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Women and Children’s Services                            

REFERRAL FORM FOR:

 DIVISION OF TONGUE TIE TO SUPPORT BREASTFEEDING.

	Mother’s Details:

Hospital Number_________________

Name__________________________

Address________________________

______________________________

Post code______________________

Home Tel:______________________

Mobile Tel:______________________


	Baby’s Details:

Hospital Number____________________

NHS Number___________________________________

Where was the baby born?______________________________

Name______________________________

Sex_______________________________

Date of Birth ________________________

Gestation at birth______________  Birth Weight______

Address (if different)________________________________

	GP Details

GP Name_______________________________

Address________________________________________________________________

Tel Number______________________________


	Feeding History/Problem  (Please circle)

Feeding method:   Breast   EBM   Formula  Mixed   Bottle   Cup   Syringe   Spoon    
Mother: Using Nipple Shield   Using Nipple Cream    Expressing

Sore/cracked nipples       Engorgement      Mastitis       Thrush


	Baby:  Slow Weight Gain    Static Weight     Weight loss   Short Frequent Feeds

Sliding off the Breast   Clicking     Thrush

Comments:



	Referred by:

Name:_____________________________ _Contact Address_______________________

Job Title:__________________________     Tel Number___________________________
Date Referred:__________________________    


	Date Received_____________________________ Appointment Date__________________________



APPENDIX 1





Ref No





Referral to Sarah Mckie:


Contact on 07767870506 or 0161 419 5502


Fax 0161 419 5558











