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Evelina Community Feeding Clinic Referral: complete ALL sections



REFERRAL TO SPECIALIST COMMUNITY FEEDING CLINIC
	Notes for use:  this is an electronic form; you will be able to enter text only in the boxes allocated.
The text boxes will expand to fit your text. If you need a paper version to complete this please make a request for this.



	Please note we only accept referrals from healthcare professionals
This form needs to be completed in full attached with a 3 day food diary and the parental questionnaire 
Referral criteria for this clinic is at end of this form 



	Surname:
	Enter Surname.	Forename:
	Enter Name

	DOB
	Enter DOB	Age at referral
	Enter Age
	NHS No: 
	NHS no	Gender:
	Gender.

	Address
	Address
	Parent/Carer’s name 
	Parent/ carer name
	Email address:
	Email.	Telephone:
	telephone.
	Languages :
	Language.	Interpreter:
	YES ☐       NO ☐

	GP:
	GP
	School/ nursery
Day care
	School/ Nursery
	Consent:  Has the carer(s) consented to referral being made? 
(Including permission to seek further information if required) 
	YES ☐  NO ☐



	Which professionals have been involved to date? Check or tick

	Dietitian 
	☐	Paediatrician
	☐	Psychologist
	☐
	Health Visitor
	☐	Paediatric Nurse 
	☐	Speech and language
	☐
	Occupational therapy
	☐	Physiotherapy
	☐	Other
	☐


	Primary Diagnoses (enter in boxes)

	1
	Click here to enter text.
	2
	Click here to enter text.
	4
	Click here to enter text.
	5
	Click here to enter text.


	If a diagnosis of Autism is confirmed, has the parent/guardian attended post diagnosis workshops (Autism parent education programme) 
if not, please offer information and encourage parent to attend
	
YES
☐
	
NO
☐



	Are you primarily concerned about any of the following?

	Behaviour
	☐	Nutritional Status 
	☐	Swallow Safety
	☐
	Feeding Skills
	☐	Positioning
	☐	Supplements
	☐
	Alternative feeding methods 
	☐	Other
	☐




Most recent growth measurements for child *:
	Date of measurement
	
Click here to enter a date.	 

	Weight (including centiles)
	Enter weight kg
	Enter centile
	Height (including centiles)
	 Enter height Cm 
	Enter centile
	BMI (including centiles)
	 Enter BMI Kg/m2
	Enter centile

*growth measurements need to be included in referral form. These can be from health visiting (for under 5s), school nursing for children at school. GP or other health appointment measurements if known. Or home measurements if parents/carers able to do this. Please ensure growth centiles are included


	Reasons for referral: The text boxes will expand to fit your text as you type

	Click here to enter text.
Click here to enter text.
Click here to enter text.



	Parental Concerns: The text boxes will expand to fit your text as you type

	Click here to enter text.




	What strategies have already been tried to help with the child’s eating?
The text boxes will expand to fit your text as you type

	Evidence of universal strategies need to have been trialled for a minimum of 3 months before referring to the service
Please list specific strategies advised:



	What professional support has the child been given regarding their eating? 
The text boxes will expand to fit your text as you type

	Click here to enter text.


	Additional information (Please attach relevant reports)

	Click here to enter text.


	Safeguarding and Social care 

	Is or has the child ever been on the Child Protection register?
	YES☐
	NO☐

	 Is the child a Looked After child?
	YES☐
	NO☐

	Is there a designated social worker?
If Yes – Please enter details 
 Enter Social worker details.
	YES☐
	NO☐




	Referrer details (Please note we only accept referrals from healthcare professionals)

	Name:
	Referrer’s Name.
	Designation:
	Designation
	Contact email:
	Email	Telephone
	Click here to enter text.
	Dare of referral:
	Click here to enter a date.
	Electronic signature:
	



	Please ensure all parts of form (including the ‘Feeding Questionnaire for parents’) are filled in otherwise referral form will be returned to referrer.
Email completed form along with:
· the feeding questionnaire for parents and 
· Three day food diary 
 to:  gstt.communityfeeding@nhs.net




Restricted Feeding Questionnaire for Parents 
	Name of child:
	Child’s Name.	Date of Birth: 
	DOB.
	Name of therapist:
	Therapist’s Name.	Date completed:
	Current Date
	Name of person completing questionnaire: 
	Click here to enter text.	Relationship:
	Click here to enter text.
	For the purpose of this form: “your/my child” refers to the child in relation to the feeding problem – you may not necessarily be the parent of the child.



	1. Does your child eat the same food as the rest of the family?
	YES
	☐	Mostly
	☐	NO
	☐

  If NO please check all that apply
	I have to cook a completely separate meal
	☐
	My child will have some of the meal (e.g. the potatoes but not the vege)
	☐
	My child has the same meal (different to the family) most days.
E.g., Enter examples.

	☐
	My child has the same meal (different to the family) every day.
e.g., 
 Enter examples.
	☐
	Other: 
Click here to enter text.
	



	    Score
	Yes
	0

	Mostly
	1

	No
	2





	2. Please list ALL foods that your child eats, including drinks and snacks? 
Enter examples

	Score

	20+
	0

	10
	1

	Under 10
	2





	3. Does x restrict any types of food or drink 
(e.g. only eats beige food, won’t accept vegetables, lumps, wet food)
	YES
	☐	NO
	
	☐

If YES give examples
Enter examples.

	Score
	Yes
	2

	No
	0





	4. Does your child accept different flavours or brands of favourite foods?
  
	YES
	☐	NO
	☐

If NO  give examples
Enter examples.

	Score
	Yes
	0

	No
	2




	5. Does food  have to be presented in a particular way 
(e.g. toast cut into triangles of squares,  not touching other foods, get upset if burned, marked, overcooked)
	Yes
	☐	NO
	☐

If YES give examples:
Enter examples.
	Score
	Yes
	2

	No
	0




	6.Does your child have a particular routine about eating (e.g. x  number of fish fingers, an arrangement of food on the plate, an order of eating)

	YES
	☐	NO
	☐

If yes give examples:
Enter Examples


	Score
	Yes
	2

	No
	0




	7.Can you eat out at a restaurant 
	YES
	☐	NO
	☐


If YES, can they eat at variety of restaurants?
	YES
	☐	NO
	☐


If NO give examples:
Enter examples.

	Score
	Yes
	0

	No
	2



Score
	Yes
	0

	No
	2




	8. Are mealtimes stressful?
	YES
	☐	NO
	☐


If yes please rate on a scale of 1-10 where 1 is not stressful at all and 10 is very stressful
	1☐
	2☐
	3☐
	4☐
	5☐
	6☐
	7☐
	8☐
	9☐
	10☐




	Score
	≤4
	0

	5-7
	1

	>8
	2





	9.  How anxious do you feel about your child’s eating?
Please rate on a scale of 1-10 where 1 is not anxious at all and 10 is very anxious
	1☐
	2☐
	3☐
	4☐
	5☐
	6☐
	7☐
	8☐
	9☐
	10☐




	Score
	≤4
	0

	5-7
	1

	>8
	2




	10. How confident are you in helping your child progress with eating?
Please rate on a scale of 1-10 where 1 is not able at all and 10 is very able
	1☐
	2☐
	3☐
	4☐
	5☐
	6☐
	7☐
	8☐
	9☐
	10☐



	




	11. How long does your child take to eat their food?
Time taken to eat.
Is this longer than the rest of the family?
	YES
	☐	NO
	☐

	

	Score
	>30 min
	2




	12. Any other information?
e.g. weight/height percentile?
Being seen by any other professional e.g. dietitian, psychologist, paediatrician
Click here to enter text.
	



























	Name
	Enter Name	DOB
	Enter DOB


	THREE Day Food Diary
Please include ALL food eaten and also drinks and include how much was eaten




	Day ONE-   DATE:  Click here to enter a date.

Wake up time:         Click here to enter text.

	
	All food and drink
	How much eaten?

	
	
	

	Breakfast
Time:
Enter Time
	Click here to enter text.

	Click here to enter text.


	Mid-morning
Time:
Enter Time
	Click here to enter text.


	Click here to enter text.



	Lunch
Time:
Enter Time
	Click here to enter text.

	Click here to enter text.


	Afternoon
Time:
Enter Time
	Click here to enter text.



	
	Click here to enter text.


	Dinner
Time:
Enter Time



	Click here to enter text.



	
	Click here to enter text.

	Before bedtime
Time:
Enter Time
	Click here to enter text.

	Click here to enter text.


	Did child wake up during night?
	YES☐
	NO☐

	If yes, do they eat/drink anything?
	YES☐
	NO☐

	
	Click here to enter text.

	Click here to enter text.














	Name
	Enter Name	DOB
	Enter DOB


	THREE Day Food Diary
Please include ALL food offered and also drinks and include how much was eaten




	Day ONE-   DATE:  Click here to enter a date.

Wake up time:         Click here to enter text.

	
	All food and drink
	How much eaten?

	
	
	

	Breakfast
Time:
Enter Time
	Click here to enter text.

	Click here to enter text.


	Mid-morning
Time:
Enter Time
	Click here to enter text.


	Click here to enter text.



	Lunch
Time:
Enter Time
	Click here to enter text.

	Click here to enter text.


	Afternoon
Time:
Enter Time
	Click here to enter text.



	
	Click here to enter text.


	Dinner
Time:
Enter Time



	Click here to enter text.



	
	Click here to enter text.

	Before bedtime
Time:
Enter Time
	Click here to enter text.

	Click here to enter text.


	Did child wake up during night?
	YES☐
	NO☐

	If yes, do they eat/drink anything?
	YES☐
	NO☐

	
	Click here to enter text.

	Click here to enter text.














	Name
	Enter Name	DOB
	Enter DOB


	THREE Day Food Diary
Please include ALL food offered and also drinks and include how much was eaten




	Day ONE-   DATE:  Click here to enter a date.

Wake up time:         Click here to enter text.

	
	All food and drink
	How much eaten?

	
	
	

	Breakfast
Time:
Enter Time
	Click here to enter text.

	Click here to enter text.


	Mid-morning
Time:
Enter Time
	Click here to enter text.


	Click here to enter text.



	Lunch
Time:
Enter Time
	Click here to enter text.

	Click here to enter text.


	Afternoon
Time:
Enter Time
	Click here to enter text.



	
	Click here to enter text.


	Dinner
Time:
Enter Time



	Click here to enter text.



	
	Click here to enter text.

	Before bedtime
Time:
Enter Time
	Click here to enter text.

	Click here to enter text.


	Did child wake up during night?
	YES☐
	NO☐

	If yes, do they eat/drink anything?
	YES☐
	NO☐

	
	Click here to enter text.

	Click here to enter text.












	
Criteria for referral to the Paediatric Community Multidisciplinary Feeding clinic 


Referrals from healthcare professionals will be considered to the community Feeding Clinic for children and young people with the following disorders after initial assessment and advice/universal strategies have been trialled by the community team for a 3 month period. 

We only accept referrals for children over the age of 3 years 
For children under 3 years of age please liaise with local Health Visiting team for advice

1. Feeding disorders 
· Suspected ARFID (Avoidant Restrictive Food Intake Disorder)
· We only accept referrals where there is a whole food group excluded from the diet and one or more of the following:

· Sensory based feeding disorders with restricted diet
Eats Under 10 foods
· Failure to thrive 
· High levels of anxiety within family with a need for support with managing expectations and goal setting
· Maladaptive feeding practices in place
· Difficulty transitioning from tube feeding to oral feeding

2. Dysphagia 
· Initial assessment if >5years 
· Second opinion for complex cases or where disagreement among professionals/family.
· Referral for alternative feeding methods 



	Please note all referrals must include :
1) a recent weight and height measurement, 
2) completed behavioural feeding questionnaire and 
3) 3 day food diary
Otherwise the referral will not be accepted.
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