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Regional Diabetes Program

Referral Form

Name: _____________________________
Medicare #: ________________________

Address:












CPI #: _______________________
D.O.B.



Age:

 

Phone #: (H) ______________
(W) ______________
(other) ________________

Date referred: ___________________
Newly diagnosed:
        □ Yes
□ No



Date of diagnosis: ____________________

Types of diabetes: □ Type 1
□ Type 2
□ IGT (isolated)
□ IFG (isolated)





□ Pre-diabetes

If pregnant, please check:  □ Type 1
 □ Type 2
□ GDM
□ IGT of pregnancy

Present treatment: 
□ Diet only

□ Diet & oral agents (please list):  








□ Diet & insulin (please list): 









□ Diet, insulin & oral agents (please list): 







Pertinent blood values:

Medical Problems:


Ac glucose: __________

□ HTN (>130/80)

□ Other:


 

Pc glucose: __________

□ Nephropathy

□ none
HbA1C: ___________


□ Dyslipidemia



Chol/HDL ratio: __________

□ Foot problems – if so, what type?


 
LDL: ____________


□ Overweight/Obese

Triglycerides: ____________

□ Alcoholism



Other:
_________________

□ Neuropathy






Additional teaching required from our team:

□ Insulin 
    □ Carb Counting
 □ Foot Care

   □ Glucometer teaching
If insulin, what type?








Problems that may affect learning: _______________________________________

Signature – Referring Professional   

Print Referring Professional’s name
/cgm
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