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Diabetes Education Referral Form

Twish torefer ..o D.OB ...... [oeiann. [oaennn..
to Healthy Living NT Diabetes Education Centre

(o111 o) A= To [ 1= TSP PRPPRS

Diabetes: (1) Typel I:l Date of Diagnosis ....... [ooiian [

@ Twe2  []
(3) Gestational I:l

(4) Impaired Glucose Tolerance|:|

(5) Other .....c.ccovvvviiiiiiiinnnenn
Current Diabetic Rx Random BGL ........ccoocevviiiiiiniinnes
G.G.T
Fasting  ...ocoooiiiiiiie
IHour ...
2Hour .
Diabetes Complications Identified
+ Retinopathy I:l
+ Neuropathy |:|
+ Vascular Disease (Cardiac, Peripheral)|:|
+ Renal Disease I_l
Other Health Problems Other Medications
Recent Investigations (or arranged - copy to follow) Date of Test ....... [ococdcoiiiie.
Fasting LDL HDL
Chol .....c....... Trig .ooeeennnne. Chol ............ Chol ............ HbA1C ............
BP ACR ...
Any Special Requests
Doctor's Name ....................c.oonne Doctor’s Signature ................c...cooeeiienn.
Doctor’s Stamp Date ...... Y

Provider Number

Darwin: Shop 1 - 3 Tiwi Place, Tiwi NT 0810 ® PO Box 40113, Casuarina NT 0811 e Phone: 08 8927 8488 e Fax: 08 8927 8515
Alice Springs: 7/16 Hartley Street (Jock Nelson Centre), Alice Springs NT 0870 @ Phone: 08 8952 8000 e Fax: 08 8952 7000

www.healthylivingnt.org.au ® info@healthylivingnt.org.au ® ABN 11 374 693 055
Healthy Living NT is the trading name of the Diabetes Association of the Northern Territory Incorporated.
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