
GARDEN CITY - DIABETES CARE TEAM                 145 
Carlton Street 
DIABETES EDUCATION PROGRAM                St 
Catharines, ON 
GCFHT REFERRAL FORM – OFF-SITE                                     
L2R 1R5 
  
FAX 905-688-0047                      PHONE: 905-988-
9617 ext 226 
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 REFERRING PHYSICIAN / PROVIDER: __________________________________________  Date: 
_________________ 
 
 REASON FOR REFERRAL & SPECIFIC CONCERNS: 
 
 ___________________________________________________________________________________________ 
 
NO TYPE 1, PAEDIATRIC, OBSTETRICAL OR PUMP REFERRALS. REFER TO REGIONAL DIABETES 
PROGRAM. 
AT PRESENT WE ACCEPT TYPE II INSULIN START REFERRALS FOR COMPETENCY TRAINING ONLY. 
PLEASE CONSULT WITH THE DIABETES CARE TEAM ON A CASE PER CASE BASIS.  
Patient ____________________________________           DOB __________________                  Age___________ 
 (attach label if preferred)                                  dd/mm/yyyy                  
 
Address___________________________________            
                                                  
Phone (Home) __________________________________________             Alternate Contact Person ____________________________________

                    

             
(Other)_____________________________________                                                ______________________________                                                                                                

                                                                              (telephone number)     
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Are there any factors which may affect learning: (ie) language barriers, literacy 
concerns, visual impairment OR the need for individual vs group teaching? 
 

Please state: 
_________________________________________________________________________   
OCT 2011 
 

 
 DATE OF DIAGNOSIS: ______________________________________ (Copy of most recent Lab Report – 
preferred) 
 
 DIABETES MEDICATIONS: 
 
   � None: Record Diagnostic Blood Sugar Values: FBS __________  2 HR PC _____________ A1C ________________ 
 
   � Oral Agents / Insulin:  Type / Dose:__________________________________________________________________ 
 
    Other Medications: ________________________________________________________________________________ 
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 PHYSICIAN’S ORDER for INSULIN INITIATION 
 
  � Insulin Initiation: Type ________________________ Dose & Time _______________________ Demo 
Dose of 2 units 
                                  
                                   Type ________________________ Dose & Time _______________________ 
Demo Dose of 2 units 
 
  � Diabetes Nurse Educator will teach patient insulin dose adjustment by 1-2 units or 10-20% of total 

2

daily dose. 
 
***** Dr. 
Signature: 
_________
_________
_________
_________
_________
_________
_____ 
 
 


