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Referral for Paediatric Community Nutrition & Dietetic Services  
	Surname: 

	Forename(s):

	D.O.B:                                                                        

                                                                                M / F                                                         
	NHS no:


	Address: 

Postcode: 

Telephone/Contact No: 
	Alternative Address (if not staying at own premises)

Address:
Postcode:

Telephone/Contact No:

	Is an interpreter needed?:        Yes / No                        
Language preferred:
	Ethnicity:


	GP: 

Practice Address:
	Next of Kin/carer: (state name, relationship and contact details)    


	Diagnosis/ Medical History / Relevant investigations and blood tests 


	Current medication:



	Please ensure this section is completed or the referral may be rejected. 

Weight (kg):            
Centile  
Height (m):           
Centile    
BMI (kg/m2):             
Centile
Date of measurements:
Weight change over last 3-6 months:



	 Reason for dietetic referral.
	Details:



	Faltering Growth/Nutritional Support   FORMCHECKBOX 


	

	Obesity  FORMCHECKBOX 
  

Examples of acceptable referrals -
· Children/young people with a BMI >99.6th centile
· Children/young people under the care of a consultant 
paediatrician with co morbidities 


	

	Extreme behavioural eating problems with and without faltering growth .  FORMCHECKBOX 
 
Examples of acceptable referrals – 

· Children with extremely restrictive diets such as eating
 less than 5 foods.


	

	Suspected Food allergy including Cow’s milk protein allergy FORMCHECKBOX 
 

Is IgE allergy supected?: Yes / No      

If yes give details: 

	

	Other
	

	Other involved services (e.g. SALT, Social Care, Specialist Nurses):

Name and contact number



	Diversity Needs:    (i.e. mental health issues / visual problems /  hearing problems / allergies)
 

	 Please tick this box if you wish to discuss the referral further 


	Further information on any safety issues  which may protect 
the lone workers in this service 
	Details



	Referrer Details:

Name: (Please print):

Job Title:
Contact No:

GMC/Registration/PIN No:

(if applicable)

Signed:

Date of referral:



	
Please send completed referral via secure email i.e. NHS mail account to:

Email: friarage.dietetics@nhs.net  Tel: 016095222529

Systmone users can task completed referral forms to South of Tees Dietetic and Nutrition 
Service to Referrals user group. 
Or post to: Patient Connect (Nutrition & Dietetics Service), 2nd Floor Murray Building, 
James Cook University Hospital, Marton Road, Middlesbrough, TS4 3BW




Please note – referrals for children with an eating problem related to a mental health issue under the care of the CAMHS service will not be accepted 
�









