 

Weight: _______    Height: _______    BMI: _______  
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 Other – please state ____________________________________________________
Relevant Medication / Blood results: Attach if available  [image: image5.png]



_______________________________________________________________________
_______________________________________________________________________

Other relevant information: e.g. needs interpreter, safeguarding concerns, learning disability
________________________________________________________________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​
Referring Health Professional’s details:
Name and job title: 
__________________________________________________________
Address:  __________________________________________________________________
Telephone number:   _________________________________________________________
Patient’s GP Name and Address:________________________________________________ __________________________________________________________________________             

__________________________________________________________________________
Date:
_________________________________[image: image6.png]



Please send referral to:	Community & Specialist Dietetic Service, Sentinel House, 4-6 Nuffield Road, Poole, BH17 0RB						Tel: 01202 733323		





Email: � HYPERLINK "mailto:dhc.dietetic.referrals@nhs.net" �dhc.dietetic.referrals@nhs.net�		Incomplete referral forms will be returned

















