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Admission Assessment: Adult Eating Disorders Inpatient Services
	ALL FIELDS TO BE COMPLETED 

	1. Referral Type – please select one request only

	Emergency 
(within 24 hours)
☐
	Urgent 
(within 1 week)
☐
	Routine/planned

☐
	Step Care 
Staying well
☐
	Step Care 
Starting well
☐



	2. Name and mobile contact /email of referrer
	Referrer: 
Mobile:
Email:



	3. Personal Details

	Full name: 
	Previous surnames: 

	Address: 

	Date of Birth: 

	
	NHS No: 

	
	Gender: 

	
	Religion: 

	
	Ethnicity: 

	Postcode:
	Relationship status:

	Legal status MHA: Informal or Section
	Dependents:

	Email address:
	First language:

	Mobile / Landline:
	

	GP Name and address:
	GP telephone/email:

	CCG:
	Preferred Inpatient Unit:



	4. Reason for referral

	Rationale for referral:
(Detail KEY bullet point information why an inpatient admission is necessary and the care and treatment that cannot be effectively delivered in the community)
	



	5. Routine outcome measures on Referral

	EDE-Q 
	Eating Disorder Examination- Questionnaire
	Score:

	CIA
	Clinical Impairment Assessment
	Score:

	PHQ-9
	Patient Health Questionnaire
	Score:

	GAD-7
	Generalised Anxiety Disorder Assessment
	Score:



	6. Weight
	Result
	Date

	Past 5 Weights (kg)

	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Height (M)
	
	

	Current BMI Kg/M2
	
	

	Rate of weight loss kg/wk.
Over past month
	
	



	7. Symptoms
	Yes
	No
	Frequency and details

	Vomiting
	☐	☐	

	Laxative misuse
	☐	☐	

	Excessive exercise
	☐	☐	

	Bingeing
	☐	☐	

	Self-harm
	☐	☐	

	Ligaturing
	☐	☐	

	Others
	☐	☐	



	8. Dietary Information

	· NG feeding currently in place, if so, please provide total calorie intake of feed 
· Intolerances/allergies/ meal pattern/ supplement use.
· Cultural or religious diets/vegetarian/vegan. 
	



	9. History of Eating Disorder

	Age of onset
	

	
	Tick

	
	
	Anorexia Nervosa
	☐
	
	
	ARFID
	☐
	
	
	Atypical
	☐
	
	
	Bulimia Nervosa
	☐
	
	
	OSFED
	☐
	
	
	Other
	☐
	Other Psychiatric Co-morbidities
	Past and current details need to be provided: 


	Previous admissions: 
Unit and outcome of programme or problems arising during admission (e.g. awol, self-harm / suicidality, etc.) Please also give reason for discharge and provide discharge summaries / psychology reports / formulation reports where available.
	

	Input from other healthcare / agencies. Past / current details (frequency of sessions, type of input (i.e. Therapy).
	

	Previous Inpatient Access Assessments declined, and reasons why as outlined in assessment report. 
	

	
	

	Medical information
	Current
(tick)
	Past
(tick)

	Co-morbidities physical and mental
	
	☐
	☐

	Current Medication/compliance
	
	☐	☐
	Physical Information Current or past impairments or disabilities
	
	☐	☐
	Current alcohol or substance misuse issues
	
	☐	☐
	U and E
	Result
	Date

	Na+
	
	

	K+
	
	

	Ca2+
	
	

	Mg2+
	
	

	Po4-
	
	

	Urea
	
	

	Cr
	
	

	LFTs
	Result
	Date

	Alk Phos
	
	

	ALT
	
	

	AST
	
	

	Bilir
	
	

	GGT
	
	

	Nutrition
	Result
	Date

	Neutrophils
	
	

	Platelets
	
	

	Hb
	
	

	Gluc
	
	

	CK
	
	

	Measure
	Result
	Date

	BP
	
	

	Pulse
	
	

	ECG e.g. HR, QTc
	
	

	Sit Up Squat Stand Test
	
	



	10. Aims of the Admission/motivation for change

	From the referrer
	

	From the person
	

	From the family /carer
	



	11. Person’s Current Location:

	Delete as appropriate:  Home / Inpatient unit / A&E / psychiatric ward / medical ward / Other:
If currently an inpatient, please provide details of key contact on the ward.

Postcode: (required)

	Is this person a university student? 
If so where? Specify what year of study.
	Yes ☐   No ☐ 



	12. Safeguarding 

	Tick as appropriate
	Yes
	No

	Does the patient have a formal evidenced diagnosis of Learning Disability including ASD or Autism? 
Has a CTR / CETR been completed or planned? 	Date: 
Has a LEAP been completed or planned? 		Date: 
	☐

☐
☐
	☐

☐
☐

	Are there any safeguarding concerns around this person, detail here:




	13. Risk Factors

	Date of recent risk assessment:

	Completed by:

	Details of recent risk assessment: (attach a copy if available)


	Risk to self? (including history of self-harm/suicidal ideation) 
	Yes
	No

	
	☐
	☐

	Risk to others? (please provide details)
	Yes
	No

	
	☐
	☐



	14. Family/Carer Involvement

	Tick as appropriate
	Yes
	No

	Do the family/carers wish to be involved?
	
	☐
	☐

	Does the person agree to family carer involvement?
	
	☐
	☐

	Contact for next of Kin
	



	15. Consent (also see narrative below this section)

	Tick as appropriate
	Yes
	No

	Has the patient got capacity to consent to this admission
	☐
	☐

	Has the patient given consent to admission (see note below)
	☐
	☐

	Consent Received By: (Print name) 

	Signature:


	Date:
	Time:

	Is there any restriction on sharing information? 
	Yes
	No

	
	☐
	☐

	If yes, please provide details: 



Consent
The person’s capacity to consent to be admitted into hospital must be assessed. For the person to make an informed decision; information, where possible, should be explained in terms of expectations of the admitting hospital re engagement, observation practices, treatment programme etc.

A patient who lacks capacity for the decision to accept admission and treatment cannot be admitted under provisions of Mental Capacity Act, because to do so would give rise to a deprivation of liberty. If admission is considered in the patient’s best interest, assessment under the Mental Health Act 1983 must be arranged to facilitate admission.

	16. Discharge Plan

	




	17. Provider Collaborative Case Manager

	Name: 
	Region: HOPE Provider Collaborative

	Email: 
	Tel: 

	Has the referral been discussed with the Case Manager?
	Yes    ☐   No     ☐

	HOPE SPA to be copied into correspondence/discharge summaries: hopespa@oxfordhealth.nhs.uk          



	18. Important Contacts Sheet

	PLEASE COMPLETE TO ENSURE THAT THE APPROPRIATE PEOPLE ARE INFORMED OF THIS PERSON’S CASE AND INVITED TO MEETINGS SUCH AS CPA’s. 


	Primary community contact or care coordinator
	Social work contact

	Name: 
Job Title:
Organisation: 
Telephone:
Email: 
	Name: 
Job Title:
Organisation: 
Telephone:
Email:

	Nearest relative (under the MHA) if different next of kin
	Nurse


	Name: 
Address: 
Telephone:
Email: 
	Name: 
Address: 
Telephone:
Email:

	GP
	Dietitian

	Name: 
Job Title:
Organisation: 
Telephone:
Email:
	Name: 
Job Title:
Organisation: 
Telephone:
Email:

	Psychologist
	OT

	Name: 
Job Title:
Organisation: 
Telephone:
Email: 
	Name: 
Job Title:
Organisation: 
Telephone:
Email:

	Named Consultant
	Other

	Name: 
Job Title:
Organisation: 
Telephone:
Email: 
	Name: 
Job Title:
Organisation: 
Telephone:
Email:



	19. Signature of referring clinician

	Full Name (printed): 
	Signature: 


	Date:

	Job Title:

	Email:

	Tel:

	Team:

	NHS Trust:

	If the assessment is not to be arranged via the referrer, please give details of the contact here:
	

	20. Details of person completing this form

	Full Name (printed): 
	Signature: 


	Date:

	Job Title:

	Email:

	Tel:

	Team:

	NHS Trust:



Disclaimer: The referral will be forwarded to the appropriate Consultant and clinical team for screening and consideration. The ability of our team to consider a referral depends on the referral information provided. We are very aware that situations can change at any time, and we would expect that the responsibility for ongoing physical monitoring and risk assessment will remain with the referrer.
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