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REFERRAL / QUERY FOR DIABETES CARE

                                                                                                                            Brent

                                                                                                                                                                        Teaching Primary Care Trust

Long Term Conditions Centre - Diabetes

Monks Park Primary Care Centre

Monks Park, Wembley. HA9 6JE








         Tel: 0208 453 5965, Fax: 020 8453 5972
 





E-mail: gm.e.bre-pct.diabetes@nhs.net
or: gm.e.bre-pct.longterm-referral@nhs.net
	GP details / stamp (inc. name, address, tel, fax):


	Referral made by:


	Signature:
	Date:


	Patient Name:
	Sex:    Male  FORMCHECKBOX 
      Female  FORMCHECKBOX 
 

	DOB:


	NHS Number:


	Contact Tel Number:



	Address:



	Postcode:
	Housebound?  FORMCHECKBOX 


	Ethnicity:
	Interpreter Required: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

	Language:


	Type of Diabetes
	
	Duration of Diabetes
	

	Controlled With
	Diet only  FORMCHECKBOX 
           Oral Hypoglycaemic drugs  FORMCHECKBOX 
              Insulin  FORMCHECKBOX 


	Reason for Referral
	 FORMCHECKBOX 
 New diagnosis of Diabetes

 FORMCHECKBOX 
 Poor glycaemic control

 FORMCHECKBOX 
 Education programme

 FORMCHECKBOX 
 Retinopathy & HbA1c > 7%
 FORMCHECKBOX 
 Preconception advice

 FORMCHECKBOX 
 Dietitian
 FORMCHECKBOX 
 Weight Management


	 FORMCHECKBOX 
 Podiatry -Grade 2

 FORMCHECKBOX 
 Podiatry -Grade3 Please call 020 8453 2401 for advice
 FORMCHECKBOX 
 Rapid Access Diabetes Nurse led clinic

 FORMCHECKBOX 
 Other – please specify: 



	Specific questions / problems:



	Please give details of Diabetes and other medication here:

Or attach computer printout




If blood tests done within last 3 months & available on NWLH systems do not need to insert blood results. Please repeat bloods if not done in the past 3 months.

	Weight:
	eGFR
	BMI:
	Waist Circumference:

	Total Cholesterol:
	LDL:
	HDL:
	Triglycerides:

	ACR:
	
	HbA1c:
	Blood Pressure:

	AST (LFT’s):
	Creatinine:
	
	

	Smoking status:   Current   FORMCHECKBOX 
 ___   / day:                     Stopped  FORMCHECKBOX 
 (date) __ /__ /__                       Never smoked    FORMCHECKBOX 



TRIAGE TEAM ONLY

Date Received:



Triaged by:   
                               Appointment given at                                                  letter of advice to referrer:  FORMCHECKBOX 

Returned to referrer for further information:  FORMCHECKBOX 
                                                    Onward referral to Secondary Care:  FORMCHECKBOX 

PODIATRY – refer patient via Traffic Light Chart

RETINAL SCREENING – refer NEW patients to Brent tPCT Screening Programme
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