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Entitled to free prescription		�	Yes			�	No





        








         


         





         











Authorisation and Consent:                 


I deem this patient safe to undertake the exercise referral programme and the patient does not meet any of the exclusion criteria for the scheme  


Referrer’s Signature………………………………….    				Date ……………………


Referrer’s Name (please print) ……………………..





The exercise referral scheme has been fully explained to me. I am prepared to participate and I give permission for this information to be passed to staff involved in the physical activity referral scheme. 


Patient’s Signature…………………………………..				Date……………………


Patient’s Name (please print) ………………………








Employment Status:                     





        Retired              	Claiming incapacity benefit


                  


         Employed         	Claiming job seekers allowance





          Other                	Full time education








         


         





         











Ethnicity:                     





         White                       Black/Black British





          Mixed                       Chinese / Other Ethnicity





          Not Stated	    Asian/Asian British     


            





                        








            





Medical Information:                 


        CVD Primary / Secondary Prevention		Overweight / Obesity		Mental Health Problems





        Metabolic / Endocrine (e.g. diabetes)		Respiratory Conditions             Neurological conditions


											 (E.g. Parkinson’s)


� Musculoskeletal Conditions


Other Relevant Medical Information …………………………………………………………………………………….


……………………………………………………………………………………………………………………………….


……………………………………………………………………………………………………………………………….





Physiological Measurements:                     





       	        Resting Heart Rate     Date………..


                  


         	         BMI		         Date………..





         	         Blood Pressure           Date………..


 	         


         	        Waist Circumference   Date………..





         














Referrer Details:                     


Name of Referrer: ………………………………..


Job Title of Referrer: …………………………….





(Please complete only if non practice based referrer):


Referrer’s Address: ………………………………


………………………………………………………�Postcode: ……………… …………………………


Tel No: …………………………………………….


Email address: ……………………………………





Referral No:





Patient:                     (Mr/Mrs/Ms)


Name …………………………………………..


Address: ……………………………………….


…………………………………………............�Postcode: …………………. DOB: ………….


NHS No: ……………………………………….


Tel No: …………………………………………


Mobile: …………………………………………


Email: …………………………………………..











GP Practice:                    


GP practice code: ………………………………..


Patients GP: ………………………………………


Practice Name: …………………………………..


Practice Address: ……………………………….. 


……………………………………………………..


 Postcode: ………………………………………..


Tel No: ……………………………………………


Referred as part of NHS Health Check


�  Yes                  �  No





CVD Primary Prevention


Any risk factors that will be positively affected by increasing physical activity levels e.g. hypertension





CVD Secondary Prevention


On completion of Phase III Cardiac Rehabilitation


Those who are more than 6 months post event and have been recently assessed as being clinically stable





Overweight / Obesity


BMI 25+





Mental Health Problems


Mild to moderate anxiety and depression where referrers feel that group based exercise would be beneficial to a patients mental well being 





Metabolic / Endocrine Disease


Predominantly type 2 diabetes and impaired glucose tolerance where increased physical activity is known to improve glucose control





Respiratory Conditions


Mild to moderate asthma and COPD





Musculoskeletal Conditions


E.g. mild to moderate arthritis





Neurological Conditions


E.g. mild Parkinson’s disease. Please note that there is a falls prevention pathway for those who require predominantly balance exercises








Please return completed referral forms to the centre where your patient wishes to attend:


Helen Gordon					Helen Gordon


Administration Assistant				Administration Assistant	


Blyth Sports Centre					Concordia Leisure Centre


Bolam Park						Forum Way


Blyth							Cramlington


NE24 5BT						NE23 6YB


If you would like further advice about suitability of referral please contact Nicole Rowley,


Exercise on Referral Co-ordinator: 07703540192 email: nrowley@activenorthumberland.org.uk





The following conditions are unsuitable for referral:


Resting systolic blood pressure of >180mmHg or diastolic blood pressure of >100mHg


Unstable Angina


Uncontrolled Tachycardia


Uncontrolled Arrhythmia


Significant drop in blood pressure during exercise


Severe anxiety and depression


Severe neuromuscular disorders


Unstable or acute heart failure


Uncontrolled diabetes


New or worsening breathlessness, palpitations, dizziness or lethargy











