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	Surname:
	First name(s):
	Title:

	NHS Number:
	Hospital Number:
	DOB:

	Address:

Postcode:             

	Telephone:
 Home





Mobile

	Is the patient is aware of this referral? 
 ( Yes
( No

	Current Weight:
	Weight History:

	BMI:
	Height:
	

	Reason for referral:



	Past Medical History /current medications/relevant biochemistry (can attach a print out):



	Is the patient under the mental health services?


( Yes
( No

	Has the patient got a confirmed or suspected eating disorder? 
( Yes
( No


	Swallow problems?

( Yes  ( No          Has patient had SALT referral?
( Yes  ( No

MUST Score if documented: ___________________

Has a nutrition care plan been completed (please attach)
( Yes
( No

Has food as treatment/fortification been used?


( Yes
( No      ( NA
Have nutritional supplements been prescribed?


( Yes
( No    Date:
End of life care:   ( Yes 
( No



	Input required:

( Outpatient Clinic 
( Nursing Home Visit
( Home Visit

	Health and Safety - 2 person visit recommended?  
( Yes
( No

Please give details

	Translator needed?

( Yes
( No

Language

	Hospital transport needed 
( Yes
( No

Type:
Escort 


( Yes
( No

	Name and Title of Referrer:

	Address:



	Telephone Number:

	GP Name and Address:



	GP Authorising Signature (not needed for SCT please sign your name)


Coded forms/MI178
�





DIETITIAN REFERRAL FORM 





Fax to 01273 664528 or send to Department of Nutrition & Dietetics, Royal Sussex County Hospital, Room G1, Ground Floor, St Mary’s Hall, Eastern Road, Brighton, BN2 5JJ








