
 
ROTHERHAM NUTRITION AND DIETETIC INFANT FEEDING SERVICE REFERRAL FORM 

 
ALL INFORMATION MUST BE COMPLETED 

Patient Details 

Patient Name:  

NHS number:  

D.O.B:  

Address and Postcode:  
 

Home Tel No:  

Mobile Tel No:  

Gender:  

Ethnicity:  

Language:  

Is Interpreter required? Yes  No  (delete/highlight as appropriate) 

 

GP Details 

Registered GP:  

GP Address and Postcode:  
 
 

 

Clinical Details 

Weight: 
(if known) 

 Weight centile (if known): 
 

 

Suspected Problem/Diagnosis: (Delete/Highlight as appropriate) 
 
Cow’s Milk Allergy 
 
Gastro Oesophageal Reflux Disease 
 
Other……………………………………. 

Current symptoms: 
 
 
 

Past Medical History: 
 
 

Current Medication: 
 
 

 

Referrer Details 

Name of GP currently managing 
care: 

 

Name of Clinical Referrer:  
 

Clinical Speciality / Designation:  
 

Referral date:  

 


