GENERAL PRACTITIONER REFERRAL FORM
to the Lighten Up to a Healthy Lifestyle Program

Referral Date: ………………/…………………/………………
Note: The Lighten Up to a Healthy Lifestyle Program is designed for adults (18 years and over) who are at risk of chronic disease and ready to make changes to their lifestyle.

Medicare Item:
715 – Aboriginal & Torres Strait Islander Health Check


Please tick any


701, 703, 705, 707 – Diabetes Risk Evaluation for 40 – 49 year olds or
related MBS Item No’s used  45 – 49 year old Health Check
                                  721 – GP Management Plan
                                  723 – Team Care Arrangement

                                  2517 – Diabetes Annual Cycle of Care
                                  Other - …………………………………………………………….

	Patient / Client details:

	Title (please circle): Mr,  Mrs,  Ms,  Miss
                                Other: ………………………..

Surname: ……………………………………………
Given Name/s: ……………………………………..
Preferred name/s: ………………………………….
Date of Birth: …………/………………/……………


Sex (please circle):     M                 F
Male / Female
	
	Address: ……………………………….…………………..

…………………………………………Postcode: …….…

Phone: (H) .…………………… (W) …………………….
Mobile: …………………………………………….……….

Email: ………………………………………………….…..
Occupation: ……………………………………………….

	Health Care Card        Concession Card        Pension Type:Aged      Disability      DVA        
Country of Birth: …………………………………….                    Language spoken at home: ………………………………
Does the client identify as:
         Aboriginal         Torres Strait Islander  South Sea Islander         Other ………………………………… 
Are there any cultural or religious reasons that may inhibit the client from attending or participating fully in the Program?
Yes                    No                    Unsure
If Yes or unsure, please provide details ………………………………………………………………………………………….
Is language assistance/interpreter required?Yes            No          

	Clinical Information:


Waist circumference: ________ cms     Weight: ________ kgs     Height: _______ cms     Blood pressure ___ / ___ mm/Hg
Current medical, physical or other limitations that may affect the person’s capacity to fully participate in the program: 
………………….………………………………………………………………………………………………………………………………………….
………………….………………………………………………………………………………………………………………………………………….
Lifestyle Risk factors:      Food choices      Sedentary Smoker      Alcohol      Other ………………………….
What advice/support have you given the client in regard to modifying ‘high risk’ lifestyle behaviours?
………………….………………………………………………………………………………………………………………………………………….
………………….………………………………………………………………………………………………………………………………………….
What advice have you given this patient in relation to possible effects of lifestyle modification on his/her medical conditions or medication regime?
………………….……………………………………………………………………………………………………………


	Referral to Lighten Up Program:

Name of provider: ……………………...…………………
Address: ……………….……………………..……………
………….……………………..  Postcode: ………………
Phone: ………………..…………..………………………..
Fax: ……...…………….……………..…………………….
Email: …………………….……………..………………….
Website: ……………………………………………………
	
	Referring General Practitioner (stamp):
By signing below, you are confirming that the client can safely participate in a Lifestyle Modification Program, which may involve low intensity physical activity, given any necessary adaptations described above.

Provider Number: 
General Practitioner Signature: …………………………….



Medical history, results, medication list attached?               Yes                No               N/A
____________________________________________________________________________________

Client information and consent to use of personal information
To assess how effective the Lighten Up to a Healthy Lifestyle program is, it is necessary to collect some information about participants for evaluation and monitoring of the program. This information, which will not identify you and is kept strictly confidential, will be given to Queensland Health to be used for evaluation purposes only. Summaries of group information (eg “3/4 of all participants achieved their goals”) may be published but no information on individuals will be shared or released. 

Measurements taken include changes in dietary intake, physical activity levels, height, weight, waist circumference and blood pressure and goal attainment measures. Participants who are unable to attend all the sessions may be surveyed by mail or phone to assess longer-term effects of the program.

By signing this information and consent to use of personal information, you are saying that you understand the above procedures and that you are giving consent to the Lighten Up to a Healthy Lifestyle Program Coordinator to give your de-identified personal information to Queensland Health.
I give my consent to participate in data collection including height, weight, waist circumference, blood pressure, changes in dietary intake and physical activity, goal attainment and follow-up surveys as part of the Lighten Up to a Healthy Lifestyle Program. I understand the information will be used for evaluation purposes only and no individual information will be identifiable. 

Signature: …………………………………………………………….        Date………………/…………………/………………
Office Use Only
CLIENT ENROLMENT 
Date of initial client contact: ........../………../……….      Proposed program commencement date: ………. /………../……….  
Name of Provider/Organisation: ………………………………………………………………………………………………………
Address of planned location of program: …………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………
……………………………………………………Postcode: .………………. Contact no: ………………………………………………
Coordinator name: ………………………………………….   Coordinator signature ………………………………………………….

Date: ………………../………………./……………….  
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