Diabetes Referral Form
Name: ________________________ 



GP_______________________________
Address: ______________________
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Address: ______________________________
______________________________



__________________________________

______________________________



Shared Care     Yes        No ______________________________

D.O.B.________________________




Phone: ____________________________

Phone: ________________________



Fax: ______________________________

	Presenting Complaint
	 
	 
	 

	Diagnosis Of Diabetes
	 
	 
	Comments

	Symptoms
	Thirst
	 
	 

	 
	Polyuria
	 
	

	 
	Weight Loss 
	 
	

	 
	Blurred Vision
	 
	 

	Diagnostic Lab Tests

[image: image1](Mandatory)
	1)FBG X 2
or                    
            

             2 hr pp
	 
	 

	 
	2-hr post prandial
	 
	

	 
	 Hba1c
	 
	

	 Education                         Yes          No
	 Glucose Meter        Yes            No
	 
	 

	Past Medical/ Surgical History
	Hypertension
	 
	 

	 
	Myocardial
Infarction
	 
	

	 
	Pancreatitis
	 
	

	 
	Haemochromatosis
	 
	

	 
	Gestational
Diabetes X Obesity
	 
	

	
	Other
	 
	 

	Family History of Diabetes
	
	
	

	 


	
	 
	

	Medications
	
	 
	

	Other Lab Tests
	Renal
	 
	 

	 
	Liver
	 
	 

	 
	Bone
	 
	 

	 
	FT4/TSH
	 
	 

	 
	Fasting Lipids
	 
	 

	 
	
	 
	 

	Social History
	 
	 
	 

	 
	Alcohol
	 
	 

	 
	Smoking
	 
	 

	 
	Allergies
	 
	 



Signature: _________________   Urgent: 

Routine: □
2) OGTT





FBG








FOR OFFICE USE ONLY			Urgent: □		Prompt: □		Routine: □





Signature: __________________	     	 1-3 Weeks		3-6 Weeks		Next Available


Date: _______________________		Letter to GP  □	








