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      PAEDIATRIC REFERRAL TO

NOTTINGHAM COMMUNITY NUTRITION & DIETETIC 




SERVICE 

Please complete this form using BLOCK CAPITALS and in BLACK INK

DETAILS OF CHILD BEING REFERRED:

[image: image3.png].@ CityCare

............................




DETAILS OF GP:


REFERRER INFORMATION:



SUITABLE FOR:  
Telephone contact


Clinic


Tick all that apply
 Other  
………………………………………………………………………..

DO THEY HAVE ANY DISABILITIES 
Yes  
No
COMMUNICATION NEEDS

OTHER PROFESSIONALS INVOLVED: (COMPLETE IF APPROPRIATE)
	SERVICE 
	NAME
	BASE
	CONTACT 

TEL/EXT MB

	
	
	
	

	
	
	
	

	
	
	
	


PTO
	SERVICE 
	NAME
	BASE
	CONTACT 

TEL/EXT MB

	
	
	
	

	
	
	
	

	
	
	
	


Patient’s Name………………………………..   DOB: …………………   NHS No: …………………………….
REASONS FOR REFERRAL (Refer to guidelines for paediatric referrals to a dietitian)
Diagnosis:………………………………………………………………………………………………………………..
…………………………………………………………………………………………………………………………….

Symptoms/ relevant details, family’s concerns and anxieties………………………………………………… 

………………..……………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………….
………………………………………………………...............................................................................................

…………………………………………………………………………………………………………………………….

………………………………………(please attach an allergy focused clinical history assessment if appropriate)

Growth (please attach copy of the growth chart):  include latest measurements and details of growth trends.

Date…………… Age……… Weight………kg, Weight centile………..Height………cm , Height centile………..
OHC (<2yrs)………cm, OHC centile…………BMI(> 2yrs)……….., BMI centile ………..
………………………………………………………………………………………………………………………………

Developmental concerns Yes/ No   If yes, give details……………………………………………………………
………………………………………………………………………………………………………………………………
Medications………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………

Test results (e.g.serum ferritin, Hb, TTG, specific IgE antibodies, stool samples, bioimpedence, BP, glucose urinalysis)
………………………………………………………………………………………………………………………………

Relevant social information…………………………………………………………………………………………...
………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………

Summary of first line management, including written information provided:……………………………………
………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………...
Please email the referral form to: NCP.CommunityDietetics@nhs.net
(Secure NHS.net accounts only)
� EMBED PBrush  ���





SURNAME(S)………………………………………FORENAME(S)……………………………………………..


DATE OF BIRTH………………………………………………. MALE/FEMALE*


CURRENT ADDRESS………………………………………………………………………………………………


……………………………………………………….TEL NO………………………………………………………


POST CODE……………………………………… NHS NUMBER ……………………………………………..


ETHNIC GROUP…………………………………..RELIGION……………………………………………………


NAME OF CARER ………………………………………………………………………………………………….


CONTACT NUMBER ……………………………………………………………………………………………….


SCHOOL/ PRE-SCHOOL…………………………………………………………………………………………..





GP NAME…………………………………………………………………………………………………………… 


ADDRESS…………………………………………………………………………………………………………………………………………………………………………… POST CODE ……………….................................


TEL NO………………………………………………….. Is the GP aware of the referral ?           YES/NO*





REFERRER’S NAME ……………………………………….. DESIGNATION……………………………….


REFERRING SERVICE/AGENCY……………………………………………………………………………….


ADDRESS…………………………………………………………………………………………………………..


……………………………………………………………………………………………………………………….


TEL/EXT………………………………………….. MOBILE…………………………………………………..


FORM FOLLOWS PREVIOUS TELEPHONE CONTACT      YES/NO*


REFERRER’S SIGNATURE…………………………………………DATE OF REFERRAL…………………





WHAT IS THE PATIENT’S FIRST LANGUAGE? ……………………………………………………………….





DO THEY HAVE SPECIAL COMMUNICATION NEEDS? ……………………………………………………..





DOES THE PATIENT NEED AN INTERPRETER:	YES ‮	NO ‮
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