Diabetes referral fax form
	(UR LABEL)

Name: 


Address: 


Phone


- 
	DOB_______________  Sex____________

Interpreter required ( yes ( no

Language___________________________

(  Carer

	Type of Diabetes

( new diagnosis

( type 1

( type 2

( gestational

( other______________

Allergies________________
___________________


	Current treatment/s (please state medication, dose and frequency)

( Lifestyle____________________________________________________
( Metformin __________________________________________________

( Sulphonulyureas_____________________________________________

( Acarbose___________________________________________________

( Insulin/s____________________________________________________

                 ________________________________________

( Other______________________________________________________

	Relevant Past Medical / Psychological History or current issues Diagnostic Results (attached Pathology results if Available) 



	Service/s outcome/s requested

( Diabetes Education – 1:1 or group diabetes information and blood glucose monitoring and/or Dietitian if required

( Commencing insulin education

( Care planning or case conference (state with whom)

OTHER________________________________________________________________________________________________________________________

______________________________________________________________

______________________________________________________________

	Priority requested           Referring health professional’s name and signature

(name, address, phone/ fax/ pager)

( within 24 hours (in patient)

( within 2 – 7 days (urgent only)

( within 2 – 14 days (newly diagnosed)

( within 2 – 4 weeks

( next available appointment
	Office /Triage use only

Appoint/s req’d:

Appoint/s made:

Client informed by:

( letter ( phone

Interpreter booked if required (yes
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