APPENDIX 3
Tower Hamlets NHS

Community Health Services


REFERRAL LETTER TO DIABETES CENTRE
(REFERRALS TO THE DIABETES NURSES, DIETITIANS, PSYCHOLOGIST AND EDUCATION)
Please complete ALL sections of this form. Incomplete forms will be returned to referrer
To: Diabetes Centre Manager
Date: System Date
Mile End Hospital

Bancroft Road

London E1 4DG

Fax: 020 8223 8806
Patient Name: Name
D.O.B. DOB
Address: Patient Address List
Telephone No: Home Telephone
NHS No: NHS Number
Transport Required?: YES  FORMCHECKBOX 
 NO  FORMCHECKBOX 

If so, please specify: 
Walker  FORMCHECKBOX 
 
Chair  FORMCHECKBOX 
 
Ambulance  FORMCHECKBOX 

Advocate Required?: 
YES  FORMCHECKBOX 
 
NO  FORMCHECKBOX 
 
Language 
The patient has 
Type 1 Diabetes  FORMCHECKBOX 

Type II Diabetes  FORMCHECKBOX 

SERVICE REQUIRED (please tick) 
Diabetes Specialist Nurse  FORMCHECKBOX 

Dietitian  FORMCHECKBOX 

Psychologist  FORMCHECKBOX 

English Speaking Structured Education (XPERT-Hamlet) for type 2
 FORMCHECKBOX 

Bengali Speaking Structured Education (XPERT-Hamlet) for type 2
 FORMCHECKBOX 

Somali Speaking Structured Education (XPERT-Hamlet) for type 2
 FORMCHECKBOX 

English speaking Short Key Message session for type 2
 FORMCHECKBOX 

Bengali speaking Short Key Message session for type 2
 FORMCHECKBOX 

Somali speaking Short Key Message session for type 2
 FORMCHECKBOX 

DIANA structured Education for type 1
 FORMCHECKBOX 

Reason for Referral: 
Please complete recent results (within the last 3 Months) or attach printout of results
HbA1c: 
Cholesterol: 
HDL: 
LDL: 
Triglyceride: 

BP: 
BMI: 
Waist Measurement: 
Please ALSO attach a print out of Annual Review, Past Medical History, List of Medications
Name of Referrer (please print): 
GP Name & Address (Practice Stamp)

Practice Name

Practice Address Stacked
