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Doncaster and Bassetlaw

Teaching Hospitals
'NHS Foundation Trust




Request for the Involvement of the Paediatric Dietetic Service 

Outpatient (
    Inpatient ( PYMS Score________________
	Childs First Name: 


	Surname:

	NHS Number:


	Sex:         Male (         Female (

	Date of Birth:


	Age:

	Address:



	Name Parent(s)/ Carer(s):                                                     

Do they have parental responsibility  Yes (  No (

	Telephone:


	Mobile:

	GP Practice:



	Language: 


	Interpreter Required  (

	Ethnicity (please tick one):                                 
( British or Mixed British 


( Irish 


    ( Other White Background 

( White and Black Caribbean

( White and Black African
    ( White and Black Asian

( Other Mixed Background


( Indian or British Indian
    ( Pakistani or British Pakistani

( Bangladeshi or British Bangladeshi
( Other Asian background  
    ( Caribbean

( African




( Other Black Background  
    ( Chinese

( Other (please specify): 

	Medical History including relevant medications: 



	Current Services Involved with the child and their contact details:

( Paediatrician  ( Physiotherapist  ( Occupational Therapist  ( Speech and Language Therapist
( Health Visitor ( School Nurse  ( Social Care  ( Family Support Worker  ( Other


	Reason for Dietetic Referral:                                          Previously known to dietetics:  Yes (  No (
( Faltering growth




( Suspected cow’s milk protein allergy


( Food allergy (GP/Paediatrician referral only)
( Enteral feed



( IBS/FODMAPs (GP/Paediatrician referral only)     ( Diabetes


( Cystic Fibrosis




( Coeliac Disease


( Other (please state): 



	Date                                 Weight                                Height/ Length                   BMI (if over 2yrs old) 

………………………….          ………………..……..…..           ………………………..…..            …………….…………….

………………………….          ………………..……..…..           ………………………..…..            …………….…………….

Please Note: We are unable to accept a referral without a current weight.

	Any other information you feel would be useful:



Referrer Information:
	Name:
…………………………………………………….………….…………………………………………………………………………………………..
Job role/ Title:………………………………………………………………………………………………………………………………………………….. 
Contact Details (address and telephone number) ……………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………………………
Date form completed:…………………………………………………..   Signature:……………………………………………………………….



Parental Consent:

	I agree to my child being referred to the Paediatric Dietetic Service and understand I will need to attend a clinic appointment.

Parent/carer name:
………………………………………………………………………………………………………………………………………..
Relationship to child:
………………………………………………………………………………………………………………………………………..
Parent/carer signature:
…………………………………………………………………………….
Date: .....................................


Please post or email completed forms to: 

Paediatric Dietetics Referrals, Children’s Outpatients Department, 
Doncaster Royal Infirmary, Armthorpe Road, DN2 5LT
Tel: 01302 642633              Email: dbth.diet.paed@nhs.net 
Please Note: Any incomplete forms will be returned to the referrer
Continued overleaf


