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Dietetic Referral Form

Somerset Community Dietitians
Administration Suite
1st Floor Bridgwater Hospital,
Bower Lane
Bridgwater
Somerset
TA6 4GU

Tel:  01278 447407


For In-Patients in Community Hospitals and Mental Health Wards

Please e-mail this referral form to: DieteticsReferrals@SomersetFT.nhs.uk 

All fields must be completed or referral will be returned. 

Please ensure the MUST Patient Care Pathway has been followed before referring. A copy of the pathway is at the end of this referral form. 

Part A: Details about the patient and why you are referring
	Community Hospital Ward
	

	Date referral emailed
	

	Referrer’s Name
	
	Occupation
	

	Referrer’s email
	
	Referrer’s Contact number
	

	Patient Name
	

	Date of Birth
	
	NHS No.
	

	Diagnosis / other relevant information 
	Examples: blood results, food allergy, sensory/communication/cognition impairment



	Reason for Dietetic referral
	





Part B: Details about the patient’s measurements and MUST score 
	Current Height (m)
	Current weight (kg)
	BMI (kg/m2)
	MUAC (cm) 
	MUST score
	Date of measurement

	
	
	
	
	
	

	Please note: We accept referrals with a MUST score of 2 or more AND when the MUST Patient Care Pathway has been followed for one week with no improvement. We accept all enterally fed (tube fed) referrals regardless of MUST score

	Relevant additional weight history (complete if recent weights not already documented on RIO). 

	Weight(kg)/MUAC (cm):
	Date:
	Weight(kg)/MUAC (cm):
	Date:

	Weight(kg)/MUAC (cm):
	Date:
	Weight(kg)/MUAC (cm):
	Date:



Part C: Details about what actions have been taken so far to support this patient
	
	Yes
	No

	Has the Rio Malnutrition Care Plan been completed?
 (Care plan must be completed for this referral to be accepted)
	
	  

	Has the MUST Patient Care Pathway action plan (overleaf) been followed? (Please tick)

	
	  

	Please detail the actions staff have taken to support this patient e.g. food charts, fortified diet, nourishing drinks and snacks or supplements
	



NB Please also complete Part D if the patient has an enteral feeding tube 



Part D: Details of enteral feeding tube and regimen if applicable

	Enteral Feeding Tube  

	Tube Type (NG, PEG, RIG, jejunostomy, balloon gastrostomy)
	
	Manufacturer/Make
(eg Fresenius,Freka, Merck, Corflo, Vygon)
	

	If balloon tube in situ – is a spare provided?
	YES

	NO

	
	

	Size (9FG, 15FG)
	
	Date inserted
	

	Feeding Regimen

	Feed name and volume/24 hours
	

	Feeding regimen, e.g. overnight via pump at 100mls/h, starting at 22.00hrs
	

	Water flushes and additional hydration
	

	Patient History

	Relevant drug therapy
	

	Social circumstances
	

	Swallow status and oral diet
	

	Bowels
	

	Nausea / vomiting / reflux
	

	Gastrostomy site and tube
	

	Other relevant information, e.g. blood results 
	





Thank you for completing this form


Please now e-mail this referral form to: DieteticsReferrals@SomersetFT.nhs.uk 
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