PLEASE SEND THE COMPLETED REFERRAL FORM TO SPFT.SEDS@NHS.NET 
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Sussex Eating Disorders Service (SEDS)
Referral Form
Important information: 
· All sections are required for your referral to be safely processed and any forms with missing information will be rejected.
· There may be a considerable wait for assessment. Therefore, the patient remains under your care for any clinical management until they have been assessed by one of our clinicians.

	Patient details
	Referrer details
	GP details

	Preferred Name:
Home Telephone:
Mobile:
Email:
Address:




	Date of Birth:
Age:
Gender:
Ethnicity:
NHS No.:

	Referrer:
Team:
Tel:
Address:
	GP:
Surgery code:
Postcode:

	Has the patient given consent for the referral:     Y ☐  N ☐         
Contact Preferences: Post ☐       Call ☐     Text ☐     Email ☐___________________________________



	Reason for Referral                                                                      

	Please describe the current presenting problem for the patient listing all eating disorder behaviours and broader psychiatric issues.
Dear SEDS…










	Suspected ED:
☐ Anorexia
☐ Bulimia
☐ Binge Eating
☐ Other
(Fulfils some but not all of the criteria for the above conditions)

Illness Episode:
☐ First
Year of Onset: 

☐ Recurrent

	Using laxatives                               Y ☐  N ☐                          
	Number per day/week:

	Vomiting                                          Y ☐  N ☐         
	Times per week:

	Binging                                             Y ☐  N ☐  
	Times per week:

	Exercising                                        Y ☐  N ☐         
	Times per week:

	Other (Diet pills, diuretics, etc):





	Weight History

	Current height:    Click or tap here to enter text.
Current weight:   Click or tap here to enter text.
BMI: 

BMI <16 - please complete section 2
BMI >35 - provide HbA1c & Lipid Profile from within 3 months
	Highest adult weight:
Lowest adult weight: 

☐ Weight stable; ☐ Decreasing; ☐ Increasing
Rate of weight change per week: 
(If weight loss is 0.5kg or more, please complete Section 2 of referral form below)

	Risk and comorbidity 

	☐ Pregnancy
☐ Type I Diabetes 
☐ Type II Diabetes
	☐ Electrolyte imbalance 
(Please enclose latest blood results)
☐ ECG abnormalities (e.g. arrhythmias)
(Please enclose latest ECG results)

	Other social, physical or psychiatric risks, please specify:





	Risk of harm to self - if acute refer to ATS & urgent care

	Is the patient having suicidal thoughts?
	Y ☐  N ☐
	Is there a risk of self-harm
	Y ☐  N ☐

	Do they have a plan
	Y ☐  N ☐
	Is there a history of self-harm?
	Y ☐  N ☐

	Is there a history of suicide attempts?
	Y ☐  N ☐
	Other risk issues (please add extra sheet)
	Y ☐  N ☐




Please complete section 2 of referral form, should your patient meet the following criteria:
· BMI is 16 and under 
OR 
· The patient is binging/vomiting 3 or more times per day
      OR
· The patient is rapidly losing weight (0.5kg or more per week)







Section 2 (For High Risk Patients):
The following investigations are essential for your referral if your patient meets the following criteria: 
· BMI is 16 and under 
OR 
· The patient is binging/vomiting 3 or more times per day
      OR
· The patient is rapidly losing weight (0.5kg or more per week)

Missing data will result in your referral being delayed.
	Physical Monitoring

	BP (Sitting/standing):
Postural drop:
Pulse:
Temperature:
Peripheral circulation:
	high risk if Systolic < 90 or Diastolic < 50
high risk if > 10
high risk if < 50 or irregular
high risk if < 35 oC
high risk if pale / blue



	Required investigations (Please enclose latest copy -  within 1 month referral)

	
FBC, U&E, LFTS, Glucose, Ca, Mg, CK, Po4, TFTS, ESR, CRP














	ECG 

	Look for lengthening of QTC interval or arrhythmias. Seek advice if QTc above 440 for men or above 460 for women and review medication which might prolong QTc. (http://www.sads.org.uk/drugs_to_avoid.htm)



	Test of proximal myopathy 

	Squat – patient is asked to squat and rise without using their hands
	☐  0 = Completely unable to rise
☐  1 = Able to rise only with use of hands
☐  2 = Able to rise only with noticeable difficulty
☐  3 = Able to rise without difficulty



(Incomplete forms will result in the referral being rejected)
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