

MFT Community Eating Disorders Service (CEDS)
Referral for Avoidant Restrictive Food Intake Disorder (ARFID) assessment / intervention
This form is to be used for referrals where there are concerns around children having low appetite / significantly restricted range of foods / anxiety around eating which impacts on their health and wellbeing.

· This form can be completed by professionals / parents / carers or young people aged 13 years and over.
· We can only accept referrals for children and young people who are registered with a GP in Manchester, Trafford or Salford.
· We can only accept referrals from parents / carers who have legal responsibility for the child or young person.
· All referrals are discussed in our multi-disciplinary team meeting. If we are not able to accept the referral, we will let you know and the reasons why.
· We will not be able to process your referral if you do not fully complete all sections of this form.

	Who is making this referral?

Your name:      ___________________________________________

Your relationship to the child:   _______________________________

Contact details:  

Mobile no:    _____________________________________________

Email: __________________________________________________

Has this referral been discussed with anyone, if so who with? 
_________________________________________________

If the young person is making referral, is parent aware of referral?  Yes / No 

GP Information

GP name	 ___________________________________________

GP address	____________________________________________




School	__________________________________________________




	Child / young persons’ information

	Child / young person’s name
	


	Date of birth and age 
	


	Child / young person’s gender

	Male / Female / Trans / Gender non-binary


	Child / young person’s ethnicity
	

	Child / young person’s address


	

	
	

	Parent / carer information

	Parent / Carer’s name

	

	Relationship to child / young person

	

	Do you/they have legal responsibility for the child / young person?

	

	Parent / carer’s address (if different to above)
	




	Parent / carer’s phone number

	

	Other Information

	School / college
	



	Any other services involved (e.g Paediatrician, social worker, OT, CAMHS)

	

	Please indicate any specific support requirements or reasonable adjustments that need to be concerned 
	




	
1. Please describe your concerns regarding child / young person’s eating:







2. Please describe the child / young person’s a typical daily intake:


Breakfast:

Lunch:

Evening meal:

Supper:

Snacks:

Fluids:



3. Please list all the child / young person’s accepted foods:

 




4. Does the child or young person take a multivitamin or supplement? If so, please detail which and for how long they have taken it.




5. Please describe any sensitivities / specifics around the foods accepted e.g. smell, taste, brand, temperature, texture:





6. Does eating cause distress to the child or young person? If so, please provide more information:




7. Can you identify when concerns around eating first started? If so, please detail further information:





8. Please detail the things you have tried to address your concerns:





9. Has the child or young person seen any other professional regarding their eating e.g., paediatrician, SALT, dietician?




10. . Does anyone else share your concerns (e.g. family members, school)?






	
1. Are there concerns regarding the child or young person’s growth or development, please detail:





	
Current weight ________________________ 
           Current height ________________________


2. Does child / young person have any other eating or non-eating related diagnoses, please detail:




3. Please detail if the child or young person is awaiting or having any investigations / assessments?




4. Please list any medications the child/ young person is taking?





5. Are there any concerns in relation to the following, if so, please add further information:

Hair, skin and nails:
Elimination: 
Sleep: 
Energy: 
Concentration: 
Dental:
Communication:  
Comprehension:



6. Has the child or young person concerns related to their size or body image? If so, please provide more details:







	
           What would you like the ARFID Team to help with?







	
Name 		_________________________

Signature	_________________________

Date		_________________________

Please return to: 

ARFID Team, MFTCEDS, Harrington Building, RMCH, Hathersage Road, M13 9WL

 Or email to MFTCEDS@mft.nhs.uk
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