
PATIENT DETAILS

PLEASE SELECT ALL THAT APPLY:

Th a n k  yo u  fo r  refe rri n g  to  Th e  Wh o l e b e i n g  C o.  P l e a s e  c o m p l ete  t h e
i n fo rm a t i o n  re l eva n t  to  yo u r  p a t i e nt .  I f  yo u ’ re  u n s u re  wh i c h  d i et i t i a n
wo u l d  b e  t h e  b e s t  f i t ,  yo u  c a n  refe r  to  t h e  p ra ct i c e  g e n e ra l ly  a n d  o u r
te a m  wi l l  h e l p  yo u r  p a t i e n t  f i n d  a n  a p p ro p ri ate  c l i n i c i a n .

FU LL  NAM E :

EMAI L  ADDRES S :

DATE  OF  B I RTH :

PARENT  /  CARER  NAM E  ( I F  APPLI CAB LE ) :

PRON OU NS  ( I F  KN OWN ) :

PARENT  /  CARER  C ONTACTDE TAI LS :

C ONTACT  N U M B ER :

eating disorder / eating disorder recovery 

Disordered eating

ARFID / sensory differences with food

Relationship with food / body image

Intuitive eating

Neuroaffirming care

Gut health / IBS / digestive symptoms

Coeliac disease / IBD

Endometriosis / pelvic pain

Other:

PMOS / PCOS

Fertility nutrition

Pregnancy / postpartum nutrition

Perimenopause / menopause

Diabetes / prediabetes

Cardiovascular / cholesterol / blood pressure

GLP1 nutrition support

Sports / performance nutrition

General nutrition

HEALTH PROFESSIONAL REFERRAL FORM



REASON  FOR  REFERRAL  /  PRESENTI N G
C ON CERNS :

RELEVANT  DIAGN OSES  /  M EDI CAL  AN D
M ENTAL  H EALTH  H ISTORY:

RELEVANT  M EDI CATI ONS :

RELEVANT  PATH OLO GY,  I NVESTI GATI ONS  OR
CLI N I CAL  I N FORMATI ON :

Private referral

GP chronic condition management plan

Eating disorder treatment and management plan

Other:

REFERRAL PATHWAY DIETITIAN PREFERENCE
No preference - please help the patient find an

appropriate dietitian

Specific dietitian requested:

APPOINTMENT PREFERENCE
In person - Collingwood

Telehealth

Either

N U M B ER  OF  DI E TE TI C  SES SI ONS  REFERRED :

ANY  OTH ER  PREFEREN CES  OR
C ONSI DERATI ONS ?

ARE  TH ERE  ANY  C OM M M U N I CATI ON ,
AC CES SI B I LIT Y,  SENSORY,  N EU RODIVERGEN CE
OR  OTH ER  SU PP ORT  N EEDS  YOU  WOU LD  LI KE
US  TO  B E  AWARE  OF?

EATI N G  DISORDER  DIAGN OSIS   /
SUSPECTED  DIAGN OSIS :

EATING DISORDER REFERRALS

CU RRENT  M EDI CAL  STAB I LIT Y  /
RELEVANT  M EDI CAL  C ON CERNS :

Yes - attached

Yes - to be forwarded

No 

Not applicable

EATING DISORDER TREATMENT
AND MANAGEMENT PLAN:



CURRENT TREATING TEAM

GP :

P SYCH OLO GIST  /  M ENTAL  H EALTH  CLI N I CIAN :

P SYCH IATRIST :

OTH ER  SPECIALISTS  /  ALLI ED  H EALTH  PROFES SI ONALS :

REFERRER DETAILS

REFERRER  NAM E :

PROFES SI ON  /  PROVI DER  T YPE :

PRACTI CE  /  ORGAN ISATI ON :

PROVI DER  N U M B ER  ( I F  APPLI CAB LE ) :

PH ON E :

EMAI L :

FAX :

Email

Phone

Fax

PREFERRED COMMUNICATION: REFERRER SIGNATURE:

DATE:

I f  you ’ re  u nsu re  wh et h er  Th e  Wh oleb ei n g  C o  is  t h e  r ig ht  s ervic e  for

you r  p at ient ,  p le as e  c onta ct  ou r  te a m  to  d is cuss  t h e  referra l .

SEND YOUR REFERRAL TO: 

Th e  Wh o l e b e i n g  C o
6 /51  La n g ri d g e  St re et
C o l l i n gwo o d  VI C  3 0 6 6

E m a i l :  h e l l o @ t h ewh o l e b e i n g c o.c o m
P h o n e :  0 3  9 0 87  3 5 5 3
Fax :  0 3  9 9 6 0  75 87


	HEALTH PROFESSIONAL REFERRAL FORM
	PATIENT DETAILS
	PLEASE SELECT ALL THAT APPLY:
	Thank you for referring to The Wholebeing Co. Please complete the information relevant to your patient. If you’re unsure which dietitian would be the best fit, you can refer to the practice generally and our team will help your patient find an appropriate clinician.
	eating disorder / eating disorder recovery
	Disordered eating
	ARFID / sensory differences with food
	Relationship with food / body image
	Intuitive eating
	Neuroaffirming care
	Gut health / IBS / digestive symptoms
	Coeliac disease / IBD
	Endometriosis / pelvic pain
	Other:

	PMOS / PCOS
	Fertility nutrition
	Pregnancy / postpartum nutrition
	Perimenopause / menopause
	Diabetes / prediabetes
	Cardiovascular / cholesterol / blood pressure
	GLP1 nutrition support
	Sports / performance nutrition
	General nutrition
	REASON FOR REFERRAL / PRESENTING CONCERNS:
	RELEVANT DIAGNOSES / MEDICAL AND MENTAL HEALTH HISTORY:
	RELEVANT MEDICATIONS:
	RELEVANT PATHOLOGY, INVESTIGATIONS OR CLINICAL INFORMATION:



	REFERRAL PATHWAY
	DIETITIAN PREFERENCE
	Private referral
	GP chronic condition management plan
	Eating disorder treatment and management plan
	Other:
	ANY OTHER PREFERENCES OR CONSIDERATIONS?

	No preference - please help the patient find an appropriate dietitian
	Specific dietitian requested:

	APPOINTMENT PREFERENCE
	In person - Collingwood
	Telehealth
	Either
	EATING DISORDER TREATMENT AND MANAGEMENT PLAN:
	Yes - attached
	Yes - to be forwarded
	No
	Not applicable


	EATING DISORDER REFERRALS
	EATING DISORDER DIAGNOSIS  / SUSPECTED DIAGNOSIS:
	CURRENT MEDICAL STABILITY / RELEVANT MEDICAL CONCERNS:

	CURRENT TREATING TEAM
	REFERRER SIGNATURE:
	DATE:
	REFERRER DETAILS
	PREFERRED COMMUNICATION:
	Email
	Phone
	Fax
	SEND YOUR REFERRAL TO:
	The Wholebeing Co
	6/51 Langridge Street
	Collingwood VIC 3066
	Email: hello@thewholebeingco.com
	Phone: 03 9087 3553
	Fax: 03 9960 7587



