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Coventry and Warwickshire
Partnership Trust


Community Eating Disorder Service – Referral Form
To refer please send this form to:  covwarkEDS@covwarkpt.nhs.uk   


This referral is made on the basis that the referring professional considers that the patient has the clinical indications of an Eating Disorder.

Please complete all information boxes below. Please note we cannot proceed with a referral without up-to-date weight, height and BMI information as this allows us to accurately triage the referral. Please attach any additional information that you feel is relevant to the referral.

	URGENT – Please detail reason below
	ROUTINE

	Date of referral





	Patient Information
	GP Details

	Full name: 
	Name: Dr      

	Address:      
	Address:      

	Post code:      
	Post Code:      

	Tel No:      
	Tel No:      

	Email:      
	Email:      

	Date of Birth:      
	GP Code:      

	
	Referrer Details (if not GP)

	N.H.S. No:      
	Name:      

	Gender:  ☐Male      ☐Female        ☐Other
	Job Title:      

	Ethnic origin:       
	Contact Tel No:      

	Does the patient speak English?  ☐Yes  ☐No  
If NO state which language:      


	Address:      


	Has the patient consented to the referral?
☐Yes       ☐No
	

	
	Post Code:      


	Physical Health Information 
(Please note self-reported weight will not be accepted and will delay the referral)

	Weight (in kg)          
     
	Height (in metres)
     

	BMI (weight in kg ÷ height in metres2)
     
	Date patient last weighed:      
 


	Rapid weight loss – 20% or more in 6 months
(>1kg/week for more than 2 weeks, in low weight patients)

	

	Physical health diagnosis/treatment


	

	
Please provide the following blood results:



	




	Brief outline of reasons for referral and presenting difficulties:
[bookmark: Text36]     





















	[bookmark: _Hlk91072176]Eating Disorder Symptoms

	Please tick whichever symptoms apply to your patient.
If Yes, please state frequency and any further details below:
	Yes
	No
	Details eg. Frequency

	Extreme fear of weight gain
	
	
	


	Strong desire to lose weight
	
	
	


	Pre-occupation with weight and shape
	
	
	


	Dietary Restriction
	
	
	


	Binge Eating 
	
	
	


	
Self-Induced Vomiting


	
	
	

	
Excessive Exercise

	
	
	

	
Laxative Misuse

	
	
	

	
Fluid Restriction or Excessive Fluid Intake

	
	
	

	
Misuse of diet pills/injections

	
	
	


	
Additional Information


	


	
YES
	
NO
	
Further information

	CAMHS transition

	
	
	


	ASD/ADHD Diagnosis 
(please indicate if awaiting assessment with Neuro-developmental team)

	
	
	

	Diabetes 
(If yes please indicate if type 1 or type 2)

	
	
	

	Pregnant
(If yes please add EDD or approx. gestational stage in weeks)

	
	
	



	Risk

	Please indicate which of the following applies to your patient.
	Yes
	No
	Unknown

	Suicidal Ideation or recent attempts:
Please give details of severity, method and most recent incident here: 


	
☐
	
☐
	
☐

	History of suicide attempts: 
If yes, please give details including date, method and any treatment:


	
☐
	
☐
	
☐

	Self Harm: 
Please give details of frequency and type of harm:

	
☐
	
☐
	[bookmark: Check30]
☐

	[bookmark: Text43]Current or previous alcohol misuse 
Please give details:      
	
☐
	
☐
	
☐

	[bookmark: Text13]Current or previous drug misuse 
Please give details:      
	
☐
	
☐
	
☐

	Risk to others
Current or previous history of aggression/violence or forensic history
	
☐
	
☐
	
☐

	
Safeguarding
Current or previous safeguarding concerns:
	
	
	




	Current Medication:



	





	Allergies/Intolerances:




	





	Psychiatric History

	Current or previous psychiatric illness.  Please provide details about diagnosis and treatment.  Are there any other Mental Health Services currently providing care?



	
Additional Information


	
Please attach results of any other investigations eg. ECG if these have been arranged.
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