The Brentwood Tongue Tie Clinic

SOVEREIGN

HOUSE

Specialist Dental Centre

Referral form for:
Division of Tongue Tie to Support Feeding

Mother’s Details

Baby's Details

Name: Where was baby born?
Address: Name:
Sex: Date of birth:

Postcode: Gestation at birth: Birth weight:
Home tel: GP name:
Mobile tel: Address:
Email: Postcode:
Feeding History/Problem (please tick) Tel number:

Feeding method:

U Breast

U Expressed Breast Milk

U Formula via Bottle or Cup
U Syringe

U Spoon

Mother:

U Using Nipple Shield

U Using Nipple Cream

U Expressing

Comments:

Baby (Please tick)
Slow Weight Gain
Static Weight

Weight Loss

Short Frequent Feeds
Poor Latching

Clicking

Unsettled Baby
Comments:
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Referred by: (Note: If not by self)

Name:

Contact Address:

Job Title:

Tel Number:

Date Referred:
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