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1. Referrals cannot be accepted without mandatory information being provided where indicated by a *.  If this information is not provided we will not accept the referral and will return it to you for completion.

2. If you wish to discuss suitability of a referral please contact us on 0300 555 1216. We offer a duty triage service 9-4:30, Mon-Fri. 

3. We aim to offer assessments for routine referrals within 28 days and for urgent referrals within 1 week.  Urgency is determined by triage officer on the basis of national guidance

4. We are commissioned to assess and treat the following mental health disorders: anorexia nervosa, bulimia nervosa, binge eating disorder and other specified feeding and eating disorder. We are not able to offer treatment for obesity, and other eating related issues such as weight management, fussy or selective eating or weight restoration following illness.

5. We only offer treatment to patients with a G.P. within Barking & Dagenham, Redbridge, Waltham Forest and Havering CCGs.

6. Please ensure referrals are sent to us before 4:30pm Monday to Friday, to ensure a same day Triage. 

*Name: Title Given Name Surname
    *Date of birth: Date of Birth 
Sex Gender(full) 
Address: Home Full Address (single line) 
*NHS Number: NHS Number 
Mobile no: Patient Mobile Telephone     *Tele no: Patient Home Telephone 
Details about client’s difficulties 

(NOTE: weight & height are mandatory fields and the referral cannot be processed without this information)

* Weight: Single Code Entry: O/E - weight  
*  Height:  Single Code Entry: O/E - height  
*Weight change in last 3 months:       (increase/decrease and amount or state if stable)
*Describe current eating disorder symptoms (e.g. restricting intake, vomiting, excessive exercise, weight & shape concerns, episodes of bingeing, misuse of substances to manage weight):
     
Relevant psychiatric & social history.
     
Medical history (including current medication):

Please see end of form. 
Risk factor(s) Suicidal [image: image1.wmf]Self-harm [image: image2.wmf] Concerns for safety of others   Yes [image: image3.wmf]No [image: image4.wmf]
If yes, please give further details      .

How are current risks being managed?       
Do you consider it safe to see this client on a one to one basis? 
Yes [image: image5.wmf]No [image: image6.wmf]
Personal information *Mandatory
Ethnic Origin as defined by client: (please tick) 

A. White:
[image: image7.wmf]English
[image: image8.wmf]Welsh 
[image: image9.wmf]Scottish
 [image: image10.wmf]Northern Irish / British Irish



[image: image11.wmf]Gypsy or Irish Traveller 
[image: image12.wmf]any other white background:      
B. Mixed/multiple ethnic group: [image: image13.wmf]White and Black Caribbean 

[image: image14.wmf]White and Black African



[image: image15.wmf]White and Asian         [image: image16.wmf]Any other mixed background:      
C. Asian or Asian British: [image: image17.wmf]Indian 
[image: image18.wmf]Pakistani
[image: image19.wmf]Bangladeshi 
[image: image20.wmf]Chinese



[image: image21.wmf]Any other Asian background:      
D. Black/African/Caribbean/ Black British: [image: image22.wmf]Caribbean 
[image: image23.wmf]African



[image: image24.wmf]Any other Black / African / Caribbean background:      
E. Other please specify:      
*First language: Main Language    * Interpreter needed: Yes [image: image25.wmf]No [image: image26.wmf]
*Marital status: Marital Status     * Smoking status Smoking 
Employed:  Yes [image: image27.wmf]No [image: image28.wmf]
Disability: Yes [image: image29.wmf]No [image: image30.wmf]Children: Yes [image: image31.wmf]No [image: image32.wmf]Ages:      
Carer/Next of kin

Name of carer: Patient Carers 

Client has agreed to contact of carer: Yes [image: image33.wmf]
 No [image: image34.wmf]
  Not known [image: image35.wmf]
*GP

Dr: Free Text Prompt      GMC No: Free Text Prompt 
Telephone no: Organisation Telephone Number 

GP Borough:      
Other agencies involved

Service 
Name



 Location 

Telephone number

1.      




2.      
Information relating to the referrer:
Name of referrer: Free Text Prompt    Relationship to client:      
Service name: Organisation Name  
Email: Organisation E-mail Address  
Tel no: Organisation Telephone Number 
Date last saw client:      
Is client aware of this referral: Yes [image: image36.wmf]No [image: image37.wmf]Date of referral: Long date letter merged 
Problems: 

Problems 

Medication: 

Medication 

If you would like to make a referral,  please  read the guidance notes below ,  complete this form and return  it to: Eating Disorder Service. Orchards Health Centre, Gascoigne Road, Barking, Essex IG11 7RS


Tel: 0300 555 1216   Fax: 0300 300 1940 Email:   � HYPERLINK "mailto:eating.disorder@nelft.nhs.uk" �eating.disorder@nelft.nhs.uk� 
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