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Patients Name . ....... ... i Hospital UnitNo. ......... ... . ... ........ (if known)
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FPOSCOARS « & & v o wirwe 4 4 o & wimimm = & & w wyowcs & & 5 « a0 & @ 8 & Telephone NO: .. ..o e
Gender M/ F (pleasecircle) D.OB .../..l....lAge ........ ... ... NHSING:: < o o v 5 v 5 6 ivvmmon v v o s s & @ 5 o

A. White [ ] English [ ] Scottish [] Welsh [T Irish 1 Other ... ... o e
B. Mixed (dual heritage) (] White & Black Caribbean [] White & Black African [J White & Asian [ Other . ..........
C. Asian or Asian British [ Indian [] Pakistani [ Bangladeshi C1Other .............. i,
D. Black or Black British [] Caribbean [ African [1 Other . . ... .. . e e
E. Any other ethnic group [ | Chinese [ | Travellers [] Yemeni [ 1Other ... ... ... i
F. Do not wish to state [

Does the patient have diagnosed CVD ? Yes [[] No []

IF YES, PATIENT MUST BE REFERRED TO ACTION HEART

Is the patient being referred to reduce CVD risk ? Yes [l No []
Please tick all other CHD risk factors that apply to this patient

Family History [ Diabetes [ ] Hypertensive [1 Overweight [] Smoker [1 High Cholesterol [']
Anxiety/Stress [ Depression [ | Age +50yrs [ Male [

Any other referral reason ? Yes [| No [] (please specify)

Statement of Consent

s L G e e o S ) e e X s ) D (print name)
refer the above patient under the terms and conditions of our mutually agreed protocol to:
......................... Leisure Centre [| Action Heart (| Healthy Hub [ (please tick)

Signature . ... Date of Referral .................... Practice Courier No. .......

| the Patient understand the Exercise Referral Team will view and keep my personal details in order to deal affectively with
my referral and for auditing and evaluation purposes in accordance with the Data Protection Act. Only anonymous details
will be published without my expressed consent

Print Name . oo s o oo o v o 0 comins w o o s = 4 SIGRALURE: « i crsserers = 2 v wumwets 5 % w & avran = & & s Datei - .. owvman s s

*PLEASE ATTACH A MEDICATION LIST TO THIS FORM (optional)




