Assessment Framework
	
	Description
	Notes

	Questionnaires
	Have the questionnaire been completed and reviewed
	



	Reason for referral
	Did the patient self refer or referred by someone else?
How motivated is the patient to tackle their ED
Is the ED the primary concern currently?

	









	Current GP
	Is the GP the same as where the patient is living currently?
Who are they registered with?

	






	Self-harm:
	Is there a history of self harm
Does the patient currently self harm or have any intentions to self-harm in the near future?

Provide details

	

	Other services
	Are you currently under any other services or treatments? If yes, please provide details.
Includes psychiatric diagnoses/treatment

Are you awaiting any diagnosis
	






	Physical health
	Does the patient have any physical health issues or diagnoses?
Are they currently experiencing any symptoms?

	

	Weight and BMI
	Has the patient been to the GP for a weight check? What is the weight, height and BMI at the time?

Weight timeline / history
	

	University
	If patient at Uni
Who do they live with?
What are they studying?
Are they receiving any support from the university wellbeing team?
Do they consent to information being shared with the university wellbeing team?

	











	Family life
	Who does patient live with, any issues, any mental health issues in family
	





	Relationships
	Is the patient currently in a relationship? If yes, please provide details.
Any previous relationship issues?

	

	Carer support
	Any loved ones involved in caring?
Do they require any support?

	

	Employment
	What is the patient’s current job?
What was their previous role?

	





	Medication
	Are they taking any medication currently? If yes, please provide details
	








	Periods
	Is the patient currently having periods?
	

	Dietary intake
	What is the patients current dietary intake?

Is the patient calorie counting?
	Breakfast:

Lunch:

Dinner:

Snacks:

Fluids:

Calorie counting:


	Bingeing and purging
	Frequency of bingeing, purging behaviours i.e. how many times a day / week?


	

	Exercise
	Is exercise an issue? How often does the patient exercise

	





	Behaviours
	i.e. Mirror checking, use of tape measure/scales, rituals around eating
	

	Substance use
	Does the patient smoke, drink, or use drugs? If yes, what and how often?
	





	Religious/cultural practices
	Any religious or cultural practices
	




	Big life events
	Has the patient experienced any big life events recently? (e.g. moving, breakup, death in family, trauma)
If yes, please provide details.

	










	Hopes/aspirations/goals
	What are future hopes, aspirations, and goals?
	








	Hobbies/interests
	What are the patient’s hobbies and interests?
	






	Finances
	Is the patient experiencing any financial issues?
	




	Social life
	Does the patient have any issues with their social life? (e.g. eating out, seeing friends)
	






	Care plan
	What would the patient like to focus on for their care plan?
	









	Safety plan
	Does the patient need to go back to their GP/ resources for patients?
Any onward referrals needed?

Any safeguarding concerns?
	








	Questionnaires to send out
	Adults:

EDE Q
CIA
CORE 10


	Children:

RCADS-Child/ Young person (over 10 years)
RCADS- Parent/Carer
First EDE-A
CIA
CORE 10



