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	Home Enteral Feeding                                Referral Form for Receiving Dietitian
	

	Referrer Details

	Dietitian……………………………………………

Hospital…………………………………………...
	Tel No:………………………………………………	
	
Email address………………………………………

	Patient details
	G.P. details

	
Name 		

Address		

		

		

D.O.B.		

Tel no.		

NHS number	

Planned date of discharge	……

	
GP name	 	

Surgery name 	

District Nurse input 	

…………………………………………………………….

Any known safeguarding concerns:…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

	Carer / Next of kin details

	
Name		    	Relationship to patient ……………………………..

 Contact details		…………………………………….       Consent from patient to discuss care    Yes/No


	Communication

	
How would the patient / carer prefer to be contacted?     Telephone / text / e-mail / other 	

Interpreter required:     Yes / No                                       Language 	

Communication difficulties? E.g. Speech difficulties, hearing problems, impaired vision 	

	

	Reason for admission
	Diagnosis
	Past medical history

	

















	

	


	Functional status

	
Activity / mobility  	

Details of oral status (SLT recommendations) 	

Future SLT involvement:  Yes / No Please state 	

	

	Medication (if discharge summary not available)

	
Medication name

	
Route
	
Dose
	
Times 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Feeding Tube Details

	Feeding route
		
	Tube make & size
		
	Lot / Batch no
		

	Date current tube placed
		
	Site of distal tip of tube:    gastric / jejunum

	Details of Consultant responsible at time of tube placement:…………………………………………….

Action required if tube comes out go to:   A&E  / return to ward / other (please specify)  	

Date tube requires replacing and agreed plan for tube changes 

	

Method used to confirm NG tube placement  	

External length of NG / NJ tube from nostril exit to end of tubing 	

Please provide copy of tube placement procedure report in discharge documents


	Nutritional status and aims 

	
Current weight:  	 kg
	
Height: 	 m
	
BMI:  	kg/m2

	
Method of weighing: Hoist / wheelchair / standing (or arm circumference (cm) 	)

Weight history	


	Estimated requirements:
	Energy: 	 kcal
	Protein: 	 g   
	Fluid: 	 ml

	

Aims of nutritional support 	


Current oral intake 	


History of nausea / vomiting / diarrhoea / constipation 	


If yes, action taken 	






	Feed / Supplement regimen

	
Home delivery company:	 Feed supplied by:     HEF company / local pharmacy


	Feed / supplement name
	Bottle/
Pack size
	Volume
	Rate/bolus/oral
	Timings
	Additional flushes

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
Regimen provides:         Energy: ……….. kcal        Protein: …………g        Fluid: ……………………….ml



	Discharge equipment and supplies 

	
Please tick to confirm that 7 days’ supply of the following items has been requested / provided.


	
	Yes
	n/a
	
	Yes
	n/a

	Feed
	
	
	Reservoirs       500ml / 1000ml
	
	

	Giving sets
	
	
	pH paper
	
	

	60ml syringes   
	
	
	HEF discharge pack
	
	

	Please delete as appropriate:

	Pump and stand: Delivered to discharge address / provided by HEF company nurse / patient to take home 

(Serial No: ………………………)                                      Rucksack required:      Yes / No

	
Spare tube supplied:     Yes / No / Not applicable





	Training from HEF company nurse

	
If the patient is being discharged to home address

Date of training for patient/family/carer agency:………………………..	

Nurse trainer name 	

If patient is being discharged to a care home: 

Please check if the care home received recent training on:                

Pump Feeding Yes / No/ Not Applicable                         If no, date arranged: …………………………………..

Bolus Feeding Yes / No/ Not Applicable

Tube Care Yes / No /Not Applicable                               

Please ensure that there the care home has an adequate number of staff trained prior to discharge and inform the community team if there is a training need to support safe discharge

                                                             




	Supporting information / additional notes
(e.g. Additional medical background / recent biochemistry if appropriate e.g. renal, liver, refeeding / further information regarding dietetic input such as regimens trialled and not tolerated / home circumstances. 















































Signature:………………..            Date form completed :…………………	    Date form sent:………………. 	



Please return the completed form via: MTLCOSPOA@mft.nhs.uk Tel: 0161 388 4800
If you wish to speak to a member of the Home enteral feeding team please telephone 0161-470-6716 between 9am and 5pm Monday to Friday or general enquiries to mft.communitynutrition@nhs.net
Review Date: 01/04/2020
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