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STOCKPORT DIABETES SPECIALIST NURSING SERVICE
REFERRAL FORM  

	PATIENTS NAME: 

(Please print clearly)           …………………………………………………………. ...

NHS NO:     ……………………………………………....

DOB:      ………………………………………………..…    

[image: image3.png]Stockport m

NHS Foundation Trust




ETHNICITY: ( Must be completed )……………………….

DAYTIME Tel No:…………………………………………………….
Address ( incl postcode  ):  ………………………………………………....................
…………………………………………………….……….
…………………………………………………………………………………………….
…………………………………………………………..….
	Gp:  …………………………………………………..
surgery:………………………………………………………………………………………….
tel:………………………………………………….
Fax:……
…………………………………………….
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	REASON FOR REFERRAL (Full details please)

……………………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………


	Diabetes Medication:
( attached printout )
……………………………………………………………………………………
…………………………………………

………………………………………….

…………………………………………

Current BMI:………………………….
	Other Medication: ( attached printout )
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………….
Known Allergies: …………………………………………………………………………………………………………………………………………………………………………….


	MEDICAL HISTORY / SURGICAL HISTORY:
……………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

…
……………………………………………………………………………………………………………………………………………………


	PLEASE ATTACH PRINTOUT OF LATEST RESULTS
 FOR: ( taken within last 3 months )

U & Es

Lipids

LFTs

TFTs
HbA1C 

BG testing per
	
	ANY PATIENT BEING REFERRED MUST BE HOME BLOOD GLUCOSE MONITORING.
BG testing per day X :……………………………..


	Please return to:
Diabetes Specialist Nurses

Kingsgate House

Wellington Road North

Stockport. SK4 1LW

Tel: 0161 204 4661
Fax: 0161 204 4666
Email: snt-tr.DiabetesTeam@nhs.net 

	                                    office use only
CLINIC                                      Pump
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IN APP



Ref Code                            Triaged by


ALL SECTIONS must be  COMPLETED  or the  referral will be returned to you
� EMBED PBrush  ���





NAME OF REFERRER:……………………..…





DESIGNATION:………………………………….





TEL:…………………….DATE:……………........





SIGNATURE:……………………………………..





RELEVANT SOCIAL HISTORY


 ( e.g. – HOUSEBOUND )





…………………………………………………….





……………………………………………………..


Key safe in use Yes / No ……………………………………………………..……………………………………………………..
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