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St.Thomas EIgin
General Hospital

Delivering An Excellent Patient Care Experience

)

DIABETES EDUCATION
SELF-REFERRAL

Referral Date:

Date of Diagnosis:

Last Name: First Name:
Address:
Date of Birth: HC#

Home Phone:

Postal Code:

Work/Cell Phone:

Best Phone to reach patient:

Family Physician:

Patient Email Address:

Please bring list of medications, glucometer and blood sugar diary. Seeing dietitian, bring 2 day diet history

Identify Need for Education:

Ll Pre-diabetes

L New Insulin Start

LI Type 1 newly diagnosed
L] Type 2 newly diagnosed

] Gestational

[INew Glucometer teaching
[IType 1 uncontrolled
[JType 2 uncontrolled

U] Diet

[ Oral agents

L] Oral agents + Insulin
L Insulin Type

1 Other

Consent to contact patient’s physician requesting most recent lab values.[]1Yes [ ] No

Patient Signature: Date:
Lab Values Available Plan of Care:
LIGluc (fast J IGT Class
|:| HbA1(C ) D A&B Class
LI Cholesterol [11Ind RN

[l Ind RD

I Microalbumin/Creatine

Patient Concerns:

This information is private and confidential. If you have received this fax in error, please notify Diabetes Education
at 519-631-2030 Ext. 2408 immediately. Thank you.




