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ABUHB Adult Eating Disorders Service
 Referral Form
CONFIDENTIAL
Complete and send with supporting information to:   Eating Disorders Service, Maindiff Court Hospital, Ross Rd, Abergavenny, NP7 8NF Ffôn /Tel: 01873 735546
Email. 	EatingDisorderReferrals.ABB@wales.nhs.uk Please send via secure email 

IN ORDER TO AVOID UNNECESSARY DELAY FOR PATIENT ALL SECTIONS MUST BE COMPLETED. 
INCOMPLETE REFERRALS WILL NOT BE ACCEPTED AS DECISIONS REGARDING APPROPRIATENESS AND RISK CANNOT BE REACHED. 

	1.Patient Information

	Title:
Name:
	[bookmark: Text18]     
	NHS No or
WCCIS ID
	[bookmark: Text14]     

	
	[bookmark: Text19]     
	
	

	Date of Birth:
	[bookmark: Text20]     
	Gender:
                                                |_| Transgender

	[bookmark: Check48]|_| Male
	[bookmark: Check47]|_| Female




	Address
	[bookmark: Text26]     
	Tel Home:
	[bookmark: Text22]     

	
	
	Tel Work:
	[bookmark: Text23]     

	Post Code:
	[bookmark: Text11]     
	Tel Mobile:
	     

	Marital status:
(Please mark appropriate box)
	[bookmark: Check37]|_| Divorced/partnership dissolved 
	[bookmark: Check39]|_| Not disclosed    |_| Dependent children

	
	[bookmark: Check38]|_| Married/civil partnership 
	[bookmark: Check40]|_| Separated              (Pls state age)

	
	[bookmark: Check42]|_| Widowed/surviving partner  
	[bookmark: Check41]|_| Single          

	2.Referrer Details
Name of referrer:                                           

Name of Care Co-ordinator

Profession: 

Address: 

Phone No & Email:

	
Registered GP:                            

Practice name and address:   


Phone No & email:                            



	3. Referral Details                 Is the patient aware of the referral?                                       |_| Yes  |_| No
                                               
                                               Does the patient agree to the referral?                                   |_| Yes  |_| No

Date of referral:                      
Date patient last seen:                               

Referral priority:                |_|    Routine referral (28 working days) - Please go to section 5                        
                                                      
                                          |_|    Urgent referral (4 working days / high medical risk) - Please go to section 5
                                       Please note: high psychiatric risk to be referred to A&A or the Crisis team

	4. Reason Referral is Urgent Only complete this section when making an urgent referral - Please refer to Kings College Guidelines attached. If patient cannot wait 4 working days because of concerns related to physical health please also refer to acute hospital e.g., RGH, YYF, NHH.





Once Completed please go to section 5

	5. Description of Current Eating Disorder 
	  SCOFF Questionnaire: Please ask patient and mark boxes as appropriate

	Do you make yourself sick because you feel uncomfortably full?
	[bookmark: Check51]|_| Yes
	[bookmark: Check52]No |_|

	Do you worry you have lost control over how much you eat?
	|_| Yes
	No |_|

	Have you lost more than one stone in a three month period?
	|_| Yes
	No |_|

	Do you believe yourself to be fat when others say you are thin?
	|_| Yes
	No |_|

	Would you say that food dominates your life?                   
	|_| Yes
	No |_|




Symptom Checklist (Please tick): 

 |_|Restricted food intake                                         |_|Diuretic 
       
 |_|Restricted fluid intake                                         |_|Diet pills
      
 |_|Binging                                                                |_|Amenorrhoea (?hormone contraception)

 |_|Vomiting                                                              |_|Below normal body weight 

 |_| Laxative abuse                                                   |_|Significantly overweight

 |_|Excessive exercise                                             |_|Distorted body image         

 |_|Other (please state: i.e. pregnancy)

If ticked any of the above please give detail below, including amounts and frequency and reason for referral:

 

 
                




	Body Mass Index (BMI)        kg/m²     BMI date         Weight:      kg    Height:       m



History/ rate of weight loss: (Rapid weight loss = progressive weight loss 1kg or more per week)  
Please attach weight trajectory





	6.Psychiatric History (Please attach any relevant psychiatric reports and/or correspondence)
Please take into account current and/or past behaviour and comment on mood, self-harm, suicidal ideation, substance misuse -  
If present, please state how the risk is currently managed.                                                 






	7.Medical history (including allergies) please attach any relevant correspondence 





	8.Current medication




	9. Is the Patient Seeing Any Other Professionals? Please give details and include any relevant correspondence
Name and Profession:                                                        Phone number:

Address:


Other:



	10. Blood test results - tests should be taken within a week of referral – Please include test date.
Please fill in blood results for tests below, or attach blood results to this referral.

Full blood count                          Urea and Electrolytes                              Magnesium 
Calcium profile                            Phosphate                                                Glucose
Liver function test                       Thyroid function test                               B12 & Folate
Muscle CK
  
ECG result                                     Blood pressure                                       Pulse       

	Signed:                                                                        Date:






















[image: ]
SYSTEM Test or Investigation 		Concern 		Alert

Nutrition	BMI				<14			<12
Weight loss/week			>0.5kg			>1.0kg
Skin Breakdown			<0.1cm			>0.2cm
Purpuric rash						++

Circulation 	Systolic BP			<90			<80
Diastolic BP			<70 			<60
Postural drop (sit–stand)	 	>10			>20
Pulse Rate			.<50			<40

Musculo-skeletal
(squat and sit-up
tests)
Unable to get up without using
arms for balance			 ++
Unable to get up without using
arms as leverage						++
Unable to sit up without using
arms as leverage			++
Unable to sit up at all					++

Temperature 					<35C 			<34.5C
<98.0F 			<97.0F

Bone Marrow 	WCC				<4.0			<2.0
Neutrophil count			<1.5			<1.0
Hb				<11			<9.0
Acute Hb drop						++
(MCV and MCH raised - no acute risk)
Platelets				<130			<110

Salt/water
Balance 	K+				<3.5			<3.0
2. Na+				<135			<130
3. Mg++				0.5-0.7			<0.5
4. PO4--				0.5-0.8			<0.5
5. Urea				>7			>10

Liver 		Bilirubin				>20			>40
Alkpase				>110			>200	
AsT				>40			>80
ALT				>45			>90
GGT				>45			>90

Nutrition 	Albumin				<35			<32
Creatinine Kinase			>170			>250
Glucose				<3.5.			<2.5
Differential
Diagnosis 	TFT, ESR

ECG 		Pulse rate			<50			<40
Corrected QT interval (QTC)				>450msec
Arrythmias.						 ++

•The baselines for these tests vary between labs. Any abnormal result is an indication for concern and monitoring.
• A tachycardia in the presence of signs and investigations of severe risk may be a harbinger of imminent cardiovascular collapse.
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