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Failure to complete all details may delay patients being seen:

	Exclusion criteria for referral: eGFR < 15, on dialysis or the patient is under secondary care diabetes team.

	Surname:   
	TITLE: 
	D.O.B: 

	Forename(s): 
                      
	☐ Mr      ☐ Mrs
☐ Miss  ☐ Ms
	

	Address: 

	Ethnic Group: 

	

Post code: 
	NHS No: 


	
	GP: 
Surgery Name: 
Contact No: 

	Tel No.  Daytime: 
              Mobile: 
              Evening: 
	Community Nurse: 
Contact No: 

	
	Date / Year of diagnosis: 

      ☐ Type 1         ☐  Type 2   

	Medical Details: Please list or attach computerised data






	Medication: Please list or attach computerised data


	Has the patient been discussed at practice MDT? ☐ Yes   ☐ No 

If ‘Yes’, please give summary:

	
RESULTS: These must be within last 8 weeks of this referral.    Please list or attach blood results
	
	HbA1c
	Creat
	GFR
	Urinary
ACR
	Chol
	Trigs
	BP
	Weight
	Height
	BMI

	
	
	
	Stable
	Non-stable
	
	
	
	
	
	
	

	Result
	

	
	
	
	
	
	
	
	
	

	Date
	

	
	
	
	
	
	
	
	
	




	Reason for referral:










   Patient Name:							NHS No:	

		
REFERRAL URGENCY - IMPORTANT NOTE: If patient needs to be seen <2 weeks, please tick:

a) ☐You have phoned and discussed the referral with a Community Diabetes Service clinical staff member on 0121 770 4432 before sending the referral, or

b) ☐You have discussed the referral at recent Diabetes MDT meeting and agreed this urgent action.


	
Reason for referral (please tick as appropriate):
	Very Urgent
<2 week
	Routine –within 12 weeks

	Group Education:
	

	1.1 Newly Diagnosed Type 2 Diabetes (introductory 2-hour session)
	Refer patients to Https://healthyliving.nhs.uk. 

	1.2 Type 2 Diabetes Structured Education 
	

	1.3 Type 2 Diabetes Structured Education (VICTOR – PILOT)
	
	☐
	1.4 Type 1 Diabetes Education Programme (DAFNE)
	
	☐
	1.5 Carbohydrate Awareness Workshop
	
	☐
	1.6 Insulin Titration Workshop
	
	☐
	
2.1 Weight Management (for patients on dual therapy)
	
	   
☐

	2.2 Dietary Advice Post Starting Insulin/GLP-1
	
	☐
	2.3 Unexplained Diabetes Related Weight Loss >10%
	
	☐
	2.4 Specialist Diabetes Dietary Review
	
	☐
	
3.0 Assess for GLP-1 Medication
	    
	  
☐

	4.0 Assess for Insulin
	      ☐
	☐
	5.0 Recent Insulin Start to continue education
	
	☐
	6.1 Recurrent Hypoglycaemia
	      ☐
	

	6.2 Review of Existing Insulin Regime/Change of Insulin
	      ☐
	☐
	6.3 Individual Type 1 Diabetes Education
	
	☐
	6.4 Other, please state:


	      ☐
	☐
	Patient Suitable for:                                               If ‘no’, please state why:


Group Education?          	Yes ☐        No ☐
Clinic Appointment?      	Yes ☐        No ☐
Home Visit?              		Yes ☐        No ☐



	Does the patient speak English?     Yes  ☐       No  ☐    If ‘no’, please state language spoken:



With regards to staff personal safety, are there any potential or known risk factors relating to the patient that we need to be aware of? i.e.  Whether patient is safe to see patient in a 1:1 situation at patient home & clinic?  Yes  ☐   No ☐    If ‘yes’, please give details:  








	Referral has been discussed and agreed with Patient        Yes    ☐          No  ☐
If ‘no’ please state why: 



Where other services, such as District Nurses, are involved in the care of the patient’s diabetes, it is really important that we have access to additional information within the patient record.  

With this in mind, does your patient consent to have a record share in place with the Community Diabetes Service? 
If ‘yes’, and for SystmOne users only, please take appropriate action within the patient records to enable this record share. 


Yes    ☐          No  ☐   




	· If you are unsure about the referral please contact the Community Diabetes team on 
0121 770 4432






Referrer’s Signature:  				Designation:

PRINT NAME:   	    				Tel contact number:			

Date:  

 
This form can be emailed to uhb-tr.solihullcommunitydiabetesservice@nhs.net 
or post to: Community Diabetes Service, Land Lane Clinic, Land Lane, Marston Green, Birmingham B37 7DQ 
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