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Community Diabetes Team
REFERRAL FORM FOR ESTABLISHED TYPE 2 PATIENTS WITH POOR GLYCAEMIC CONTROL
	Patient Name & Address
	Referrer Name & Practice Address

	
	

	NHS Number:
	DOB:
	Telephone Home: 
                  Mobile:


	Reason for referral:

Existing diabetes complications (nephropathy, neuropathy, retinopathy etc).  Please attach medication prescription and previous medical history.
Date of diabetes diagnosis:

HAVE TO BE TAUGHT BLOOD GLUCOSE MONITORING PRIOR TO REFERRAL


	Medication Type
	Dose/ Previous doses not tolerated or contra-indicated
	Medication Type
	Dose/ Previous doses not tolerated or contra-indicated

	METFORMIN
	
	GLITAZONE
	

	SULPHONYLUREA (name)
	
	INSULIN REGIMEN
	


	LATEST BLOOD RESULTS
	Result
	Date

	HbA1c (%)
	
	

	Total cholesterol (mmol/l) fasting: y/n
	
	

	HDL (mmol/l)
	
	

	LDL (mmol/l)
	
	

	Triglycerides (mmol/l)
	
	

	Liver function tests (if on Glitazone)
	
	

	Creatinine and eGFR
	
	

	Albumin/creatinine ratio
	
	

	Blood Pressure (mm Hg)
	
	

	Waist (cm) Brighton and Hove City PCT guidelines
	
	

	Height (cm)
	
	

	Weight (kg)
	
	


Return to The Community Diabetes Team, Varndean Building, Brighton General Hospital, Elm Grove, Brighton, BN2 3EW or fax 01273 242297
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