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URGENT REFERRAL 
	COMMUNITY ADULT DIETETICS HOME ENTERAL FEEDING REFERRAL FORM 

	Please complete this form in full as incomplete forms will be returned which will delay the referral
Please provide a verbal handover to the Dietetic Team prior to patients discharge by calling the number at the bottom of referral form.

	PATIENT’S DETAILS

	Title:      
	Forename(s):     
	Surname:     

	|_| M     |_|F 
	NHS Number:     
	D.O.B:      

	Address (incl. postcode):      

	Daytime contact number:     
	Alternative contact number:

Date of Discharge:

	ETHNICITY

	|_| White British
	|_| Any other mixed background
	|_| Black/ Black British Caribbean

	|_| White Irish
	|_| Chinese
	|_| Black or Black British African

	|_| Any other White
	|_| Asian or Asian British Indian
	|_| Any other Black groups

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

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

	|_| Mixed: White & Asian
	|_| Any other Asian background
	

	NEXT OF KIN’S/CARER’S DETAILS (if applicable)

	Name:      
	Relationship to patient:      

	Daytime contact number:      
	Alternative contact number:      

	GP’S DETAILS

	Date of referral:     
	GP’s Name:     

	Contact number:     
	Fax number :      

	Surgery address:     

	NHS.net email address:                      

	REFERRER’S DETAILS (if not GP)

	Name:      
	Job title:      

	Contact number: 
	Fax number :      

	Signature:      
	Date of referral:

	Email address (safe to send patient details):

	GENERAL NEEDS OF THE PATIENT

	Is an interpreter is required, what language is required?
|_|No        |_| Yes, please specify language:             


	Are you aware of the any social issues that need to be highlighted for this referral?  
|_|No        |_|Yes, please state reason:      


	Home visit required (only if patient not mobile):  |_|Yes        |_| No

	Did patient / carer consent to referral and assessment: 
|_|Yes        |_|No, please state reason:      


	Patient /Carer signature (if applicable):       





	MEDICAL DETAILS OF PATIENT

	Height:                 m
	Weight (and date taken):                    kg
	BMI (kg/m):      

	Weight History:





	Oral Intake:       Sips                            Partial Diet                                 Nil-by-mouth 






	Current Diagnosis/Past Medical History:      









	Drug therapies:      






	Does this patient have any communication difficulties?   |_|No        |_|Yes , please specify:      






	Feeding Route/Method:

Date feeding tube placed:                                                         Insertion Technique:

Type/Make/Size:

Feeding Route: Nasogastric                      Nasojejunal 
                          Gastrostomy                    Jejunostomy         Other ……………………….

For NG/NJT:
Tube mark at nostril (cm):
pH in hospital (NG only):
Nasal Bridle:               Yes                     No 

Stoma Condition:       Normal                Inflamed                 Exudate                   Over granulation 

Administration:           Pump                  Bolus                      Gravity 

Pump type/serial Number (if appropriate)




	Estimated Nutritional Requirements: 

Kcals…………………………..Protein………………………..Fluids…………………………………

	Feeding Regimen:
Feed(s) name:     1.______________________2._______________________3.________________________

Volume per day:  1.______________________2._______________________3._______________________

Plus: ______________________mls tap/cooled boiled/sterile water to flush/maintain hydration

Providing: ___________  kcals   _____________  Protein       ______________     Fluid/24 hours


	
Feeding Rate: ……………………………………..Feeding Time(s)……………………………………………

	Dietetic Follow Up:

Urgent < 2 weeks                         Priority 2-4 weeks                      Routine 4-6 weeks 

Not required – will be followed up by discharging centre (include details)  



	Checklist (please tick):
Persons Contacted:                                                          Information provided to patient/carer:
GP                                                                                       Feeding Regimen                                     
Community Nurse (as appropriate)                                     Tube care information booklet
Carer/Nursing Home                                                           Contact Numbers for Community Dietitian, Hospital
Home Enteral Feeding Company                                        Dietitian and District Nurse

Is patient registered with HEF Company?

Supplies given to patient*:
7 or 14 days supply of feed (please circle)
7 or 14 days supply of ancillaries (please circle)
*Please supply 14 days if unable to contact Dietitian prior to discharge.

	Additional information of note (e.g. SALT recommendations and contact details, social information, feeding problems):









	 


	

	Please return this referral form to the Merton adult services single point of access (SPA)::
Email: clcht.mertonspa@nhs.net                                              Efax: 0300 008 2122
Address:  Merton adult community services, PO Box 130, Morden, London, SM4 9EF.
Contact number: 0333 004 7555




	In addition to the referral, please send EMIS, relevant therapy reports or assessments: e.g. discharge summary, manual handling care plans, home visits reports, bladder scan results etc.
Failure to complete a referral form may result in the refusal of a referral 
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