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FAX OR POST TO:
Leicestershire Nutrition and Dietetic Service (Community), 11/12 Warren Park Way, Enderby, Leicester LE19 4SA  Telephone: 0116 222 7170   website www.lnds.nhs.uk  
Referrers Name……………………………………………………..Job Title……………………………………….
Referrers Correspondence Address…………………………………………………………………………………. 

……………………………………………………………… Tel No……………………….Fax……………………..
	Date of Referral
	NHS NO:


	PATIENT SURNAME:
        
	FORENAME/S:

	GP details: (if different to referrer above)


	Date of Birth:


	SEX:    M / F

	
	Patient Full Address and Postcode:



	GP telephone no.
	GP FAX No:
	Pt. Telephone

Consent to leave answer phone messages    Y   /   N
	Pt. Mobile

Consent  to receive text reminders  Y  /  N

	Main Carers Name and relationship to Pt:-


	Carers contact number/s:  (housebound pts)


	REASON FOR REFERRAL / DIET SUGGESTED (include details of relevant medical/social circumstances)
Please include the patients weight/BMI (estimate if necessary):-        Does this patient eat a South Asian Diet  Y  /  N

	WEIGHT:
	BMI:


	SPECIAL REQUESTS:  (e.g. Language/Housebound)


	RELEVENT MEDICATION e.g. for diabetes, lipid control, weight management



	Ethnic Origin – circle
	White & Black African
	Pakistani
	Chinese
	Other Ethnic background

	White British
	White & Black Caribbean
	Bangladeshi
	Other Asian background
	Prefer not to state

	White Irish
	Other White background
	African
	Other Black background
	

	White & Asian
	Indian
	Caribbean
	Other mixed background
	

	RELEVANT TEST RESULTS FOR REFERRAL e.g.

Known Allergies…………………………………………………
RECENT B.P……………………………………………………
CHOLESTEROL………………………………………………..
TRIGLYCERIDE………………………………………………..
HBA1c……………………………………………………………
Other relevant Biochemistry…………………………………..
	DIETETIC OFFICE USE ONLY 
Clinical coding………………………………………………….
Clinic Locality…………………………………………………..
FLA:   WGT     /   DM    /   CHOL   /   HPC   / NO FLA

Prev. History……………………………Alerts………………..
APPNT    /    DX NCM    /  REF………………………………


INCOMPLETE REFERRALS WILL BE RETURNED
DIETETIC REFERRAL FORM (ADULTS)


Fax to: 0116 272 7228




















The information contained in this referral is privileged and confidential.  It is intended for the exclusive use of the addressee printed above.  If you are not the addressee, any disclosure, reproduction, distribution or other dissemination or any other use of this referral is prohibited.  If this referral has been sent to you in error, please contact us on the above telephone number in order that we can arrange for it to be returned .




