	RHN Unified Patient Record

	Enteral Feeding Tube Referral Form 
	Name 
	

	
	DOB 
	

	
	NHS No 
	

	
	MPI
	

	
	Consultant/GP
	

	
	Ward
	



Referring Doctor Name 

Ward / GP Surgery

The Royal Hospital for Neuro-disability 

West Hill, London, SW15 3SW 

020 8 7 804 500

Urgent / Non-urgent Referral (delete non-applicable)

For Attention of: 

Nutrition Nurses
Gastroenterology Department 

St George's University Hospitals NHS Foundation Trust

Blackshaw Road | London | SW17 0QT

	Date: 
	

	Patient details: 
	Name: 
DOB: 

NHS Number:  

	Reason for referral: 
	 

	Medical Summary:
	Medical Summary: 

Current medication list:
If the answer is YES to any of the below please either specify or contact GP for details/GP summary print out and medications and attach letter to this form.

Previous abdominal surgery?

Yes / No

Neck or spinal problems                    

Yes / No

Manual handling requirements

Yes / No - please specify: 

Problems with mouth opening

Yes / No

Chest Problems                                 

Yes / No

Allergies    

Yes / No 

INR – needs to be requested

Yes 
Anti-coagulant Medication

Yes / No 

Tracheostomy

Yes / No 

Other issues? e.g. general, agitated,behaviour.
Yes / No – please specify: 

Can the patient lay flat (with 2 pillows?)
Yes/ No 
Pharyngeal/oesophageal stricture:

Yes / No


	Sedation required: 
	standard sedation  or  propofol        (doctor to  decide appropriate option) 

	Communication: 
	Please specify any communication difficulties or preferred language: 



	Enteral team Assessment:
	

	Dietitian Assessment: 
	Weight: 

Height: 

BMI: 

Weight trend: 

Current enteral feed provision/oral intake: 

	NOK Contact Details: 
	Name: 
Relationship to patient: 

Contact phone number: 

	Ward details: 
	Ward: 

Ward Manager: 
Ward reception number: 

	Consent 
	1. Is the patient able to consent to this procedure? Yes/No 

(If no please complete and attach Consent form 4)
2. Does the patient have an Independent Mental Capacity Advocate? Yes/No 
(If yes, please provide name and contact phone number) 


Signed: 
(doctor to insert name, signature and details here) 
Assessment completed by: 
	Name
	Role
	Contact details 
	Date

	
	
	0208 780 4500 x 
	

	
	Enteral Team 
	0208 780 4500 x 5780
	

	
	Dietitian
	0208 780 4500 x
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