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Exercise Referral Form
Patient Details

	Name
	
	Male        
	Female

	Address
	
	Postcode
	
	
	

	DOB
	
	Age
	
	Preferred Contact Number
	
	Ethnicity
	

	In Case of an Emergency

Please contact (name & number)
	Name:
	Emergency Contact No.
	

	Patient Email Address (If they have one):


	                                               

	Patient consents for their details to be passed onto the Functional Fitness team to make contact.
	· (Please Tick)
Please note - The Functional Fitness team cannot make contact unless this box is ticked.


Professional Details (Referrer Details)

	Surgery/Practice
	
	Name of Referrer (PRINT)
	

	Contact Number
	
	Date
	

	Email
	

	I confirm that the information given is true to my best knowledge and belief; SIGNED:




	Please tick the condition specific pathway/programme you are referring the patient to:


Falls/strength & Balance


Cancer


Respiratory Disease 


Stroke


Musculoskeletal & Lower back pain

         50+ Exercise
         Diabetes Pilot Programme
         Disability (Learning Disability & Autism)
	       Exercise Rehabilitation (Pre-Surgery)

  Patient has competed a Cardiopulmonary Exercise Test

                  CPET:     YES               NO   
………………………………………………………………………

Referrals for the DIABETES PILOT, please provide HbA1c Baseline readings:

BASLINE HbA1c Level =     mmol/mol       WEEK 12 =     mmol/mol
Please also state referral route: (Delete as required)
        GP        EDUCATION          INPATIENT      COMMUNITY


	Past Medical History 
	Cardiac History               Yes               No           

(if yes please state current and past events and date).

Blood Pressure  (Referrals will not be accepted if BP Systolic is above 180 or diastolic is above 100.)
Systolic:    ______              Diastolic:     _______               

Resting Heart rate: _______
Is the patient currently undergoing any medical investigations, if Yes, please state: 



	· Previous MI / Angina / Heart Failure 
· Surgery
· Muscle, bone, joint conditions: e.g. Osteoporosis
· Neurological conditions
	· Epilepsy
· Diabetes 
· Hearing / Visually impairment 
· Cognitive impairment
· Respiratory Disease
· Obesity BMI > 25
· Non of the above

	

	Additional Medical Conditions:


	Known Medications (please attach a print out of patient’s current medication if easier).


	Additional Comments

Please inform us of any potential barriers the patient might have in accessing the programme or any specific exercise prescription considerations:




Please email the completed referral form to functional.fitness@nhs.net  
If you need to discuss any referral information with the Functional Fitness Team please give Leon Wormley a call on 07740188212.
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