Devon ICB/ICS
Referral Form – Diabetes Support Education[image: ]
It is the responsibility of the referrer to gain consent and ensure eligibility has been confirmed before referral is complete. Please provide accurate and complete information.
 Please complete all sections of this form. Fields marked with a * are mandatory.
	1. Patient Information

	Patient Name*:
	Date of Birth*:

	Gender*:
	Ethnicity*:

	NHS Number*: [please note referrals without NHS Numbers will not be accepted]


	Address:

	Post code:

	E-mail address:

	E-mail status:  Patient informed to expect E-mail contact from Oviva

	Home telephone*:
	Mobile telephone:

	Preferred time for calls:	

	Interpreter required? (If yes please state language)

	Please document any required reasonable adjustments: 





	2. Referrer information (GP practices)

	Name of GP practice*:

	Name of referrer*:
	Practice Code:

	Contact email*: ……………………………………......................@nhs.net


     
	3. Reason for referral

	Eligibility must include:
· Have a confirmed diagnosis of type 2 diabetes 

	Type 2 Diabetes Diagnosis confirmed
	Date*:



· [bookmark: _heading=h.gjdgxs]Be registered with a GP practice in Devon ICB/ICS
· Be aged 18 or over



	4. Clinical information (MUST BE TAKEN WITHIN LAST 12 MONTHS)

	HbA1c (mmol/mol):
	Date:
	

	Weight (in kg):
	Date:	
	

	Height (in cm):
	Date: 
	

	BMI (kg/m2):
	Date:
	[bookmark: _heading=h.30j0zll]

	Blood pressure (mmHg):
	Date:
	


     
	5. Past relevant medical history / co-morbidities*

	

     



	6. Current medications*

	
	Medication
	Dosage
	Frequency

	
	
	     

	
	
	

	
	
	     

	
	
	

	
	
	

	
	
	





Once complete please send this form via email to ovivauk.swbsupport@nhs.net . Only send patient information via secure NHS Mail accounts. If you are unsure how to do this or have any other questions, please contact Oviva on 02076224777 or using the email address above.
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