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Referral to Community Nutrition & Dietetic Service

PLEASE COMPLETE THE FORM IN FULL SO THAT REFERRALS CAN BE ACTIONED APPROPRIATELY.  INCOMPLETE FORMS WILL BE RETURNED.

	
Date of referral: ____ / ____ / ______ 


	Section 1: Patient Details

	
Patient Name: (please print clearly)	                                   Male / Female 	(please circle)
		 
_____________________________________		Date of Birth: ___ / ___ / ____

Full Address:							NHS No: _____________________
							
_____________________________________		Ethnicity: ____________________                                     

_____________________________________		Tel no: _______________________
                                                                     
Postcode:	_________________________		

Guardian/Carer’s Details (If appropriate) (please specify relationship to patient):                        


____________________________________________________________________________

Other agencies involved: 




	
GP Name:							Tel:			Fax:
(Please print clearly)		____________________	______________	____________

GP Full Address: 

	


	Section 2: Referrer Details

	
Referrer’s Name:						Designation:
(Please print clearly)	_______________________		________________________

Referrer’s Full Address:					Tel:			Fax: 
_________________________________________ 	______________	____________






	Section 3: Reasons for referral

	
Please tick all that apply.  If your reason for referral is not listed, see notes below for further details.

1.Nutrition Support (please provide weight history in section 5 below)
☐Unexplained recent weight loss 
☐Underweight (Adult with BMI less than 18.5kg/m², Child with weight 2 centiles below height)(eating disorders not accepted – see notes. 
☐Chronic Disease Management (e.g. Parkinson’s Disease, Multiple Sclerosis)

	2.Raised HbA1c  HbA1c result to be accepted
Diagnosed Dates:
☐Gestational Diabetes Delivery Date: _ / _ / ☐T1 Best Practice Tariff Paediatrics __/___/___
☐T1 Diabetes  __ / __ / __ 
☐Carbohydrate Counting New/ Refresher
[bookmark: Check13]☐T2 Diabetes (criteria >HbA1c 65 mmols)  
No Service for Overweight Management
☐ Patient is commenced on Insulin
Please state___________________________
☐ New to Insulin Pump 
☐ Insulin, Food & Activity Management T1 
	Dietary Advice 

☐Lowering Cholesterol Heart Health 

PAEDIATRIC ONLY: following options are referrals accepted for children only:
☐Elimination Diet/Diagnosed Food allergy cow’s milk protein, wheat intolerance associated with IBS, etc.). Please specify:

☐Gluten Free Diet Diagnosed Coeliac

	
Please give any further information which is relevant for this referral 
(E.g. any information discussed before referral, communication barriers, safety concerns, joint visit required, pressure sores, CHC etc.) Continue overleaf or attach past medical history summary.







	
Medication: (please continue overleaf or attach current prescription list)






	Section 4: Relevant Biochemistry

	Please continue overleaf or attach recent blood result forms.

Mandatory: 
HbA1c for patients who have diabetes: _________date /  HbA1c History____________
Include cholesterol results: 

Total chol: ______ HDL chol: _____ LDL chol:_____ Chol Ratio:_____






	Section 5: Weight History

	
Current Weight: _____________kg	         Date taken: ___ / ___ / _______

Previous Weight: _____________kg       Date taken: ___ / ___ / _______

Length / Height:  ___________	         Date taken: ___ / ___ / _______

Body Mass Index: __________
Please give gestational age if patient less than 2 years old: born __________ weeks

Details of any weight change over last 3 – 6 months:



	Section 6: Extra Information

	
Is a home visit required due to being housebound? ☐Yes 	☐No  		
Please note Home visits are only available for patients who are housebound and unable to attend a clinic for an appointment – inappropriate use may increase waiting times for other patients

If the patient is in the terminal phase of illness (i.e. death is imminent), is the referral appropriate?                                                            	      ☐Yes 	☐No  		
Is the patient suitable for group education? 	      ☐Yes 	☐No  		

Does the patient require an interpreter? 		      ☐Yes 	☐No  		
If yes which Language is required: ________________________________________


	
Completed forms should be returned to:
Nutrition & Dietetic Service
Golborne Clinic, Lowton Road, Golborne, Warrington, WA3 3EG
Tel: 01942 482090
Email: wwl-tr.nutritionandspeechtherapy@nhs.net or wwl-tr.specialistcaredietitians@nhs.net




If your reason for referral is not in the list above, you may wish to consider one or more of the following services:

Details of other services available for Adults: 
· Adult Specialist Gastroenterology Dietitian provided by Wrightington, Wigan and Leigh Acute NHS Foundation Trust (Tel: 01942 822189 / Fax: 01942 822 946) 
· Specialist Services Network Eating Disorder Service: The Willows Centre for Health, Lords Avenue off Tootle Road, Salford, M5 5JR (Tel: 0161 212 4341 / Fax: 0161 212 4343)
· Specialist Weight Management Service: Lose Weight Feel Great, Loire Drive, Wigan, WN5 0LU (Tel: 01942 496496 / Fax: 01942 828592)
· Health Trainers, Healthy Routes Wigan, City Health Care Partnership CIC, Wigan Warriors Foundation, Central Park, Montrose Avenue, Wigan, WN5 9XL (Tel: 01942 489012 / Fax: 01942 316081), Mobile: Text: HUB to 61825, Online: www.healthyrouteswigan.co.uk)

Details of other services available for Children: 
· Eating Disorder Service provided by 5 Boroughs Partnership, CAMHS Assessment & Referral Team (CART), Birch Unit CAMHS, Marshalls Crossroad, Peasley Cross, St. Helens, WA9 3DA (Tel: 01925 579405 / Fax: 01925 664191)
· Children Weight Management: Inspiring Health Lifestyles, 1st Floor, Robin Park Sports Centre, Loire Drive, Wigan, WN5 0UL (Tel: 01942 488481 / Fax: 01942 488492)
Please ensure that the patient has been made aware of the service they are being referred to and that they fully consent to any intervention
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