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REFERRAL TO COMMUNITY DIETETICS SERVICE
Please complete all relevant sections CLEARLY.
If sections are left incomplete it may be returned for more information.
	Client’s Surname
	
	
	GP’s Name 
	
	

	First Name
	
	M / F
	
	GP’s Address 
	
	

	Date of Birth
	
	Adult / Child
	
	
	
	

	Address
	
	
	
	
	

	
	
	
	GP’s Postcode 
	
	

	Postcode
	
	
	
	
	GP’s Tel
	
	

	Tel / Mobile
	
	
	
	
	
	

	Client’s NHS No.
	
	
	
	
	

	Does the client require an interpreter?     Yes / No
	
	Please provide details below for inpatients:
	

	Language
	
	
	Hospital/Ward
	
	

	Ethnicity
	
	
	Discharge Date
	
	

	
	
	
	
	
	


	Others Involved in Client’s Care:

	Parent/Carer’s Name
	
	
	
	Consultant
	
	Tel
	
	

	Relationship to Client
	
	
	
	Health Visitor
	 
	Tel
	
	

	Address 
	
	
	
	District Nurse
	
	Tel 
	
	

	(If different from above)
	
	
	
	School Nurse
	
	Tel
	
	

	Tel
	
	
	
	Other HCP
	
	Tel
	
	

	
	
	
	
	
	
	
	
	

	School/Nursery
	
	
	
	
	Tel
	
	
	

	Day Care
	
	
	
	
	Tel
	
	
	

	Respite Care
	
	
	
	
	Tel
	

	
	
	
	
	


	Is the client able to attend a clinic appointment? (Please tick appropriate box):
( Yes         ( No
	

	If not, please give reasons:
	
	

	If a home visit is required are there any risk factors for the Dietitian visiting alone?
	
	

	
	
	

	
	
	

	
	
	

	Reason for Dietetic Referral: 
	
	

	
	
	

	
	
	

	
	
	MUST Score (adults only):
	

	
	
	

	Has parental/carer/client consent for referral to Dietitian been obtained?   Yes / No
	


	Relevant Medical History with Dates: 
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	

	Relevant Information / Biochemical Results with Dates:

	Weight
	
	Date
	
	
	LDL
	
	Date
	

	Height
	
	Date
	
	
	HDL
	
	Date
	
	

	BMI
	
	Date
	
	
	Total Cholesterol
	
	Date
	
	

	HbA1c
	
	Date
	
	
	TC/HDL Ratio
	
	Date
	
	

	Fasting Blood Sugar
	
	Date
	
	
	Triglycerides
	
	Date
	
	

	Waist Circumference
	
	Date
	
	
	Other
	
	
	
	
	

	Blood Pressure
	
	Date
	
	
	
	
	
	
	
	

	
	
	
	
	


	Medication / Supplements / Enteral Feed Regimen (include timing and rate of feed):
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Social History / Useful Information (e.g. visual/hearing difficulty):
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Referrer (medical practitioner or other health professional) details:
	

	Name (in block capitals)
	
	Title
	
	

	Address
	
	

	
	
	Tel
	
	

	Referrers Signature
	
	Date
	
	

	
	


	PLEASE RETURN FORM TO:
NHS Islington, Administrative Referral Team - Ground Floor, 338-346 Goswell Road, 
London EC1V 7LQ 
Tel: 020 3316 1111   Fax: 0844 774 6419    Email: arti.centralbooking@nhs.net


On receipt, referrals will be prioritised. Clients requiring a home visit will be contacted directly by a clinician.  Clients that can attend a clinic appointment will be invited to contact us to arrange an appointment.  Failure to do so will lead to discharge from our service.  
