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Dietectic referral form 
	Date of referral:
	SMH    /    WGH    /     AGH

(delete as appropriate)
	In patient   /   Out patient

(delete as appropriate)

	Name of referrer: (please print)

	Ward / Department and Contact no:
	Patient Consultant:



	Patient Details: (or patient sticker)
Name:                                                Date of Birth:                                  

Address: 

Hospital no:                                       NHS no:


	Weight:

Height:



	CLINICAL DETAILS (including diagnosis):


	REASON FOR REFERRAL:


	

	IN PATIENT

	Nutritional Screening Score                                  MUST score:                 or Spinal score:

Has the MUST action plan been implemented?         Yes   /   No                     Which action plan?

	Has this patient lost 2 kg since admission?                            

                  Yes   /   No

Comment:

Expected date of discharge:



	All referrals: please telephone Dietetic Department with: ward, patient name, NHS no, reason for referral             

SMH:   ext 5775                        WGH:  ext 5776                     AGH:   ext 4704

Telephoned:    □         Date/Time:                                       Signature:

	Non-urgent referral form:     Please send to Dietetic Department via internal mail or email. Do not fax.
Urgent referral form:             Please bleep the dietitian and the referral form will be collected from the ward.

	

	OUT PATIENT

	GP:

Surgery:


	Patient’s Daytime contact no:

                Mobile no:

	
	If translator needed, 

specify language:

	Relevant medication/biochemistry:

	Out patient referral form: Please send to Dietetic Department via internal mail or email. Do not fax. 
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