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Complex Feeding Clinic Referral form

Please only complete a referral if the child or young person (CYP) resides in South London, Kent, Surrey or Sussex and is aged 3-16 years. We may consider assessing a younger child in specific circumstances so if the child is under  3 years, please provide additional information to indicate their level of complexity. CYP living in Lambeth or Southwark London boroughs should be referred to the Evelina Community specialist feeding service instead.

Please note we only accept referrals from paediatricians. As a tertiary service, we work in partnership with professionals including the local paediatrician, dietitians and allied health professionals (AHPs) and expect the CYP to remain open to local services.

The Complex Feeding Clinic consists of a multidisciplinary team who assess and support CYP with severe restricted eating patterns impacting nutrition and daily life, not related to current dysphagia. Assessment may be followed by liaison with local team and nursery/school, virtual workshops and parent or carer education and support.  Please note we do not provide direct feeding therapy sessions and do not provide long-term follow-up.

We require the following to be submitted with the referral 
  
· All professional reports, with evidence CYP and family are continuing to be supported locally 
· Nutritional blood test results included if available  
 
	SECTION 1: Patient details

	First name
	

	Surname
	

	D.O.B 
	

	Sex assigned at birth
	

	Gender identity
	

	Ethnicity
	

	NHS no. 
	

	Address
	



	Parent/Carer name
	

	Parental responsibility (name and relationship)
	

	Email
	

	Home/Mobile Tel no.
	

	Interpreter required?
	ð No        ð Yes – the language required is

	Is the child on a Child Protection Plan or a Child in Need?   
 ð No        ð Yes- please give details including social worker name/contact:

Is the child looked after (i.e. under the care of the Local Authority)?
 ð No        ð Yes- please give details:

Has the parent consented to this referral? ð Yes  ð No – if no please give details

	GP Details
	



	Can the CYP and family attend an appointment in person? Initial MDT assessment is usually face-face so please state any barriers to this
	ð Yes
ð No – state reason: 



	SECTION 2: Clinical details

	Reason for referral

Please note we do not assess for anorexia nervosa/bulimia nervosa or accept if the referral reason is for diagnosing or managing pica





Who requested this referral be made?
 

	 What is the clinical question?

Please provide details of the impact of restricted intake on nutrition and daily life
     



        
ð Parent/carer 
ð The child/young person 
ð Professional e.g. SLT/OT/Dietitian/CAMHS/Paediatrician 

	Medical and/or mental health diagnoses, including neurodevelopmental
	




	Relevant medical/surgical history, and birth/early feeding history
This should include all gastroenterology, cardiac, renal, metabolic, neurological or other history and relevant investigations, birthweight and perinatal care

	




	Blood results if available or attach results 
Please state if blood tests have not been tolerated
	

	Medications Please list all relevant medications including oral nutritional supplements, vitamins, gastroesophageal reflux medications, laxatives 

	

	Allergies and intolerances 
	ð No
ð Yes – please give details:    


	Feeding History please outline brief feeding history e.g. feeding at birth, weaning, when difficulties started
	



	Summary of feeding difficulties


	Is the child fully orally fed?  

	ð Yes
ð No – NG / PEG / PEGJ / Other


	If the CYP is orally fed, complete a list of all food and drink types that are consumed. Please include any takeaway/ restaurant / school foods.

	Carbohydrate:
Fruit/vegetables:
Protein:
Dairy/dairy alternatives:
Snack foods:
Drinks:

	If the CYP is tube fed, please state the reason for tube feeding and provide the tube feeding plan 
	

	Current feeding/ eating & drinking concerns  
	Difficulty progressing to developmentally appropriate textures           
ð Restricted diet- ð range  ð presentation  ð textures ð quantity  
ð Limited number of foods   ð <5    ð <10   ð <20
ð Number of food groups in diet  ð 1   ð  2   ð 3  ð 4
    (fruit /vegetables, carbohydrates, protein, dairy)
ð Low appetite leading to low quantity of food eaten
ð Sensory sensitivity e.g. touching/smelling/tasting
ð Anxiety around food and mealtimes ð child ð carer  
ð Behaviours that challenge during mealtimes - please detail:

ð Dependent on caregiver for feeding 
ð  Other – please state:

	Is weight or growth of concern? 
Is hydration of concern?

Recent measurements in the last 1-3 months should be provided 


	ð No                 ð Yes - please detail:
ð No                 ð Yes – please detail:

Date measured:
Weight:                        Centile 
Height:                         Centile
Date measured:
Previous Weight:                        Centile 
Previous Height:                         Centile 

	Input to date related to feeding 
Referral will be rejected if there is no evidence that support has been offered locally 

	ð OT/SLT/Dietitian or other professional has provided support to implement feeding/mealtime strategies -please detail:

ð Parent workshop(s)
ð CAMHS / psychological therapy specific to feeding e.g. family-based therapy/ CBT

Any additional input:
ð Autism related parent workshop/education (if relevant)
ð Feeding clinic input (hospital/community clinic attended previously)
ð Other -please detail:



	SECTION 3: Local professionals involved

	Profession
	Name and contact details 

	ð Paediatrician (must be open to paediatrician)

	Name:
Address:
Telephone:
Email:

	ð Dietitian (we expect all CYP referred to have been assessed by a dietitian) 


	Name:
Address:
Telephone:
Email:

	ð Speech and Language Therapist

	Name:
Address:
Telephone:
Email:

	ð Occupational Therapist

	Name:
Address:
Telephone:
Email:

	ð Psychologist/CAMHS

	Name:
Address:
Telephone:
Email:

	ð Physiotherapist 

	Name:
Address:
Telephone:
Email:

	ð Health visitor

	Name:
Address:
Telephone:
Email:

	ð Social Worker

	Name:
Address:
Telephone:
Email:

	ð Other 
	Name:
Address:
Telephone:
Email



	Name of nursery/school child attends
	

	Have you gained parental consent to contact school?         ð  Yes        ð  No
	



Referrers contact details
	Signed
	

	Tel
	

	Name

	

	Address
	

	Designation
	
	
	

	Date
	
	Email 
	



Please send completed forms and relevant attachments to gstt.elchpaedneuroreferrals@nhs.net stating ‘Complex feeding clinic referral’ in the subject line. 

E-mail: gstt.elchpaedneuroreferrals@nhs.net 
Admin Phone: 020 7188 7188 extension 56227
Please note forms without the required information will be rejected
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