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Referral Form - Community Diabetes Specialist Nursing
Please ensure this form is fully completed to enable thorough and safe triage. 
Incomplete forms will be returned to referrer.
	Patient Name:
NHS No:
	Referrer:

	Address:
Post Code:
Next of Kin:
	Dept:
	Tel No:

	
	GP Name:
GP Address:

GP Tel:

	DOB:
	Tel:
	Date of Referral:

	BMI: 


	Type I / Type II 

(please circle)
	Date of Diagnosis:

	Full list of medications:

Current treatment:
	Blood Results:
(Within last 2 months)

	
	
	Result
	Date

	
	HbA1c
	
	

	
	TFT
	
	

	
	LFTs
	
	

	
	U + Es
	
	

	
	EGFR
	
	

	Please attach most up to date retinopathy results 
	Frailty

Please Tick
	 FORMCHECKBOX 
Mild 
 FORMCHECKBOX 
Moderate 
 FORMCHECKBOX 
Severe
 FORMCHECKBOX 
 None
	

	Reason for referral:
Past medical History:

	Is the patient housebound?  (Please state if the patient is unable to leave their home at all or requires significant assistance to leave the house due to illness, frailty, surgery, disability, mental ill health, or nearing end of life).


Criteria for Referral to Community Diabetes Specialist Nursing

Type 1 Diabetes, Diabetes in pregnancy and Paediatrics should be referred to the Secondary Care Diabetes Team:

wwl-tr.hospitaldiabetesspecialistnursereferral@nhs.net
Please note that GLP1 should be initiated by the GP or Practice Nurse if the patient is on oral hypoglycaemic agents. If the patient is on insulin and requires a GLP1 refer to the Community Diabetes Nursing Team.
Refer Type 2 patients for Insulin initiation for one of following criteria only: -
· HbA1c above 64mmol where practice team are unable to maintain lower levels and require assistance.  

· HbA1C >75 for frail elderly where practice team are unable to maintain lower level and require assistance.
· Insulin initiation assessment for those practices not initiating in-house
· Erratic glycaemic control without obvious reasons for patients on insulin therapy
· Persistent hypoglycaemia where cause cannot be identified and rectified for patients on insulin therapy.
· Persistent hyperglycaemia where cause cannot be identified and rectified for patients on insulin therapy.
Before referring into the community diabetes nursing team please can you ensure that:

· The patient is on the maximum tolerated dose oral medication and please consider an oral/injectable GLP1 if appropriate and safe to do so (See NICE guidance NG28 and GMMMG guidance) If a new drug has been started, or a dose change please allow 8-12 weeks to assess effect before referral.

· Compliance with current medication and the correct time taken of diabetes medication has been assessed.
· Hba1c has been taken within 4-6 weeks of referral to the community diabetes team. Please include recent LFT and U+E results.
· State if the patient referred is housebound, can attend clinic or requires reasonable adjustments e.g., needs an interpreter, has a cognitive impairment.

· All patients should also have been offered a diet and lifestyle review and referral to the Desmond Education Programme.

· Every patient referred, if able, are to monitor their blood glucose levels to enable them to provide a record of their blood glucose readings when they attend their initial diabetes appointment. 
· We also offer Diabetes education for the Practice Nurses and GP’s. To access please email wwl-tr.communitydiabetes_teamreferrals@nhs.net to arrange 
Community Diabetes Specialist Nursing


Admin Hub


Tel: 0300 707 7700





Email: wwl-tr.communitydiabetes_teamreferrals@nhs.net   
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