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	Dietetic Service
Care Home Referral Form
	RESIDENT NAME:
DOB:  ___/___/___

CHI:

	Please ensure all sections are completed otherwise this could result in a returned referral or a significant delay

	Care Home:
	Unit/floor:
	Tel No:

	GP Practice Name:

	Welfare PoA Name:  
	Contact no: 


	Medical Information

	Relevant medical history:

	Recent investigations/blood results:

	Current medications: 

	Nutritional Status

	Current weight (kg)
	Height (m)
	Current BMI: 


	MUST Score – Refer to Care Home Malnutrition Referral Pathway 
	Score

	Step 1  Calculate BMI score (either 0, 1 or 2)
	

	Step 2  Calculate weight loss score (either 0, 1 or 2)
	

	Step 3  Calculate Disease Effect score (either 0 or 2)
	

	Total score (0 to 6)
	


	Resident’s Weight History

	Time Period
	Date
	Weight (kg)

	1 month ago
	
	

	2 months ago
	
	

	3 months ago
	
	

	4 months ago
	
	

	5 months ago
	
	

	6 months ago
	
	


	Factors affecting current Nutritional Intake

	
	
	If YES, action to take

	Has resident been in hospital or been unwell within the last 4 weeks?
	YES  (  NO  (
	Monitor weight for next 4 weeks

	Does the resident have any challenging behaviour that is affecting food intake?
	YES  (  NO  (
	Discuss with GP regarding need for referral to local Behaviour Support Team


	Does the resident have any swallowing difficulties?
	YES  (  NO  (
	Refer to SLT Manual for Mealtimes 
SLT recommendations - 
Diet:

Fluids:

	Does resident have any dental problems?
	YES  (  NO  (
	Consider dental referral

	If you have answered YES to any of the questions, referral to dietitian may not be appropriate at this time.  

Please take appropriate actions as above, and if no improvement complete a new referral form in 4 weeks’ time.  


	Over the last 4 weeks have all food fortification measures been implemented?

	Dietary Intervention
	Implemented daily?

	Fortified milk use in drinks, cereal, smoothies – aiming for one pint in total
	YES  (  NO  (

	Meals and snacks fully fortified
	YES  (  NO  (

	Offer homemade milkshake/juice drinks x 2 per day
	YES  (  NO  (

	Offer 2 high calorie snacks daily 
	YES  (  NO  (


	Is the resident currently taking any prescribed nutritional supplementation drinks?   YES  (  NO  (
If YES, please give details:

	Type
	Quantity
	Prescribed by
	Known to dietitian?

	
	
	
	

	
	
	
	

	
	
	
	


	Other Relevant Information

	


	Referral form completed by:

	Name:

Job title:
	Date:

  ___/___/___


Please either email the completed form to: Carehome.dietetics@nhslothian.scot.nhs.uk
OR Post it to: Dietitians, Strathbrock Partnership Centre, 189a West Main Street, Broxburn, EH52 5LH
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