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Description automatically generated]COMMUNITY PAEDIATRIC WEIGHT MANAGEMENT SERVICE REFERRAL FORM for SPLASH (Somerset preschool lifestyle, activity and skills for self help)
Identifying details: Record details of infant, child or young person referred or attach a report which contains the required information
	Surname
	
	First Name
	

	Any Previous Names
	
	NHS Number
	

	Male/Female/Other
	
	Date of Birth
	

	Address
	
	Patient’s Telephone No.
	

	
	
	Contact E-mail address
	

	
	
	School / Pre-school
	

	
	
	Name of GP
	

	Post Code
	
	GP Surgery
	


Details of Parents / Carers
	Name
	
	Parental Responsibility 
	YES  ☐
	NO
 ☐

	Relationship to Child or Young Person
	


Referral criteria:Any child under the age of 2 years:
· Weight is above the 99.6th centile before the age of 6 months if birthweight > 50th centile
· Or weight has increased up by 3 centiles in 6 months

Any child between age 2 - 4 years:
· A BMI >3.5 SD
· BMI above the 99.6th centile and there is a possibility of secondary obesity (short stature for genetic potential/poor growth), learning difficulties, co morbidities, including sleep apnoea or child safeguarding concerns with obesity as a primary concern.


Reason for Referral:  If preferred, please attach a report with full and clear indication for referral.                                       Please include child’s weight and length/height; please scan in a copy of growth chart if available. 
	Date: 
	Weight (Kg):
	Weight centile:

	
	Length / Height (cm):
	Height centile:

	
	BMI:
	BMI centile:


	Advice previously given and child’s progress to date:
	Diagnosis and reason for referral:

	



	

	Are there any Mental Health / psychological morbidities?
	NO ☐
	YES ☐  Please give details below

	Are there child protection concerns?
	NO ☐
	YES ☐  

	Are there any symptoms of sleep apnoea?
	NO ☐
	YES ☐  

	Does the child have delayed development/ learning difficulties?
	NO ☐
	YES ☐ 

	Family history of type 2 diabetes (onset before 40years of age) in a close relative 
	NO ☐
	YES ☐  

	Family history of early cardiovascular disease/stroke (before 55 years in males and before 65 years in females) in a close relative 
	NO ☐
	YES ☐  

	Parents first language
	

	Is an interpreter or signer required?
	YES  ☐
	NO ☐
	Can parents/carers access written information?
	YES ☐
	NO ☐


I confirm that the parent / carer has given their consent for this referral	
	Referrer’s Signature
	
	Date
	

	Referrer’s Name
	
	Referrer’s Telephone No.
	

	Referrer’s Job Title
	
	Referrer/Team E-mail address
	

	Please return the completed form, by email to: DieteticsReferrals@SomersetFT.nhs.uk. Please mark the referral ‘PAEDIATRIC REFERRAL’ in the subject title. DO NOT POST ANY REFERRALS.



If yes to any questions above please give further details :








Ethnicity
	White
	A
	|_|  British
	Asian or Asian British
	H
	|_|  Indian

	
	B
	|_|  Irish
	
	J
	|_|  Pakistani

	
	C
	|_|  Any other white background
	
	K
	|_|  Bangladeshi

	Mixed
	D
	|_|  White and Black Caribbean
	
	L
	|_|  Any other Asian background

	
	E
	|_|  White and Black African
	Black or Black British
	M
	|_|  Caribbean

	
	F
	|_|  White and Asian
	
	N
	|_|  African

	
	G
	|_|  Any other mixed background
	
	P
	|_|  Any other Black background

	
	
	
	Other
	Z
	|_|  Not stated
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