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MFT Community Eating Disorders Service
(MFT CEDS)
Referral Form 

Important note: 
If you think someone is in immediate danger (they are severely unwell; having chest pains; have lost consciousness; or are considering harming themself or others), please contact their GP or take them straight to A&E. 

Please complete legibly all information requested MOST IMPORTANTLY THE CURRENT WEIGHT AND HEIGHT and highlighted areas.
We will not be able to process the referral without this information.

	REFERRED BY 
	PATIENT INFORMATION

	Name :
Job Title :
	Name :

	Address :


Post code :
	Address :


Post code :

	Tel :
	DoB :

	Date :
	Tel : 

	If referrer is not a Parent/Carer of the young person, do you have Parental consent if under 16 years or young person consent if over 16 years?

Yes / No (please circle)
	Email: (if known)

	GP:

	GP Practice and Address:



	Next of Kin:
	NHS No:

	
	Employment status:
Hrs worked / retired / unemployed / education

	Address :


Post code:
	Residency status:

	
	Settled accommodation:  Settled / Not settled
	Religion:

	School:
	Ethnic Origin:

	
	Mobility Issues:

	
	

	
	Parent/Carer Name :

	Tel:
	Parent/Carer Tel :



	Borough : 
Please tick
	Salford
	
	
	South
	

	
	Central
	
	
	Trafford
	

	
	North
	
	
	
	

	Reason for referral : 
Please include current difficulties around eating and relevant co-morbidity.  Also include background details including previous mental health treatment e.g. Eating Disorder Service, Primary/Secondary Care or Inpatient.

	










	Clinical data (this information is required for us to accept the referral) :
For us to decide the urgency of the referral please provide : 

	
CURRENT WEIGHT :                                  HEIGHT :

Please note we cannot accept the patient’s record of their weight as this may not be accurate.  If you do not have any record of the patient’s weight, please can you invite them into the surgery to have this taken as we cannot accept referrals without the current weight.

Weight History (if Known)

	Blood abnormalities (please list)
	

	Diabetic (please circle)
	Yes     or     No

	Pregnant (please circle)
	Yes     or     No    If yes number of weeks:

	Eating Disorder signs and symptoms:

	
	
	Insert 
	
	Frequency / quantity

	Restricted food intake
	
	
	
	

	Restricted fluid intake
	
	
	
	

	Bingeing
	
	
	
	

	Vomiting
	
	
	
	

	Diuretics
	
	
	
	

	Diet Pills
	
	
	
	

	Laxatives
	
	
	
	

	Amenorrhoea
	
	
	
	

	Excessive Exercise
	
	
	
	

	Risk Factors : (eg self-harm or harm to others, overdoses and suicide attempts)

	








	What kinds of body image issue does the young person feel concerned about?

	




	Are they currently losing or gaining weight, how much and over what time period?

	




	Eating pattern – is the young person eating regular meals or is this erratic?

	




	Alcohol or non-prescribed drug use:

	





	Current medication and medical conditions:

	





	Other relevant information (eg accessibility, language etc)

	





	Other agencies and professional currently involved in care (e.g. CPN, social worker, support worker, psychologist)  Please include name and address of ALL involved INCLUDING GP if GP is not the referrer.

	GP Name :
	Name :
	Name :

	Address :



	Address :
	Address :


	Tel :

	Tel :
	Tel : 



Please email your form to : MFTCEDS@mft.nhs.uk 

We will try to respond within 24 hours Monday to Friday.

Tele: 0161 701 0447
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