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Eastern Ranges
GP Association Inc






Date: 


GP Name: 


Practice: 


GP Phone No: 


Provider No: 


Patient Details:


First Name: 


Last Name: 								Gender:   ( Male      ( Female


Day time telephone: 		Mobile: 	


Residential Postcode:_______________________________       Date of Birth:_______________________________


Medicare Number:__________________________________


The patient gives consent to treatment from the Diabetes Nurses Educator ( Yes 


Please see this patient at the Lilydale site ( Yes


Please indicate the reason for referral:


(  Newly diagnosed Type 1 DM              (  Gestational Diabetes


(  New diagnosed Type 2 DM                 (  Newly diagnosed IGT


(  Re-Education                                      (  Type 2 DM starting insulin


(  DM requiring dietary advice 





Relevant Medical History Including Blood Test Results: 


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Other Relevant Information:


_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





























Practice Stamp:











Please attach relevant history and care plan
Fax back to ERGPA on 9739 6791


