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[bookmark: _Int_fADwdlOg]Bath and North East Somerset, Swindon and Wiltshire Community Health 
Wiltshire Diabetes Pathway Referral Form 

	Important Notice
For B&NES and Swindon Diabetes referrals, please refer via your normal method

You will receive an automated acknowledgement once your referral has been received. Should you have any queries or do not receive a confirmation email, please call 0300 247 0200.

Referral Form Requirements
· Date Format: All dates must be entered as DD/MM/YYYY (unless auto‑filled by SystmOne/Ardens).
· Date Fields: Do not include any additional information in the Date of Birth or Date of Referral fields.
· Tick Boxes: Input an ‘x’ between the brackets on the relevant options.
· Form Layout: Do not amend the structure, layout, or formatting of this referral form.




Please send referrals to: BSWAdults.Referrals@hcrgcaregroup.com
[bookmark: _Int_8dMghAum]If you do not receive the acknowledgement, please check that the referral was sent to the correct email address or contact the Bath and North East Somerset, Swindon and Wiltshire Community Health on 0300 247 0200.

	Please note that our service is not an urgent service. However, we will always aim to facilitate timely access to a Diabetes Specialist Nurse (DSN) for support to prevent hospital admissions. 

*All urgent or high-‑risk cases must be escalated appropriately to acute services and reviewed if no response received*

If you are referring a patient who presents with any of the following, please telephone us immediately, in addition to submitting the referral:
· Osmotic symptoms or history of this recently (excessive thirst, fatigue, polyuria or unexplained weight loss)
· Significant noted hyperglycaemia (HbA1c > 86 mmol/mol)
· Blood ketones > 0.6 mmol/L

Our Specialist Diabetes triage line closes at 3:30pm.

Referrals received after this time will be reviewed the next working day (Monday to Friday).

If you do not receive a response from our Diabetes team within two hours for a query related to the above reasons, please escalate to the relevant acute trust without delay.



	Referrer Details                        

	Referring Name
	
	Email Address
	

	Telephone No.
	
	Profession
	

	GP Surgery
	
	Date of referral
	



	Patient Details

	Title
	
	Postcode
	

	Forename
	
	NHS No
	

	Surname
	
	Date of Birth
	

	Address
	
	NOK Name and Contact
	

	Home No.
	
	Mobile No.
	



	Additional Information 

	Pronouns 
	 
	Person consents to this referral  
	[bookmark: Check3]|_| Yes     |_| No


	Rockwood Clinical Frailty Scale (if known) 
	
	Acting in Person’s best interest?  
	|_| Yes     |_| No




	Accessibility  

	Person’s preferred contact method 
	[bookmark: Check5]|_| Phone
[bookmark: Check6]|_| Text
[bookmark: Check7]|_| Email
[bookmark: Check8]|_| Letter
[bookmark: Check9]|_| Not Specified
[bookmark: Check10]|_| Unknown
[bookmark: Check11]|_|Other (please specify) 
	Other communication method 
 
 
	​​

	Sensory impairments/Communication needs 
	[bookmark: Check12]|_| Visually Impaired 
[bookmark: Check13]​|_| Hearing Impaired  
[bookmark: Check14]|_| Non-Verbal 
[bookmark: Check15]|_| Autism Diagnosis 
[bookmark: Check16]|_|LDAN need 
	How can we support the person better to access services. (ie large print letter, easy read formats etc) 
	​​   
 


	Persons preferred language for communications 
	​​ language not specified 
	Translator required? 
	|_| Yes     |_| No   - 

	Any religious/cultural factors to be aware of? 
	[bookmark: Check17]|_| Yes    
[bookmark: Check18]|_| No   
[bookmark: Check19]|_| Unknown 
	Details of cultural/ religious factors 
	      

	Additional support needed during appointments/visits (i.e. friend/carer/advocate) 
	|_| Yes    
|_| No   
|_| Unknown 
	Details of Assistance Required.  
	 

	Are there any safety or safeguarding concerns we should know about?  
	|_| Yes    
|_| No   
|_| Unknown 
	Details of safeguarding concerns 
	 



	Reason for referral

	GP/ Consultant referral for Diabetes Specialist Nurse
	[bookmark: Check21]|_|
	Please complete Generic information only

	Advice/support while on Inpatient Ward 
(Wiltshire based wards only)

	[bookmark: Check20]|_|
	Please complete Generic information and Section 3 only

	Diabetes Specialist Nurse support on Discharge from hospital
	|_|
	Please complete Generic information and Section 2 only


	Community Nursing and Care Home referrals
(Please do not refer unless 4 days of pre-meal readings)
	|_|
	Please complete Generic information and Section 3 only

	Diabetes Structured Education programme
(Individuals registered with a Wiltshire GP only)
	|_|
	Please complete Generic information and Section 4 only



	Generic Information – Please complete for all referrals. 

	Reason for diabetes specialist support request?  (Please be specific about the issue you need support with and supply as much info as you can about previous treatment plans)

	


	Currently under specialist care for diabetes management?
	|_| Yes     |_| No
	Please give details of Specialist team supporting.
	

	Have any other referrals been made regarding this issue?
	|_| Yes     |_| No
	Please give details of additional referrals/teams supporting the individual’s diabetes needs. 
	

	HbA1C Completed within the last 2 months?
	|_| Yes     |_| No
	Hba1C result
	

	Type of diabetes. 	
	[bookmark: Check22]|_| Type 1
[bookmark: Check23]|_| Type 2
[bookmark: Check24]|_| Type 3c
[bookmark: Check25]|_| Diagnosis 
[bookmark: Check26]|_| Unsure
[bookmark: Check27]|_| MODY
[bookmark: Check28]|_| Other


	[bookmark: Check29]Date of diabetes diagnosis|_|
	

	Other (Please state)
	
	BMI within the last 3 months
	, 

	If not completed within 8 weeks of referral, please arrange the diabetes bloods panel, including:
(Cholesterol, Creatinine, EGFR, Total Cholesterol, Triglycerides, NON-HDL, HDL, Albumin/Creatinine ratio)



	Section 2: Only complete if - Advice and support while Inpatient 

	Insulin Type(s)
	
	Insulin dose(s)
	

	Steroids 
(name and dose)

	
	District nurses administering insulin on discharge?
	
|_| Yes     |_| No


	Date you will last contact the person? (this will inform DSN follow up)
	
	Urgency of Diabetes follow up required.
	[bookmark: Check30]|_| Routine (call at 3 weeks from last contact)
[bookmark: Check31]|_| Urgent (call at 1 week from last contact)



	Section 3: Only complete if - Discharge from hospital, Community Nursing and Care Home referrals

	Insulin Type(s)
	
	Insulin dose(s)
	

	Oral diabetes medication (name and dose)
	
	Who administers insulin
	[bookmark: Check32]|_| Care home staff
[bookmark: Check33]|_| District nurses
[bookmark: Check34]|_| Patient (independently)
[bookmark: Check35]|_| Patient’s Family

	5 days of twice daily pre -meal glucose readings: 
(please note referrals cannot be processed without this information)

	Day 1
	Date: 
	Pre-breakfast 
	
	Pre-evening meal
	

	Day 2
	Date: 
	Pre-breakfast 
	
	Pre-evening meal
	

	Day 3
	Date: 
	Pre-breakfast 
	
	Pre-evening meal
	

	Day 4
	Date: 
	Pre-breakfast 
	
	Pre-evening meal
	

	Day 5
	Date: 
	Pre-breakfast 
	
	Pre-evening meal
	

	IF COMMUNITY NURSING TEAM – please confirm upload of P3 from recent week along with P1/P2 Drug chart that you are working from.
	[bookmark: Check36]|_|



	Section 4: Diabetes Structure Education referrals (note – for individuals registered with a Wiltshire GP only)

	Preferred mode of education delivery
	[bookmark: Check37]|_| Virtual/Online education
[bookmark: Check38]|_| Face to Face (Group format)

	
	

	For virtual/online education programmes, has the person agreed to share information in referral with the education provider?
	[bookmark: Check39]|_| Yes     
[bookmark: Check40]|_| No



[bookmark: _Hlk148361975]Blood Results (Last 2m):
	FBC
	
	

	UE
	
	

	LFT
	
	

	CRP
	
	
	ESR
	

	TFTs
	
	
	INR
	

	Bone
	
	

	Iron
	
	

	Vitamins
	
	

	Lipids
	
	

	Random Glucose
	
	Fasting Chol.
	

	Fasting Glucose
	
	HbA1c
	




		            Date: 05/06/2026 v1.0



	
	
	Form: bswadults.279.4274.34223

	

	[bookmark: _Int_RKBPFqHD]This service is provided by HCRG Care Services Limited on behalf of Bath and North East Somerset, Swindon and Wiltshire (BSW) Integrated Care Board. HCRG Care Group is a limited company registered in England and Wales, number 07557877. Registered office: HCRG Care Group, The Heath Business and Technical Park, Runcorn, Cheshire, WA7 4QX.
	Service provided by
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