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Worcestershire Acute Hospitals NHS Trust
Nutrition & Dietetic Department 
DIETETIC REFERRAL FOR ADULT PATIENTS 

This form should be completed in full by the referrer.  
(It has to be authorised by the patient’s G.P. if referrer is Practice Nurse, Health Visitor, etc.)
 
Patient Details            Date: …………………………..        Priority level    High Medium  Low

Name ………………………………………………Title: Mr/Mrs/Ms/Miss      DOB:……………………………

Address: ………………………………………………………………………………………………………….…

Postcode…………………….…Tel No:………….…………Work/Mobile No………………………..…………

Hospital Unit Number ………………………………. NHS Number: ……………………………………..……

Ethnic origin:…………………….…...Language spoken:………………………………Interpreter required ‘

Reason for Referral:

Diabetes -                   Gestational                              ‘          Poor control (Type 1)              ‘                                                          Newly diagnosed Type 1         ‘          Poor control (Type 2)              ‘
                                    Carbohydrate counting           ‘          
NB: please note all newly diagnosed Type 2                      
need to be referred to X-PERT. If declined please state reason …………..………………………………………………………..                                    

Weight -                      Obesity                        ‘          Weight/BMI                  …………………………………
                                    Underweight                ‘

Other - please specify ………………………………………………………………………………..……………

For Diabetes/Obesity Referrals

This patient is suitable for a group session? Yes ‘  No ‘
If No please specify…………………………………………………………………………………………………          

Further information (Please include relevant details eg Medical history, medication, cholesterol levels, insulin regimens etc)………………………………………………………………………………………..

.………………………………………………………………………………………………………………………..
Referrer Details:                                                         G.P./Consultant:

Signature: ……………………………….…..               Signature: ………………………………………………

Name (please print)…………………………               Name (please print) …………………………………...

G.P. Practice Address: ………………………………………………………………………….…………………

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