[bookmark: _GoBack]X-PERT DIABETES REFERRAL FORM
STRUCTURED PATIENT EDUCATION 
Suitable for new or recently diagnosed type 2 diabetes

X-PERT DIABETES consists of 6 x 2.5 hour sessions.




Patients Details:

NHS No
………………………………………………….…..

Name
……………………………………………………..

Address
……………………………………..………………………………………..………………………………………..……………………………………….…
Post Code……………..…………………………

Telephone Number

Home………………………………………………
Mobile……………………………………………..

Date of Birth……………………….……………..

GP Name………………………………………….

Address……………………………..………………………………………...……………………………………………………………………………….

Name of Referrer………………..…………......

Date of Referral …………………………………

Other longterm conditions or medical conditions requiring specific dietary advice e.g. coeliac, crohns, renal, liver disease.
…………………………………………………………………………………………………………
Please post or fax to your local Diabetes Centre:

                Redditch and Bromsgrove                 Wyre Forest                      South Worcestershire

                            X-PERT                                        X-PERT                                        X-PERT
           Diabetes Centre 		       Diabetes Centre               South Worcestershire Diabetes & Metabolism
         Smallwood House                              A Block	                          Aconbury East
       Church Green West                     Kidderminster Hospital	             Newtown Road
               Redditch	                        Kidderminster		                Worcester
               B97 4BD	                            DY11 6RJ                                     WR5 1DD

                     Fax: 01527 488649                     Fax: 01562 826395                        Fax: 01905 760286
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Date of Diagnosis 
…………..……………..
Diagnosis of diabetes confirmed and patient informed         yes/ no

If Newly Diagnosed
Diagnostic venous Blood Glucose x 2 - taken on separate days. 

1)…………mmol/l  fasting . Date..................
OR   HbA1c……………….. Date.................. 

2)…………mmol/l  fasting . Date..................
OR   HbA1c……………….. Date.................. 


Also required:

HbA1c (mmol/mol)..................................................

Total Cholesterol……….………...…………………..

HDL…………………….………..………….…………..

LDL………………………………..….………………...

Triglycerides………………..………….……………..

Blood Pressure……………………………………….

Weight……………………………..……..…………….

Height………………………………...………………...

BMI……………………………………………………...

Waist Circumference……………………………….

ACR     ….…………eGFR…...……..………………

Diabetes Medication and dose……………
…………………………………………………………………………..……

………..………………………..………
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