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Tongue-tie Referral Form                                                        
(Based on the Bristol Tongue Assessment Tool)
An assessment to be done where there is a suspicion of tongue-tie and mother and baby are experiencing problems with breastfeeding.
Please advise a mother that sometimes the tongue-tie procedure may not occur at this appointment if there are any concerns about either the baby or the mother’s health or medical history – a referral to a paediatrician may be necessary. 
The procedure will not be undertaken until the NBBS test has been performed to allow bleeding assessment be made
	
	                0
	                1
	                   2
	Score

	Tongue tip Appearance
	Heart Shaped


	Slight cleft/notch
	Rounded
	

	Attachment of the Frenulum to the lower gum ridge
	Attached at top of gum ridge
	Attached just below gum ridge
	Attached to floor of mouth
	

	Lift of tongue with mouth wide (crying)
	Minimal tongue lift
	Edges only to mid-mouth
	Full tongue lift to mid-mouth
	

	Protrusion of tongue
	Tip stays behind gum
	Tip over gum
	Tip can extend over lower lip
	

	Total


Total score of 0-5 refer to the tongue-tie team at: mtw-tr.tongue-tie@nhs.net (Scan and send this form)

Total score 5-8 refer to breastfeeding drop-in clinic for further assessment.  

Has mother been shown how to optimise positioning and attachment? (Please circle) 
Yes

Has mother been shown how to hand express: (Please circle)        

Yes

Has mother been advised that she should be feeding/expressing 8-10 times in 24 hours and at least once between 12 midnight and 5 am (this is essential to maintain milk supply): (Please circle)       




Yes

Has mother been given the leaflet ‘How do I know breastfeeding is going well’ to enable them to assess feeding adequacy by observing output: (Please circle)
 Yes

All answers to the above MUST be ‘Yes’ for the referral to be accepted.
Brief feeding history: ...................................................................................................
…………………………………………………………………………………………………
…………………………………………………………………………………………………
Pregnancy history - infections/antibiotic therapy: ……………………………………….
…………………………………………………………………………………………………
…………………………………………………………………………………………………
Baby’s medical history - gestation, admission to NNU, infections, antibiotic use etc:
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………
Family history of bleeding disorders: ……………………………………………………..
…………………………………………………………………………………………………
…………………………………………………………………………………………………
…………………………………………………………………………………………………

Referrers name and email address: ………………………………………………………
…………………………………………………………………………………………………
Mothers Name: ……………………………………………………………………………....
Mothers Hospital Number: ………………………………………………………………….
Baby’s name: …………………………………………………… DOB: ……………………
Baby’s Hospital Number: ……………………………………………………………………
Mothers contact phone number: ……………………………………………………………
Mothers email address: ………………………………………………………………………
Once completed please scan the form and send to: mtw-tr.tongue-tie@nhs.net 

NOTE: - Referrals will only be accepted if ALL sections of this form are completed
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