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CARERS SELF REFERRAL FORM
	NAME
	

	ADDRESS
	

	
	TOWN/CITY
	

	POSTCODE
	
	DATE OF BIRTH
	

	CONTACT NUMBER
	

	EMAIL ADDRESS
	


	HOW LONG HAVE YOU BEEN SUPPORTING SOMEONE WITH AN EATING DISORDER?

	UNDER 6 MONTHS
	

	6 MONTHS - 1 YEAR
	

	1 - 2 YEARS
	

	2 - 3 YEARS
	

	3 YEARS +
	


	WHAT SUPPORT, IF ANY, DO YOU RECEIVE?

	


	WHAT ARE YOUR MAIN CONCERNS AND REASONS FOR SEEKING HELP?

	


	HOW IS YOUR LIFE AFFECTED BY YOUR ROLE AS A CARER?

	


	DO YOU WORRY THEY HAVE LOST CONTROL OVER HOW MUCH THE EAT?

	YES
	

	NO
	


	HAVE THEY RECENTLY LOST OR GAINED MORE THAN 1 STONE IN A 3 MONTH PERIOD?

	YES
	

	NO
	


	WOULD YOU SAY THAT FOOD DOMINATES THEIR LIFE?

	YES
	

	NO
	


	HAVE THEY SEEN THEIR GP ABOUT THEIR EATING DISORDER?

	YES
	

	NO
	


	WHEN IS THE BEST TIME TO CONTACT YOU TO MAKE AN APPOINTMENT?

	MORNING 
	

	AFTERNOON
	

	EVENING
	

	ANYTIME
	


	HOW WOULD YOU PREFER TO BE CONTACTED?
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