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REFERRAL FORM
Patient/Client details

	Title:
	Address:



	Last name:
	

	First name(s):
	Suburb:



	Date of Birth:
	Gender  ( M      ( F
	Postcode:

	Country of Birth:
	ATSI      ( Y       ( N
	Telephone:  (H)

(W):

(Mobile):                  

	Health Care Card  (
	Concession Card  (

	Email:


Referral Diagnosis & MBS items already claimed by GP
	( Type 2 Diabetes  (Diagnosis date          )       

( Impaired Glucose Tolerance

( Microalbuminuria
	Current MBS items

( 721 GPMP

( 723 TCA

( 900 HMR
	Date claimed 

	AUSDRISK Score 12+

( Score:

( Completed & attached 

( Type 2 diabetes excluded


	( 715 ATSI adult health assessment

MBS items 701, 703, 705 or 707 for

( Type 2 Diabetes risk Evaluation

( 45-49 year health assessment
	


Clinical Information (complete or attach summary sheet & relevant pathology results)
	Blood Pressure (mmHg):

Weight (kg):

Height (cms):
	Total cholesterol (mmol/L):

HDL (mmol/L):

LDL (mmol/L):

Triglycerides (mmol/L):

HbA1c (%):

Fasting Glucose or GTT (mmol/L):


	Urine

ACR (mg/mmol):

AER (ug/min):

eGFR (ml/min):

	Waist circumference (cms)
	
	

	Relevant Medical History:


	Current Medications:


Please select services preferred

	(  Aboriginal Health

(  Audiology

(  Chiropractic
(  Diabetes Education

(  Dietetics
	(  Exercise Physiology

(  Home Medicine Review

(  Mental Health Worker

( Occupational Therapy

( Osteopath
	(  Physiotherapy

(  Podiatry

( Psychology

(  Speech Pathology

(  Walking/exercise

(  Smoking cessation

	Other service(s):



	Are there any cultural or religious reasons that may inhibit the patient for attending or participating fully in group sessions?     ( Yes      ( No      ( Unsure

If yes or unsure, please provide details



	Current medical, physical or other limitations that may affect the person’s capacity to fully participate in the program?



	What advice have you given the patient in regard to the management of limitations during the program?



	What advice have you given this patient in relation to possible effects of lifestyle modification of his/her medical condition or medication regime?




Patient information and consent for use of personal information
	My GP has explained the purpose of this referral for assessment and program(s) offered by Perth Primary Care Network (PPCN). I give permission for my medical information to be given to PPCN service providers as appropriate.  By signing below I understand that this information will be kept in a way that protects my privacy and that some information which does not identify me may be given to the Commonwealth Department of Health and Ageing so that the program(s) can be monitored and evaluated.

	Patient signature:

Date:
	Preferred contact

Day:

Time:

Phone ( Home      ( Work     (  Mobile, or      ( Email


Referring General Practitioner

	GP Details (or stamp)

Name:

Practice:

Phone:

Email:
	Preferred contact

Day:

Time:

Phone ( Home      ( Work     (  Mobile, or      ( Email

	GP Signature:
	Referral Date:




Please fax completed form to Perth Primary Care Network on 9279 8221
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