Adult Referral to Diabetes Specialist Service (DSN)
                     Please email to:                 diabetes.specialistnursing@nhs.net





             Diabetes Specialist Nurse Service

Diabetes Education & Resource Centre

Rotherham General Hospital, Moorgate

Rotherham  S60 2UD

· If urgent call for advice:
             RDIAL 01709 427927 / 01709 427910
PLEASE NOTE THAT BECAUSE OF OUR LIMITED RESOURCES THE DSN SERVICE CANNOT TAKE ON ROUTINE DIABETES MANAGEMENT
	Patient Details
	

	Name:
	Hospital Number:

	Address:
	NHS Number:



	
	Date of Birth:         

	
	Home Telephone:

	Post Code:
	Hospital Consultant:


	GP Details
	Practice:



	GP Name:


	

	Referral from:

(if not GP)
	


Referral criteria to DSN
	Initiation of insulin therapy in 

well type 1 – newly diagnosed
	
	
	Glucose control persistently poor

HbA1c > 7.5% (Type 1 DM)
	

	Diabetic Pregnancy (Type 1 or Type 2)

Immediate referral to Greenoaks must be made


	
	
	Type 1 patients requesting Libre Flash Glucose sensor
	

	Hypoglycaemia unawareness(requiring intervention of others) and/or 

problematic hypoglycaemia (frequent severe hypo’s affecting day to day activities)


	
	
	Diabetes control complicated by conditions such as Terminal Illness, Pancreatitis, Nephropathy, etc. Please specify:
	

	
	
	Advice required for patients who require a change of insulin regimen 
	

	PLEASE ATTACH CURRENT MEDICATION LIST

PLEASE ATTACH ANY OTHER RELEVANT RESULTS
	
	Pre-conception counselling
	

	
	
	Structured Education – DAFNE TYPE 1
	

	
	
	                                     DESMOND TYPE 2

                                     
	


	OTHER INFORMATION

	Background Medical History       YES      NO
	                                             Result       Date

	
Ischaemic Heart Disease               

Diabetic Retinopathy

Previous Stroke/TIA

Diabetic Nephropathy

Peripheral Vascular Disease

Diabetic Neuropathy

Autonomic Neuropathy

Other important conditions (list): ……………………..

……………………………………………………………
	HbA1c:                                  ……….      ……….                               

BMI    :                                  ……….      ……….                             

AC Ratio                               ……….      ……….                                                         

Microalbuminuria                  ……….      ……….               

Proteinuria                            ……….      ……….

eGFR :                                  ……….      ……….                             

Blood Pressure                     ……….      ……….

Lipid Profile                           ……….      ……….                             

THIS SECTION MUST BE COMPLETED

	……………………………………………………………
	TRANSPORT REQUIRED      YES           NO


Signed:                                                     Name:




Date:

