Referral Form

Primary Care Bulimla Nervosa & Binge-Eating Group

Date: Client Name:
Date of Birth: Sex: Male / Female (please circle)
Client Address:
Client Telephone Numbers Home:
Mobile:
Can a voice message be left on the YES or NO (please circle)
phone?
GP Name:
GP Address:
Referrer Name:
Referrer Telephone Number:

To enable an accurate assessment of sultabllity for the group, please
.| complete the following questions with the client.

Are you committed to attending
the tan weak course at the
Coombewood Centre,
Raylsigh?

Yes

No

Is bulimia and / or binge-eating
your primary concem?

Yes

No

Approximately how long have
you experienced these
problems?

Are you a strict dieter?

Yes

No

Do you ever fast for a whole
day?

Yes

No
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Do you use any of the following Never Occasionally Weekly | Daily

| to loose welght: laxatives, diet
pilis, diuretics or make yourseif
vomit

Do you ever eat and eat until Never
you are stopped by physicel
discomfort?

Occasionally | Weekly | Daily

Do you ever feel guilty about Yes No

what you eat? ,
Do you worry that you have no Yes No

controf over your eating? _

Any other comments / relevant
information that you believe
would be useful for us to know.

Is the cllent experlenclLlany‘of the following? -

- Severe depression -Self-harm
- Severe anxiety - Drug or alcohol misuse

-Suicidal ideation -Evidence of a personality disorder

Please send form to:

Eleanor Atack or Danielie Pampanella
Primary Care Mental Health Service
Aston Court
Aston Road
Laindon
Essex
5515 6NX

Any enquiries, please contact:

Eleanor Atack (07932 520 153} or Danlelle Pampanella (07940 160 960)
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