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URGENT REFERRAL
	CHILDREN’S COMMUNTITY DIETITIAN HOME ENTERAL REFERRAL FORM 

	Please complete this form in full as incomplete forms will be returned which will delay the referral

	1. CHILD’S DETAILS

	Title: 
	Forename(s): 
	Surname:

	 FORMCHECKBOX 
 M      FORMCHECKBOX 
F 
	NHS Number: 
	Date of Birth: 

	Address (incl. postcode):                                                          Age at referral:

	Home number: 
	Work Number: 

	Mobile number: 
	School/Nursery/Day Care: 

	Full Name Parent/Guardian/Day Care: 

	2. ETHNICITY

	 FORMCHECKBOX 
 White British
	 FORMCHECKBOX 
 Any other mixed background
	 FORMCHECKBOX 
 Black / Black British Caribbean

	 FORMCHECKBOX 
 White Irish
	 FORMCHECKBOX 
 Chinese
	 FORMCHECKBOX 
 Black or Black British African

	 FORMCHECKBOX 
 Any other White
	 FORMCHECKBOX 
 Asian or Asian British Indian
	 FORMCHECKBOX 
 Any other Black groups

	 FORMCHECKBOX 
 Mixed: White& Black Caribbean
	 FORMCHECKBOX 
 Asian / Asian British Bangladeshi
	 FORMCHECKBOX 
 Any other ethnic group

	 FORMCHECKBOX 
 Mixed: White & Black African
	 FORMCHECKBOX 
 Asian or Asian British Pakistani
	 FORMCHECKBOX 
 Declined to state ethnic origin

	 FORMCHECKBOX 
 Mixed: White & Asian
	 FORMCHECKBOX 
 Any other Asian background
	

	3. PARENTS / GUARDIANS / NEXT OF KIN’S DETAILS

	Name:                                                                          Relationship to patient                                                                                                                                                                                                                                                        


	

	Daytime contact number:                                             Alternative contact number:

What language(s) are spoken at home?                      Is an interpreter needed?  FORMCHECKBOX 
 No        FORMCHECKBOX 
 Yes 

Please state preferred language:

Does the parent or carer have a learning disability or any other communication difficulty?  FORMCHECKBOX 
 No        FORMCHECKBOX 
 Yes  

Please state difficulty:


	

	4. GP’S DETAILS

	NHS.net email address:                                                                     GP Surgery:

Registered GP name:                                                                        Telephone Number: 

Surgery Address:                                                                               Fax Number:                                              


	

	5. REFERRER’S DETAILS 

	NHS.net email address:                                                                   Job Title:

Referrer Name:                                                                                Telephone Number:
	

	Address:                                                                                           Fax Number:                                              


	

	Signature:                                                                                         Date of Referral
	

	6.CHILD PROTECTION

	Is the child subject to/or ever to your knowledge had a Child Protection Plan?  FORMCHECKBOX 
 No        FORMCHECKBOX 
 Yes




	7. REFERRERS ASSESSMENT

	(i) Consent

Has the referral been explained to parent / carer / child in order to seek informed consent?

Re: Referral to Community Dietitian (                        Re: Details to be passed to Nutricia Homeward (                                

Parent / Carer give written consent for referral to be made:                            

                                                                                             Parent / Carer’s Signature:…………………………

	(ii) Child’s Growth

Date measurements taken:             /            /

Measurement

Centile

Weight (kg)

Height / Length (cm)

Head Circumference (Child under 2 years) (cm)

BMI (Child 2 years or over) (kg/m2)

Was the child born prematurely?                             If so at how many weeks gestation? -             +       weeks

Was a specialist growth chart used to carry out this assessment?



	(iii) Oral Intake:       Sips (                           Partial Diet (                                Nil-by-mouth (
Speech & Language Therapist recommendations: 


	(iv) Current Diagnosis/Past Medical History: 


	(v) Medications:

	(vi) Social History: 


	(vi) Estimated Nutritional Requirements: 
………………kcal, ……………g of protein and ....................ml fluid (in a 24 hour period)



	8. REGIMEN AT DISCHARGE

	Feed name
Amount given in a 24 hour period
In addition…………...ml water to be given as flushes to maintain hydration

Regime provides: ………………kcal, ……………g of protein and ....................ml fluid (in a 24 hour period)
Feeding Rate: ……………………………………..      
Feeding Time and Pattern:
Alternatively please send a copy of nutritional plan sent home with the child.


	9. FEEDING TUBE



	Date feeding tube placed: ………………………..        Insertion Technique:

Feeding Route:                            Nasogastric (    Gastrostomy (    Nasojejunal (  Jejunostomy (         

Tube Type and Size:………………………………………………
Feed Administration:                   Pump (                 Syringe Bolus (                     Bolus Set (
Pump Training completed (                                     Pump issued on discharge: (


	10. PROFESSIONAL INVOLVEMENT



	Referring dietitian’s ongoing involvement with the child:
     FORMCHECKBOX 
  Continue to provide full dietetic monitoring and care

     FORMCHECKBOX 
  Infrequent review as part of multidisciplinary clinic 

     FORMCHECKBOX 
  Full dietetic care will be transferred to community dietitian



	Profession

Contact Name

Base

Telephone Number

Health Visitor / School Nurse (circle)

Which other professionals are currently supporting the child?

e.g. Consultant paediatricians, portage, SALT, OT, CAMHS, Homecare Nurse                                       

	Checklist 

 FORMCHECKBOX 
 I have discussed the referral with the parent / carer / child and obtained written consent for the referral and details to be passed to Nutricia Homecare to initiate feed and ancillary items deliveries.

 FORMCHECKBOX 
 I have completed the full form with full details or stated which sections are not applicable.

 FORMCHECKBOX 
 I enclose records of the child’s growth (photocopy of red book measurements and accompanying chart’s) 

 FORMCHECKBOX 
 I enclose a copy of the child’s discharge summary.

 FORMCHECKBOX 
 I have ensured the family have been provided with appropriate training and written information required
 FORMCHECKBOX 
 I have provided at least 7 days of feed and ancillary items TTOS, and a Flocare Infinity Pump (if required)
 FORMCHECKBOX 
 I have also referred to the Homecare Team to organise ancillary item deliveries and carry out stoma and 

     tube care. 

 FORMCHECKBOX 
 I have signed the form and provided details so that I can be contacted regarding the referral.

	10. SEND REFERRAL

	Please return this referral form to our administration team using one of the following methods: 

For Rio Users (e.g. health visiting, school nursing & other CLCH children’s therapy services)

· Open up a new care episode for children’s dietetics and upload referral to the child’s documents

· Upload the referral to the child’s documents and email CLCHT.Mertonicnteam@nhs.net to let us know

For NHS.net users (e.g. GPs, Hospital Consultants, Health professionals outside of CLCH)

Email the referral as an attachment to CLCHT.Mertonicnteam@nhs.net 
For non NHS.net users 

· Post to Children’s Therapy Administration Team, Steer’s Mead, Mitcham, CR4 3HL

	


