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SHEFFIELD EATING DISORDERS SERVICE 
SELF REFERRAL FORM for 16 & 17 year olds
(v.1 05/12/17 – review annually)
	Age:                         (if you are under 16 please refer to SEDATT – 0114 3053891)

	Name:
	D.O.B:
	NHS No:



	Address:



	Postcode:
	Telephone:
	Mobile:



	Consent for text appointment reminders: Yes / No


	GP Details

	Name:
	

	
	

	Address: 
	

	Postcode:
	

	Tel No:
	


	Please provide an overview of the eating difficulties you are currently experiencing:

	


	Weight (Kg):                            Height (m):                            
	BMI:

(office use)

	Have you lost weight in the past 6 months? 
	Yes / No
	If so, how much?



	Are you self inducing vomiting? 
	Yes / No
	If so, how many times in a week?



	Are you having episodes of bingeing?  
	Yes / No
	If so, how many times in a week?



	Are you taking laxatives / diuretics?
	Yes / No
	If so, what type, at what dosage and how many times a week?



	Are you taking any medication? (prescribed or over the counter)
	Yes / No
	Please provide details of all medication:



	Are you exercising in a driven / compulsive way?
	Yes / No
	Please provide details of all regular exercise:


	Have you had any recent blood tests?
	Yes / No
	

	Are you currently pregnant?
	Yes / No
	Please provide details:


	Do you have any additional physical health conditions?

	Diabetes: 
	Yes / No
	Please provide details:



	Cystic Fibrosis:  

	Yes / No
	Please provide details:

	Other (please provide details):




	Do you have any additional issues that impact on your mental health?

	Anxiety:
	Yes / No
	Please provide details:



	Depression:

	Yes / No
	Please provide details:

	Obsessive Compulsive Disorder:
	Yes / No
	Please provide details:

	Emotionally Unstable / Borderline Personality Disorder:
	Yes / No
	Please provide details:

	Autistic Spectrum Disorder:
	Yes / No
	Please provide details:

	Other (please provide details):




	 Please provide details of any services you are under the care of in relation to these issues:



WHEN COMPLETED, FAX OR POST THIS FORM TO SHEFFIELD EATING DISORDERS 
SERVICE, ST GEORGE’S COMMUNITY HEALTH CENTRE, WINTER STREET, SHEFFIELD, S3 7ND

       TEL: 0114 271 6938

FAX: 0114 226 2223
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