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                  Diabetes Education Referral
____      Bracebridge Site:   705-645-8824                                Fax: 705-645-3983

____      Huntsville Site:       705-7892311 ext. 2312               fax: 705-789-0073

NAME: ___________________________________ PHYSICIAN:____________________________
PHONE: (h)_____________ w)________________    HC  : _____________________
DOB : ______________ Mailing Address:______________________________________________
                 MM/DD/YYYY
                                                                     ______________________________________________
TYPE OF DIABETES:  TYPE 2  (        PRE-DIABETES  (     TYPE 1 (    GESTATIONAL (
NEW DIAGNOSIS?  (           PREVIOUS DIAGNOSIS? (           No. of years________________
MEDICATION:      OHA   ______________________________________
                              INSULIN ___________________________________
                              OTHER MEDICATIONS   _____________________________________________
                               _________________________________________________________________
                               _________________________________________________________________
                               _________________________________________________________________
LAB DATA:  (or attach copy of relevant blood work)
_________FBS
_________RBS               ________A1C        ________ Trig

_________Cholesterol    _________ LDL               ________HDL       _________ eGFR

_________ MUA/CR Ratio               DATE OF TEST RESULTS:_________________________
Patients referred to the centre will receive: 

*instruction on SMBG (self-monitoring of blood glucose) and target blood sugars

*hypoglycemia signs/symptoms/treatment

*diet counselling and meal plan

*foot health screening
*blood pressure monitoring

*medication/insulin administration education & management

*exercise and physical activity education

Date: ___________________        Physician’s Signature: ___________________________
Office use only: Date received______________                                    Appointment date offered                  _________________                                                                                                                                                                                                                 
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