Dietetic Referral Form – Adults 2021

	Consent given for referral by:

	☐ Patient            

☐ No capacity: in Best Interest
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COMMUNITY & SPECIALIST DIETETIC SERVICE

Dietetic Referral Form - Adults
(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 (patient / parent / daughter / son / carer / other):   _________________

Name: ___________________________    Telephone: ___________________________
MEDICAL CONDITION(S):
_______________________________________________________________________
_______________________________________________________________________

REASON FOR REFERRAL: (See Referral Criteria):
 SHAPE  \* MERGEFORMAT 


 Malnutrition    Weight: _____ Height: ______   BMI: ______   MUST SCORE: ________
Last 6 months weight history_________________________________________________
________________________________________________________________________

 SHAPE  \* MERGEFORMAT 


 Obesity / Weight Management
 Weight: ______     Height: _______    BMI: __________
 SHAPE  \* MERGEFORMAT 


 IBS

 SHAPE  \* MERGEFORMAT 


 Food allergy / intolerance including existing Coeliac Disease

 SHAPE  \* MERGEFORMAT 


 Other, please state ______________________________________________________
________________________________________________________________________
DIABETES - Please use the Intermediate Diabetes Team or Diabetes Education Referral Form

Relevant Medication / Blood results: Attach if available   SHAPE  \* MERGEFORMAT 



_______________________________________________________________________
_______________________________________________________________________
Other relevant information: e.g. needs interpreter, safeguarding concerns, learning disability
_______________________________________________________________________
 SHAPE  \* MERGEFORMAT 


 If Home Visit / Telephone consultation is required (only if patient unable to attend clinic)
Referring Health Professional’s details:

Name and job title: ________________________________________________________
Address: ________________________________________________________________
Telephone number: _______________________________________________________
Patient’s GP Name and Address:_____________________________________________ ________________________________________________________________________
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Date:
________________________________
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











