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	PATIENT DETAILS

	Date of Referral:     
	NHS Number:     

	Title:     
	Forename:    
	Surname:                      

	Ethnicity:      
	Gender:  

	Date of Birth: 
	If client is under the age of 18, please record parents/guardians name and contact number: 

	Address:  

	Preferred contact number:


	Any known communication needs:  
	Email:    

	[bookmark: Check1][bookmark: Check2][bookmark: Check3]Patient consent to contact via:    Text |_|  Email |_|  Telephone |_|  Letter |_|  (please indicate all that apply)

	GP Surgery:   


	GP Practice Code only if referral comes from GP

	Referrer Name:   
	Referrer Job Title:   

	Referrer Organisation:    

	Referrer Contact:



	MONITORING INFORMATION 

	Has the client been diagnosed with a learning disability?
	YES ☐
	NO ☐

	If yes, please note client’s diagnosis:

	Is the client currently pregnant?
	YES ☐
	NO ☐

	If yes, please note clients expected due date:

	Is the client currently breastfeeding?
	YES ☐
	NO ☐

	Does the client currently smoke? 
	YES ☐
	NO ☐


[bookmark: _Hlk82353034]
	CLINICAL MEASUREMENTS  

	HbA1c: Include if client is pre-diabetic or diagnosed type 1/type 2 diabetic: 


	CLINICAL INFORMATION

	Please document here any concerns or further information you want to include about the patient’s situation, medical details and current medication that will help facilitate their health improvement plan:
[bookmark: T2eUswdUSixuP7mDCrKF]
Current Medication: 

Active Medical Problems/Known Medical Conditions: 

Additional supporting information: 
(Please include known information about any other services clients have been referred to or services they have accessed historically) 


	Reason for Referral: (Please include brief description of the support you have discussed with the client prior to referral) 
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