")
w Hull “abl fab

City Council abetter life food activity balance

Family Weight Management Service Referral Form (FAB)

Please complete the form as clearly as possible to ensure there is no delay with the referral

To access FAB (Food, Activity, Balance programme) clients must meet ALL of the following criteria:

BMI 2 91 -98™ Centile Reception - 17 yrs Living within the Hull boundaries
Client Personal Information

First Name Surname

Gender M F ‘ Date of Birth / / Age ‘ NHS Number

Address including postcode

Home Phone Number Mobile Phone Number

Email Address Preferred method of contact

Parent/ Carers Name

Interpreter required? YES NO Which language
GP Name GP Surgery

Health Data- Please attach a recent copy of prescribed medication if applicable

Height (m) Weight (Kg) Date weight BMI BMI Centile
taken

Medical Conditions and Mental Health Problems

Learning/Behavioural/Communication difficulties

Please provide details of any services involved with client (i.e. Social Services) or security/safeguarding issues

Please provide details of all adults and children at the above address (including DOB)

Referrer’sDetails

Name of Referrer Address (or Practice Stamp)

Job Title

Contact Number

I:I Please tick to confirm you have discussed a referral with the client/parent/carer and that they understand they
must be ready to change and have agreed to be referred.

Health Professional Signature: Date:

Please return the completed form to admin@ablhull@nhs.net or via the Safe Haven Fax: 01204 570965 or post to
Family Weight Management Service, ABL Health, Marvell House Children’s Centre, Cranbourne Street, HU3 1PP

If you wish to speak to a member of the ABL Family Weight Management Team please telephone 01482 344 042

between 9am and 5pm Monday to Friday or email fabhull@ablhealth.co.uk www.fabhull.co.uk
Updated 2.12.15
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