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ELFT LUTON & BEDFORDSHIRE EATING DISORDERS SERVICE
REFERRAL FORM
	Please ensure your patient meets the criteria for an eating disorder.

Please complete all fields otherwise the processing of the referral will be delayed.


	Patient Information: 

	Gender: Male/Female

Title: Mr/ Mrs/ Ms/ Miss
	(please delete)
	Current Weight:___________________

Height:___________

BMI:(if known)______________

Weight History:

Date______________ Weight_______

Date______________ Weight_______

Date______________ Weight_______
please state whether weights are objectively verified or self-reported

	Name:
	
	

	Address:

	
	

	NHS Number:
	
	

	DOB: (must be 18yrs+)
	
	AGE: 
	

	Ethnicity:

	
	

	Telephone No:

Mobile No:
	
	


	Referrer Information: 

	Name: 
	
	Designation

	Address:
	
	Date of Referral:

	Telephone:
	
	E-Mail Address:

	GP Information: 
	

	GP Name: 
	
	GP Telephone:

GP Fax:



	GP Address:

	


	Eating Disorder symptoms in last month

	Food Restriction


	Yes/ No

	Weekly frequency:

	Binge Eating
	Yes/ No
	Weekly frequency:



	Eating an usually large amount of food in a short period of time (<2 hours), with a sense of lack of control (cannot stop or control what or how much) and leading to marked distress
	

	Induced Vomiting
	Yes/ No


	Weekly frequency: 



	Laxative misuse
	Yes/ No


	Weekly frequency where recommended dose is exceeded:

	Diet/ Slimming Pills/ Diuretics
	Yes/ No


	What & Weekly frequency:

	Excessive Exercise
	Yes/ No


	What & Weekly frequency:

	Drugs/ Alcohol Misuse
	Yes/ No


	What & Weekly frequency:

	Duration of Current episode
	

	Reason For Referral & Background Information: Please summarise below or attach referral letter outlining other relevant information such how the problem developed, body image issues, eating disorder thinking, significant weight, or significant social or family circumstances:

	


	Medical Information

(Please note that this information helps us to prioritise the referral and advise you, but we do not assume medical responsibility)

	Eating Disorder History/ Previous Treatment:



	Current Psychiatric Diagnoses/ Treatment:


	Is the patient currently open to a CMHT? (please provide details and relevant reports)


	Other relevant Psychiatric history & Psychology/ Psychiatry interventions (please attach any relevant reports)


	Prescribed Medications:


	Current Physical Health issues (e.g. Diabetes). Please include any recent bloods tests (U&Es, FBC) as per King’s College Guidelines: 


	Any other services involved:



Thank you for taking the time to fill in this referral form and please do not hesitate to contact the Eating Disorders team with any queries.

Please send referrals to:





Eating Disorders Service


Clinical Psychology Service


Disability Resource Centre


Poynters House


Poynters Road


Dunstable


BEDFORDSHIRE LU5 4TP


� HYPERLINK "mailto:Elt-tr.eatingdisorder.service@nhs.net" �Elt-tr.eatingdisorder.service@nhs.net�


Telephone: (01582) 709066 Fax: (01582) 709057








