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PLEASE NOTE:

· All questions must be answered
· 3 days detailed food record charts must be included with each referral
· MAR charts must be attached
· If any questions are left unanswered or if 3 days detailed food record charts are not included the form will be returned for completion
NB
 Answering yes to all questions marked ( indicates that resident may    be reaching end of life.
When all questions are answered, 
please email or send this form with 3 days detailed food record charts to: 
	Email: NutritionandDietetics@cpft.nhs.uk

Nutrition and Dietetics Office CPFT
Kingfisher House
Kingfisher Way

Hinchingbrooke Business Park

Huntingdon

Cambs     PE29 6FH



‘MUST’ Nutrition referral form - Please complete all sections below





1) Referral details


Date of referral…………………………………	Home	…………………………………………………..


Name of referrer………………………………. 	Job title…………………………………………………


Resident’s name………………………………..	DOB…………………………………………………..


NHS number…………………………………..	GP name & practice………………………………..


Telephone number ……………………………… 





Reason for referral	………………………………………………………………………………………….


…………………………………………………………………………………………………………………..


How long has the resident had this problem?	


Days		Weeks		Months 		Years
































2) Re-referral details


Is this a re-referral to the dietetic department? 						Yes        No





When was the resident last seen by the dietetic department? ………………………………….





What was the resident’s weight on discharge from the dietetic department? ...................





What has changed since discharge? e.g. weight/BMI/pressure ulcer/medical condition


……………………………………………………………………………. 





If this is a re-referral and the resident has been seen by the dietetic department within the last 12 months please send page 1 only of referral form with 3 days detailed food record chart.





If this is a new referral or the resident was last seen by the department over 12 months ago please complete entire document.




















3) Weight/ MUST score


What is the resident’s MUST score?		……………………………………………


What is the resident’s height or ulna length? .............. Estimated       Reported  �  Measured


What is the resident’s BMI?			……………………………………………


What is the resident’s current weight?………………Date resident was last weighed………….….


If unable to weigh what is the residents MUAC……………..cm





How often is the resident weighed?		Weekly


Fortnightly


Monthly


Less often 


















































3) Weight/ MUST score cont’d





Please record the resident’s monthly weights for the last 6 months? (Please ensure that the resident’s highest weight within the last 6 months is included)


Weight..………………	Date…………...	Weight..………………	Date…………...


Weight..………………	Date…………...	Weight..………………	Date…………...


Weight..………………	Date…………...	Weight..………………	Date…………...


If the resident has lost weight, did anything specific happen at the time of weight loss?


No			Hospital admission


Chest infection/UTI


GI upset


Other………………………………


Was any new medication prescribed at the time of weight loss?		      	Yes	     No


Name of medication/s……………………………………………………………………………………..


Does the resident currently have oedema?					      	Yes	     No


Does the resident take diuretics for this oedema?				      	Yes	     No


Has the dosage/drug recently been changed?				      	Yes	     No


Did the resident recently have oedema which has now resolved? 	      	Yes	     No




























































































4) Current state of health


Does the resident have any of the following conditions?		None


Diabetes		   Current Blood glucose/HbA1c…………


Respiratory condition eg COPD


Coronary heart disease


Dementia


Cancer				Site of cancer……………….....


Stroke			                      Date of stroke………………….


Depression 


Progressive neurological disease


e.g. MS, MND, Parkinson’s disease





Other (if not listed)………..………………..


	


Is the resident currently suffering from any gut problem?	None


Constipation


Diarrhoea


Nausea


Vomiting





 

























































































4) Current state of health cont’d


Has any medication been prescribed for this gut problem?			Yes	     No


Name of medication/s……………………………………………………………………………………..


Does the resident currently have 1 or more pressure sore(s)? Yes	Grade…………  No


       Yes	Grade…………  No


					Has the resident had any TVN input? 	Yes	     No


    	          


Is the resident bed/chair bound?						       ( Yes 	     No


Is the resident drowsy for much of the day?					       (	Yes          No





What is the resident’s current state of health?		Stable


Deteriorating


Terminal


Has the resident been ill/unwell recently?					  	 Yes         No


Between which dates was the resident unwell?	……..………	   to	……………..


When did the resident last see their GP or when was the GP last contacted about the resident?


Date…………………………………………….


What did the GP advise?…………………………………………………………………………………


………………………………………………………………………………………………………………


Has the resident had any recent hospital admissions? 			            Yes         No


What was the reason for any hospital admission?.........................................................................


Between which dates was the resident admitted?	………………	to	………………


Please attach MAR chart for a list of all medications which the resident is currently on 



































































































































5) Communication


Does the resident have any communication difficulties? 				   Yes        No


Is the resident already known to Speech and Language Therapy 			     


regarding communication difficulties?						   Yes        No





























6) Swallowing difficulties


Is the resident already known to Speech and Language Therapy 		Yes	     No


regarding swallowing difficulties?


Has the resident had any chest infections in the last 3 months e.g. aspiration pneumonia? 					           								Yes          No


What were the date/s of these?………………………………………………………………………….
































6) Swallowing difficulties cont’d


Does the resident ever drool or are they unable to manage their own saliva?	Yes	     No


Does the resident have difficulty swallowing medications (tablets/liquids)?    (	Yes	     No


Does the resident ever show any signs of having a swallowing problem 	Yes	     No


      (e.g. coughing or choking during or after eating or drinking; wet or


‘gurgly’ sounding voice after eating or drinking)?


How frequently does this happen?	At every meal/drink


At least once per day


At least once per week


	Less often





What consistency of diet and fluid does the resident have?


Fluids: 


Level 0 – Thin Fluids                 


Level 1 – Slightly Thick    


Level 2 - Mildly Thick


Level 3 – Moderately Thick


Level 4 – Extremely Thick








Why does the resident have a modified texture diet?


Swallowing difficulty


Resident’s preference


Health professional’s advice









































































































































Diet: 


Level 3 – Liquidised


Level 4 – Puree


Level 5 – Minced & Moist


Level 6 – Soft & Bite Sized


Level 7 – Easy Chew


Level 7 – Regular diet














































































































7) Dentition


What condition are the resident’s teeth, dentures or gums in?	Able to chew most foods


Able to chew some foods


Not able to chew


What condition is the resident’s mouth in?		Good			Sore


Thrush


Ulcerated


Dry


      If poor, what is being done to resolve this?………………………………………………………….


     …………………………………………………………………………………………………………….





















































8) Eating – Help and environment


Does the resident need modified tableware? 				        	Yes	     No


Does the resident need feeding?						        	Yes	     No


Where does the resident eat their meals?	In the dining room


In their own room


Elsewhere…………………………………………


Is there anything about this environment which might put them off eating?


…………………………………………………………………………………………………………….


Is the resident able to sit upright to eat?						Yes	     No






























































9) Current food and fluid intake


Have the resident’s current eating habits changed?				Yes          No


What are the resident’s current eating habits?	Eats all meals and snacks


Eats more than half of all meals and


snacks


Eats less than half of all meals and


snacks


       	Eats very little			    (


	Refusing food


On average how much fluid does the resident drink every day?	Less than 500ml  (


500-1000ml


1000-1500ml


1500-2000ml


More than 2000ml


Does the resident like sweet flavours?					Yes		No


Does the resident like milky drinks?						Yes		No










































































   





























10) Nutrition intervention


What is your nutrition care plan? 			Enriched diet and snacks


Giving homemade supplements


For what length of time have these been tried?……………………………………………………

















11) Homemade and prescribable supplements


�
Homemade supplements �
Prescribable supplements�
�
Name of supplements  





�
�
�
�
In what quantity have these been prescribed/advised?


		Once per day


		Twice per day


		Three times per day


		More than three times per day�












�
�
�
How much of these is the resident taking each day?


		None


		¼ 


		½


		¾


		All�















�
�
�
For how long has the resident been having these supplements?


		Days


		Weeks


		Months


		Years �
�
�
�
Who prescribed/advised these?


�
�
�
�
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