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CONFIDENTIAL

Dietetic Transfer form - National Spinal Injuries Centre, Stoke Mandeville Hospital
Please complete shaded areas on BOTH sides with information in BLOCK CAPITALS

	*Patient’s NHS no:  
	*G.P. Name & Surgery:
	

	
	
	
	

	
	
	
	

	*Title:  Mr/Mrs/Miss/Ms/Other:
	Surgery Address & Contact Details:

	*Date of Birth:
	
	

	*Address of Patient:
	
	

	
	

	
	Post Code:

	
	Tel. No:
	

	Post Code:   
	Fax No:
	

	*Tel. No (H)
	
	Referral Source:

	*Tel. No (M)
	
	*Referral made by:
	

	Tel. No (W)
	
	Location/Work Base:
	

	Email:
	
	Referrers Tel. No:
	

	*NHS Number:
	
	*Referral Date:
	

	
	Patient Classification:

	*Ethnicity:
	Tetraplegic
	Paediatric



	Religious/Spiritual beliefs:
	
	

	*Gender:
	
Male               Female
	Paraplegic
	

	Allergies:
	AUTHORISED BY:     (Office use only)

	
	Name:
	

	
	Date:
	

	
	REG:
	

	


	REF:
	

	
	Action:
	

	Alternative Contact Details:
	

	1St Contact

	2nd Contact

	
	

	Relationship: e.g. carer, key worker, parent


	Relationship: e.g. carer, key worker, parent



	Name:
	Name:

	Address:
	Address:

	
	

	
	

	Post code:
	
	Post code:
	

	Tel. No (H)
	Tel. No (H)
	

	Tel. No (M)
	Tel. No (M)
	

	Tel. No (W)
	Tel. No (W)


CONTINUED OVERLEAF

clinical details and special instructions

Please complete shaded area with essential information in BLOCK CAPITALS
	*Reason for Referral (date of injury, cause of injury, bowels, presence of pressure ulcers) etc:



	Relevant Medical History:



	Medication:


	Biochemistry:



	Enteral feeding regimen (if any): 


	Consent given to be weighed/measured: Yes / No / Not applicable

Weight: ---------------------------   Waist circumference (cm/inches) ---------------------------------

Height: ------------------------------------                            BMI: --------------------------------------------




Please tick relevant boxes:

*Priority:

Urgent

  Routine

 For information 

*Interpreter Required

*Referrer’s Signature …………………………………………………………………

*Referrer’s Name:  (Print) ………………………………………………………….…

Date ……………………………………………………………………………….…….

 Please send referral to: bht.nsic.dietitians@nhs.net

Please Note:  Fields marked with an asterisk* and bold are mandatory – forms will be returned if these field are not completed.









