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Community Health Services 

Common Referral Form 

Use this form for Lambeth and Southwark services - Children with Special Needs only:
Nutrition & Dietetics (Children’s Services)
Please give as much information as possible.  This will help us to process your referral quickly and appropriately.

NHS No _________________________________________________________________________________

Title __________________ Family Name (Surname) _____________________________________

Given Name (First Name) _____________________________________________________________
Gender __________________________________ D.O.B. ____________________________(dd/mm/yyyy)

Religion ________________________________ Is the patient housebound? _______________
Ethnicity (please tick as appropriate)

	WHITE  
	
	ASIAN OR ASIAN BRITISH
	
	OTHER ETHNIC GROUPS
	

	British
	
	Indian
	
	Chinese
	

	Irish
	
	Pakistani
	
	Any other ethnic group
	

	Any other white background
	
	Bangladeshi
	
	Not Stated
	

	
	
	Any other Asian background
	
	
	

	MIXED
	
	
	
	
	

	White and Black Caribbean
	
	BLACK OR BLACK BRITISH
	
	
	

	White and Black African
	
	Caribbean
	
	
	

	White and Asian
	
	African
	
	
	

	Any other mixed background
	
	Any other black background
	
	
	


Patient/Client Address ________________________________________________________________

___________________________________________________________________________________________

_______________________________________________ Postcode _______________________________
Landline ______________________________ Mobile _________________________________________
Name of GP __________________________ GP Surgery ____________________________________

School / Nursery attended ________________________________________________________
Name of care giver ___________________ Relationship to child_____________________

Contact Details (if different from above)____________________________________________

___________________________________________________________________________________________

Is an interpreter required ________________ Which language? _______________________ 
If patient is currently in hospital, what

is the anticipated discharge date?
______________________________________________
Current Medication (attach list if available) ________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________
___________________________________________________________________________________________

Are there any safeguarding issues? _________________________________________________

___________________________________________________________________________________________
Social Information

Is this child a ‘looked after child’? 

  



Yes     FORMCHECKBOX 
 
No    FORMCHECKBOX 
 

Does the child have a child protection plan?  



Yes     FORMCHECKBOX 
   
No    FORMCHECKBOX 

Does the child have a child in need plan?  



Yes     FORMCHECKBOX 
   
No    FORMCHECKBOX 

Does the family have an allocated Social worker?


Yes     FORMCHECKBOX 
   
No    FORMCHECKBOX 

If yes please give details:

Name ______________________________________ Contact Number __________________
Email ______________________________________________________________________
Address ____________________________________________________________________

___________________________________________________________________________
Reason for Referral____________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

	Date of measurement
	

	Weight ( including centiles)
	
Kg

	Height ( including centiles)
	                                     Cm 

	BMI ( including centiles)
	                                    Kg/m2


Additional / Medical Information

Any relevant history e.g pregnancy and birth, family health and social history, medical information etc.

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Other professionals involved ____________________________________________________
___________________________________________________________________________

Has this referral been discussed and agreed with:

Patient/Client ____________
Carer  ____________
Name of Referrer  ______________________________________________________________________

Designation  ____________________________________________________________________________
Address _________________________________________________________________________________
___________________________________________________________________________________________

_____________________________________________ Postcode __________________________________
Email ____________________________________________________________________________________
Landline _______________________________ Mobile ________________________________________
Signed __________________________________ Date _________________________
Once completed, please send this form, together with any relevant reports or letters to:

Email: GST-TR.referralsnutritiondieteticschildren@nhs.net
Please ensure it is sent via a secure email connection eg. nhs.net account.  Otherwise please send hard copy to:


Nutrition & Dietetics (Children’s Services)



Gracefield Gardens Health and Social Centre     
2-8 Gracefield gardens
SW16 2ST
An original copy of this form and a PDF version can be found at:

www.guysandstthomas.nhs.uk
Telephone numbers: 


Lambeth: 07901115721 or   07548153034


Southwark: 07766085773








