[image: http://gti/resources/images/communications/Evelina-London-logos/A4-horizontal-colour.jpg]


Medical Feeding Clinic – Referral Form
Referrals are only accepted from healthcare professionals. As a specialist tertiary service, we work in partnership with local paediatrician, dietitians and speech language therapists. All patients that are referred must remain open to these professionals.

This form is for the Medical Feeding Clinic. Please only complete a referral if the following applies to the child:
· Feeding, swallowing and nutrition concerns related to complex medical or neuro-disability conditions 
· Aged 0-16 years
· Living within the South Thames Paediatric Network (South London, Kent, Surrey, Sussex)
· Reason for referral is appropriate for our clinic (see section 2)

We require the following to be submitted with the referral 

· Recent Paediatrician report
· Recent SLT report (must detail current feeding recommendations and what therapy involvement has been delivered to date)
· Recent Dietetic report
· Up to date growth measurements, physical examination +/- investigations including any blood tests
· Other support if any e.g. Physiotherapy/Occupational Therapy report, VFSS report

	SECTION 1: Patient details

	Child’s first name
	

	Child’s surname
	

	D.O.B
	

	NHS no. 
	

	Address
	



	Parent or Guardian name
	

	Parental responsibility (name and relationship)
	

	Email
	

	Home/Mobile Tel no.
	

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

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


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

	GP Details
	





	SECTION 2: Clinical details

	Reason for referral 
Please tick the appropriate box
Other referral reasons can be considered but may result in assessment and guidance rather than an appointment
This is a tertiary feeding service and referrals will not be accepted without evidence of prior local service intervention  e.g. reports
	☐ Support for discussion and decision-making regarding initiating oral feeding where there are nutrition and swallowing concerns (including risk feeding discussions) 
☐ Support for discussion and decision-making regarding reducing enteral tube feeding where there are nutrition and swallowing concerns (including risk feeding discussions)

☐ Support for discussion and decision-making regarding progressing to enteral tube feeding
☐ Specialist second opinion about feeding and nutrition in the context of a rare/ complex diagnosis

What are your concerns and the parents’ concerns?





	Main medical diagnosis/es   
	




	Relevant medical/surgical history
This should include all gastroenterology, cardiac, renal, metabolic, neurological or other history.
	

	Medications Please include all medications including gastroesophageal reflux medications, prophylactic antibiotics

	

	Allergies and sensitivities 
	

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

	Relevant developmental history (can also include EHCP plans, neurodevelopmental assessments)



	



	Summary of feeding/eating & drinking difficulties


	How is the child fed?

	☐  Full oral intake
☐ Partial oral intake with tube top ups
☐ Full tube feeds
Type of tube:   (Please attach a copy of the current tube feeding regimen/ plan)
    ☐  NG 
    ☐ PEG 
    ☐ PEGJ 
   ☐ Other


	How much does the child take orally vs tube?
	



	What IDDSI level of food and drink does the child currently accept?


	



	Saliva management e.g. at rest, during activity, during and after eating & drinking. Any medical or behavioural management.
	☐ No concerns
☐  Yes concerns

If yes please add further details on how this is being managed:


	Recent height and weight measurements
	Date measured
Weight:                                     Centile 
Height/length:                         Centile

Date measured
Previous Weight:                                     Centile 
Previous Height/length:                         Centile 

	Interventions provided
	☐ Weaning support/ Texture progression
☐ Oral sensory-motor input
☐ Diet modifications (e.g. thickened fluids): 
☐ Oral nutritional supplements
☐ High energy high protein diet advice
☐ Tube feeding
☐ Positioning (e.g. specialist seating, modified positioning)
☐  Other (please describe):



	SECTION 3: Local professionals involved

	Profession
	Name and contact details 
	

	ð Paediatrician(must be open to a local paediatrician)

	Name:
Address:
Telephone:
Email:
	

	ð Speech and Language Therapist

	Name:
Address:
Telephone:
Email:
	

	ð Dietitian 

	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 Other

	Name:
Address:
Telephone:
Email
	



	Name of nursery/school child attends 

	



	SECTION 4: Consent 

	Has the referring clinician gained verbal consent & discussed purpose of this referral with the child/parents?
	ð Yes
ð No    Reason …………………………………………………………………………….


Referrers contact details
	Signed
	

	Telephone
	

	Name

	

	Address
	

	Designation
	
	
	

	Date
	
	Email 
	



Please send completed form and other required documents to gstt.elchpaedneuroreferrals@nhs.net 
Please state Medical Feeding Clinic Referral in the subject line
Please note referrals without the required information will be rejected 
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