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SHEFFIELD EATING DISORDERS SERVICE 
REFERRAL FORM

REFERRALS WILL NOT BE PROCESSED or ACCEPTED UNLESS ALL BOXES ARE COMPLETED AND ALL REQUIRED INVESTIGATION RESULTS ARE SENT AND WILL BE RETURNED TO REFERRER
	Referrer Details
	GP Details

	Name:
	
	Name:
	

	Job Role: 
	
	
	

	Address
	
	Address: 
	

	Postcode
	
	Postcode:
	

	Tel No:
	
	Tel No:
	

	E-Mail:
	
	E-Mail:
	


	Patient Information

	Name:
	D.O.B:
	NHS No:



	Address:


	Postcode:

	Mobile Telephone or landline:




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



	Binge Eating: 
	Yes / No
	At present, how many times in a week?



	Self-induced

vomiting:  
	Yes / No
	At present, how many times in a week?



	Laxative abuse:  
	Yes / No
	At present, how many times in a week is the recommended dose exceeded?



	Exercise: 
	Yes / No
	At present, what exercise & how many times in a week?



	RISK
	Any known risk
	


Please see Guidance on Investigations and prescribing prior to referral on page 3. 

It is essential to include copies of recent U&E’s, FBC, LFT’s, TFT and Glucose.  

REASON FOR REFERAL & BACKGROUND INFORMATION
Please summarise below or attach a referral letter to provide us with other relevant.
Information, including reason for referral, duration of problems, development of difficulties, 

family and social circumstances, previous treatment, views of treatment, other relevant 

psychological or physical issues (e.g., diabetes, depression) and any other relevant

 information (e.g., life events).

	


Is the client aware of the referral?

Yes/No

 Please list other services/agencies involved or inform us if the service user has any specific needs: e.g. interpreter required
	


When completed email to (Preferred): sct-ctr.syicb.sheffieldeds@nhs.net
Or post this form to:  
Sheffield Eating Disorders Service
42 Sidney Street
Sheffield
S1 4RH
Telephone: 0114 271 6938 (Mon – Fri 08:30 – 16:00)- voicemail facility after 16:00
Please see below investigations that are required when sending this referral, we will not be able to accept this referral if these investigations are not completed prior to the referral been sent.

INVESTIGATIONS AND PRESCRIBING PRIOR TO REFERRAL

GPs should arrange the following prior to / at the time of referral to Sheffield Eating Disorder Service. The guidance below should be adapted if needed by clinicians, based on an individual’s circumstances and history.

	All referrals
	Blood test including; U&Es, FBC, LFTs, magnesium, phosphate ,glucose and calcium (Dated within the last 2 weeks)


	
	Lying and standing BP and pulse, height, weight, BMI


	BMI <18.5
	TSH, ESR

	BMI <17
	Forceval (multivitamin and mineral supplement)


	BMI 15 or less, hypokalaemia or cardiac symptoms / signs

	ECG

	BMI 15 or less and/or irregular or absent periods for 2 year or more in adults or for 1 year or more in under 18s.

	Bone Density Scan (DEXA)

	BMI 15 or less
	Calci D tablets 1/day, Adcal D3 caplets 4/day or Calfovit powder 1/day or refer to the Sheffield formulary.


	BMI 15 or less, or low WCC (immunocompromise)

	Influenza and pneumococcal vaccination

	High risk of physical health admission or complete starvation with rapid weight  loss

	Vitamin B co-strong, thiamine
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