Staff Health and Wellbeing Dietitian Referral Form
Please return to:

 Department of Community Nutrition and Dietetics, Riverside Health Centre, Wellington Street, Canton, Cardiff, CF11 9SH.

Tel No: 02920 668089      Fax No: 02920  907672 
Internal Email: Dietician.reception.uhw@wales.nhs.uk
	Staff Details

NHS Number ………………………….............………. (If known)

	Name:  ..................................................................................    Title:  ...................   D.O.B.:  .......................  Gender: ……...........
Address:........................................................................................................................................................................……………..
Post Code: .............................…………………………………………..     Work Location: ……………........……………...........………….……….........
Job Title: …………………………………………………………………………..    Clinical Board: ……………………………………….....................................

	

	Have you been referred before:     Yes / No    If yes, when?...........................................................

	Reason for Referral (please circle)
     Obesity/ Weight Reduction        Type 2 Diabetes                    Impaired Fasting Glucose                    Impaired Glucose Tolerance   
     Hyperlipidaemia                            Gastrointestinal Issues        Existing Coeliac Disease                       Significant Under Nutrition  

     Modified Fibre diets                      Suspected Micronutrient Deficiency                                      Other: ...........................................

Any further information about the reason for referral or additional medical conditions............................................................

..........................................................................................................................................................................................................

..........................................................................................................................................................................................................

Weight
Height
BMI


	Relevant blood results (if known)................................................................................................................................................
Medication .................................................................................................................................................................................... 

Relevant Social or family history .................................................................................................................................................

	Contact details :  Our preferred method of contact is via email preferably internal, if you do not have an internal email please state your preferred method for contacting you regarding the Staff Dietetic Service.
Email: ................................................................................... Mobile Number:  ..........................................................................

Work Number:  .................................................................... Home Number:..............................................................................

Is an Interpreter required?  Yes / No  If yes, please specify language spoken & ethnic origin: ...................................................

	Self referral:  Yes / No, If no please complete, if yes, please sign and date only.

Name of Referrer: (please print)   ……………………………………….........................................     Date:  …………................…………..…..
Signed:  ……………………………………...........…......................................…..       Designation:  ………………….........………….........…….…...

Address:  ………………………………………………………….........................……..     Tel. No:  …………………...........................................…..…
Is the staff member aware of this referral? Yes / No

	Staff members G.P:  ....................................................…… Please advise G.P. of any referrals made
Address: ....................................................................................................................................................................................... 

	What next?  You will be contacted by the health and wellbeing dietitian to be invited to attend a group education programme or for a 1:1 appointment.  If you have any queries please call 02920 668089 and ask to speak to a Dietitian.

	For Dietetic use only:

Date received:   …………………………………………..
First contact:……………………………………………….
Second contact:…………………………………………..
	Caseholder

· Staff EfL                                     Date to be seen: ...............................
· Assessment

· Refer to specialist service 

· X-PERT


