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CARE HOME REFERRAL FORM – DIETITIAN
ALL OF THE INFORMATION BELOW MUST BE COMPLETED FOR REFERRAL TO BE ACCEPTED

	RESIDENT’S NAME:


	GP:

	ADDRESS:

CARE HOME TELEPHONE NUMBER:
	GP’S ADDRESS:

	DOB & CHI:


	GP’S TEL. NO:

	REFERRED BY: (please print)

JOB TITLE: 
	NAMED NURSE/CARER:

	REASON FOR REFFERAL:



	WEIGHT:
	HEIGHT:
	MUST SCORE:
	BMI:
	PREVIOUS WEIGHT:



	ACTION TAKEN PRIOR TO REFERRAL:



	IS RESIDENT CURRENTLY ON A THERAPEUTIC DIET:   YES         If so, which, please tick below                       NO           

	FORTIFIED DIET: 
Date started ;
	SOFT 
	PUREED
	OTHER : (please specify)



	IS THE RESIDENT CURRENTLY TAKING ANY PRESCRIBED NUTRITIONAL SUPPLEMENTS :  YES                    NO



	TYPE:
	QUANTITY:
	PRESCRIBED BY:



	CURRENT DIETARY INTAKE: (enclose copy of 3 day food and fluid intake chart, likes, dislikes, allergies etc)



	RELEVANT MEDICAL HISTORY:



	CURRENT MEDICATION / BLOOD RESULTS:



	ADDITION INFORMATION: ( e.g input from Speech and Language, communication difficulties, behavioural issues) 



	SIGNATURE OF REFERER :


	DATE:

	Return to;
	Community Dietetic Department 

Denburn Health Centre, Rosemount Viaduct, Aberdeen, AB25 1QB
Tel: 01224 555258

For Aberdeenshire
	Community Dietitians

Community Therapy Services, City Hospital
Park Road, Aberdeen, AB24 5AU
01224 558399

For Aberdeen City
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