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Department of Nutrition & Dietetics

Dr Gray’s Hospital, Elgin, Moray

Tel: 01343 567350  Fax: 01343 567487

	Name:


	G.P.

	Address:


	Practice:



	
	Referring Health Care Professional:

Address:



	Tel No:
	

	D.O.B.
	

	Unit/CHI No:
	Tel No:

	In patient - Location:
	Date of referral:

Signature:

	Urgent Appointment  
	Y   /  N
	

	Home Visit required
	Y   /  N
	

	Single Shared Assessment Completed
	Y   /  N
	


	Height:
	Weight: 
	BMI:
	MUST:


Diagnosis & Medical History (include all relevant medical diagnoses, medications, biochemical results etc.)

..........................................................................................................................................................………

..........................................................................................................................................................………
Dietary / Nutritional Problems (e.g. unintentional weight loss/gain, poor appetite, swallowing problems, GI disturbance, behavioural problems relating to food etc.)

……………………………………………………………………………………………………..………

……………………………………………………………………………………………………..………

Has first line dietary advice been given, if yes, please provide details? (e.g. verbal advice or leaflets)
..........................................................................................................................................................………

Mobility (e.g. ability to stand on scales – please attach copy of Moving & Handling Risk Assessment 

if one has been completed)
…………………………………………………………………………………………………….………

.......................................................................................................................................................…………………….……….

Relevant Social History (e.g. please consider family circumstances, will it be appropriate to have family/carers present?)
..........................................................................................................................................................………

..........................................................................................................................................................………

Any Additional Information (e.g. directions to house, name of main carer etc)
.........................................................................................................................................................………
…………………………………………………………………………………………………….………
…………………………………………………………………………………………………….………
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