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Referral to Tongue-Tie Clinic at Tunbridge Wells Hospital
Before referring please ensure that any position and latch issues have been addressed and/or that the mum has been to one of the community-based specialist-led drop-in sessions
Mothers Name & address: __________________________________________________
Contact Number:____________________  email: _______________________________
GP contact details: ________________________________________________________
Baby’s Name: ___________________
Baby’s Date of Birth: ______________________
Vitamin K given?:  Y / N




    Family history of tongue-tie: Y / N
Excessive bleeding when bloodspot taken? __________________________________
Referral reason(s):
	Mother
	
	Infant
	

	Sore/damaged nipples
	
	Latch difficulty
	

	Engorgement
	
	Low weight gain
	

	Low milk supply
	
	Fussing at Breast
	

	Breast pain
	
	Constant breastfeeding
	

	Mastitis
	
	Colic
	

	Nipple thrush
	
	Reflux
	

	Other:

	
	Other:
	



Other relevant information: _________________________________________________
________________________________________________________________________
Referrer name:_______________________________ Profession: __________________
Contact number: ______________________
email:______________________________
                                       Please email to mtw-tr.tongue-tie@nhs.net

