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	Patient name:

	

	DOB:

	

	Care Home name and address:

	

	NHS number: 

	

	GP surgery:
	

	Patient/ Next of kin informed and consented to this referral? (If LPA known, please include)
	Patient Consented: Yes ☐No☐ 
And/or NOK consented: Yes ☐ No ☐

	Patient preferred language 
	English ☐ Welsh ☐ Other ☐If other please state which:


 
	Tick box for service(s) required (please note: if profession is not ticked, information will not be passed on to relevant service)

☐ Speech & Language Therapy ☐ Dietetics ☐ Pharmacy

	Presenting concern: 




	Past Medical History:





	Signs of dysphagia?
Coughing, choking etc 
	

	What have you tried to support with difficulties?
	

	Any chest infections within the last 6 months?
	Yes ☐No☐

	From your clinical judgement, do you feel this patient is at high risk of hospital admission (due to dysphagia, medication or malnutrition)?
	Yes ☐No☐

	Where does patient have most of their meals? E.g. dining room at table, chair, bedroom in bed etc 
	Chair and table ☐
High back/ specialist chair ☐
Bed ☐
Other☐

	Any difficulties managing secretions e.g. dry mouth/ drooling?
	Yes☐ No☐

	Does the patient have ill-fitting dentures?
	Yes☐ No☐




	Dietetics information

	Previously known to Dietetics department 
	Yes☐ No☐

	Current height
	

	Current weight at time of referral
	

	Weight history: 3-6months 
(provide dates where possible)


	

	Percentage weight loss

	

	BMI 
	

	MUST score
	

	Pressure sore/ulcers/skin damage 
	NA/ Grade____/ Other 





	Pharmacy Questions
	Yes/No
	If yes, please give details

	Does the patient have any difficulty swallowing their medicines?
	Yes ☐No☐
	

	Does the patient regularly miss any medication doses? 
	Yes☐ No☐
	

	Are their particular medicines that the patient struggles to take?
	Yes☐ No☐
	

	Have any changes already been made to help the patient take these medicines? (e.g. crushing tablets, opening capsules etc) 
	Yes☐ No☐
	

	Does the patient feel they experience any side effects from their medicines? (feeling drowsy, dizzy, constipation, confusion, dry mouth etc) 
	Yes☐ No☐
	


Please email this referral form to: EIPHreferrals@bridgend.gov.uk
Name:                                                                                  Date: 
1 		Updated March 2025
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