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	This form will enable the Connect Team to work out the best next steps for the family. Please note that we may not work directly with the family at this stage. However we will keep you informed of the outcome of our triage process. We may also contact you to discuss aspects of your request further. 

Incomplete forms will cause a delay in the triage. If you do not have all of the information available please speak to the child's GP before submitting the request for help. 



	Personal details

	Name of child
	

	Date of birth
	

	Address
	

	CRN
NHS Number
	

	Parent/Carer
	

	Contact no
	

	GP Surgery
	

	Contact no
	

	School/Nursery
	

	Contact no
	

	Ethnicity
Religion
	
	1st language?
Interpreter needed?
	



	Anthropometrics

	Current weight (kg)
Date
	
	Height (cm)
Date
	
	Head Circumference (cm) (<2 yrs)
Date
	
	Body Mass Index (kg/m²)
	

	Centile
	
	Centile
	
	Centile
	
	Centile
	

	Growth history

	Birth weight (kg)
	
	Gestational Age (weeks)
	
	Feeding mode (breast/bottle/mixed)
	

	Age first concern about weight
	
	Age weight crossed 91st centile
	
	Age weight crossed 98th centile
	



	Medical history

	Please identify if patient has any of the following :

	Short Stature (shorter than mid parental target height)
	
	Acanthosis nigricans (waxy dark pigmentation in neck creases and axilla)
	

	Dysmorphic Signs  - describe below

	
	Dyslipidaemia (include results)                                                                                                                                                                                                      
	

	Hypertension- systolic or diastolic >98th Centile for age   
	
	Abnormal LFTS (include results)   
TFTs (include results)                                                                                                                                                                     
	

	Obstructive sleep apnoea i.e. significant snoring/pauses in sleep                                                                                                                                                         
	
	Features suggestive of PCOS (hirsutism/irregular periods)
	

	Abnormal fasting glucose/insulin levels (include results)
Physical Disability 
	
	Significant learning difficulties or developmental delay
	

	Please give further details:



	Other medical information and current medications

	e.g. needle phobia?






	Summary of interventions and support

	Please outline support family has received in the past and the outcome
Which agencies are CURRENTLY working with the family and why (e.g. CAMHS, Supporting Family Change)










	Family History

	Please include: If parents are overweight or concerned about their weight 
Relevant information about parent/carer health (physical and mental)










	Home circumstances

	Who is in the household? Family composition etc










	Emotional and Behavioural Difficulties

	Please give further details, e.g. has the child/young person received any diagnoses?
Is the child/young person upset or worried about their weight? Concerns about bullying in school?










	Goals and expectations

	Who is most worried about the child/young person’s weight? (e.g. GP, school nurse, mother, child themselves)
How does the family/young person feel about this referral?
What is the family/young person hoping to achieve from attending the service?









	Any additional comments or relevant information

	Include description of current activity levels (e.g. walks 20 mins to school everyday, attends football club, etc)










	Consent

	Has the Parent/Guardian agreed to this referral                                 Yes/No

	Risk concerns

	Is the child on the child protection register?                                      Yes/No

	Are they in receipt of a care and support plan?                                 Yes/No

	Are there any other risks we need to be aware of?                          Yes/No

	If yes please give details:






	Referrer details

	Name (print)
	


	Designation
	


	Full contact address
	


	Contact number
	


	Signature
	


	Date
	




	Please send completed requests to:
Centralbookingteam.abb@Wales.nhs.uk
If you would like to discuss this request for help further please contact us on:
01633 436770
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