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NHS Obesity Medication Pathway

Please return this completed eligibility form and any additional documents via email marked for the attention of the Referrals Team to: Livewell@dorsetcouncil.gov.uk
 			

Please be advised we can only accept referrals for people in Dorset aged 18 and above who meet the lowest eligibility criteria for Tier 1 services.




	Date of Referral
	
	



PART 1 – Service eligibility screening	

	Height (m):
	
	Weight (kg)
	

	Age
	
	Ethnicity
	

	BMI
	
	Gender
	



	Type 2 Diabetes
	
	Date of first diagnosis
	



	Hypertension
	
	Dyslipidaemia
Active treatment Lipid lowering therapy OR 
LDL >=4.1 OR HDL <1.0 for men or HDL <1.3 women OR fasting triglycerides >=1.7
	Yes |_| No |_|

See relevant clinical details Part 3 below for eligibility results

	Cardiovascular Disease
	
	Sleep Apnoea
	



	GP Email:
	
	GP Telephone:
	



Service specific criteria:

	*Is the patient pregnant or breastfeeding.

	Breastfeeding: Yes |_| No |_|



	Has the patient had bariatric surgery in the last 2 years
	



	*Does the patient have any current uncontrolled hypertension, heart condition or a medical condition preventing increased activity level.

	[bookmark: Text139]Yes |_| No |_|      




	Does the patient have any current and / or past risk of self-harm and / or suicidality*:
People who have made a suicide attempt in the last 12 months, have self-harmed in the last 3 months or who have made plans to commit suicide in the last 3 months would not be eligible for EBI medicated pathway.

	[bookmark: Check24][bookmark: Check25]At risk of suicide:	Current |_|	Past |_|
At risk of self harm:	Current |_|	Past |_|
[bookmark: Text137]     


*Please ensure patients have been referred to appropriate mental health services.

PART 2 – Patient Information (Boxes marked with * are a required field)

It is really important your patient keeps us updated if any of their details change. Please ask them to let us know as soon as possible so we can update our records.

Please be aware your patients name will show in the address on the outside of the envelope of any correspondence we send to them. Anyone delivering their post or anyone at their address will be able to see it on the outside of the envelope. Preferred names will only be used within the text of any correspondence unless we are advised otherwise.

	*Surname:
	
	*First Name:
	
	Title:
	

	*NHS Number
	
	*Date of Birth
	
	*Age
	

	*Address:
	
	Correspondence Address (if different):

	

	*Telephone:

	
	*Email:
	

	*Mobile Telephone:

	
	*Preferred contact method:

	     

	*Any instructions re contact, e.g. use of name and pronouns, how you would like correspondence to be addressed.
	     

	*Patient consents to information being held by LiveWell referral hub.
	Yes |_|
	No |_|

	*Patient consents to anonymised data being shared back with NHS Dorset and the Dorset intelligence and insight service (DiiS)?
	Yes |_|
	No |_|

	*Do you give consent to being contacted by the Live Well referral hub using your preferred contact method?
	Yes |_|
	No |_|

	*Do you give permission for the Live Well referral hub to leave a voicemail/message?
	Yes|_| 

	No |_|





	Main language spoken:
	
	If an interpreter is required, please tell us what language,
	[bookmark: Text125]     

	Does the patient have any communication, sensory or mobility needs?
	[bookmark: Check19]Yes |_|
	[bookmark: Check20]No |_|
	If yes, please tell us
	[bookmark: Text126]     

	Is the patient able to attend any in-person clinic independently?
	[bookmark: Check21]Yes |_|
	[bookmark: Check22]No |_| 
	If no, please give more information
	[bookmark: Text135]     



*GP Details 
	GP Practice Name:
	
	GP Name:
	

	GP Address:
	
	GP Practice Code
	

	GP Email:
	
	GP Telephone:
	



*Referrers Details only if the referrer is not the patient’s GP
	Name:
	
	Professional Role:
	     

	Address:
	

	Email:
	
	Telephone:
	




PART 3 – relevant clinical details


	4. Clinical Information
	Value
	Date

	*HbA1c (mmol/mol):
	
	

	*Blood pressure
	
	

	*Renal Function

	
	

	*Dyslipidaemia eligibility criteria for EBI medicated pathway:
Active treatment Lipid lowering therapy OR LDL >=4.1 OR HDL <1.0 for men or HDL <1.3 women OR fasting triglycerides >=1.7
	

	*Treated with lipid lowing therapy
	[bookmark: Check28][bookmark: Check29]Yes |_| No |_| OR

	*Total cholesterol 
	
	

	*HDL cholesterol (HDL <1.0mmol/L for men or < 1.3mmol/L for women)
	
	

	*LDL cholesterol (LDL ≥ 4.1 mmol/L)
	
	

	*Thyroid function (TSH)
	
	

	*Liver function (ALT)
	
	

	QRISK 2 or 3 (%)
	
	



	*5. Retinopathy
Please attach the last retinopathy screening outcome for patients who have Type 2 diabetes
(If last 2 screening results were normal, screening date should be within last 24 months, otherwise less than last 12 months) *

Please confirm the following:

Does not have Type 2 diabetes:

Date of Diagnosis (if less than 12 months may not have retinopathy):

	







[bookmark: Check26][bookmark: Check27]Yes |_| No |_|



	*6. Relevant additional Medical History / Co-Morbidities Problems:



	



	*7. Medication:

	Acutes
<Medication>
Repeats
<Repeat templates>

	*Allergies: 

	< 



	*Does the patient have any current and/or past risk of harm to others and/or forensic history.

	Yes |_| No |_|      



Health

	Does the patient smoke?
	YES |_|
	NO |_|
	Amount:  

	Alcohol consumption?
	YES |_|
	NO |_|
	Amount:  

	Recreational drug use?
	YES |_|
	NO |_|
	[bookmark: Text128]Amount:      

	Does the patient have an active eating disorder
	YES |_|
	NO |_|
	



	Does the patient have a mental health or learning difficulty?

	[bookmark: Text129]     

	Does the patient have a formal diagnosis Neurodiversity? (diagnoses or suspected) E.g. autism, ADHD, dyslexia, dyspraxia etc.

	[bookmark: Text130]     



	
Mental Health 

	Diagnosed mental health or learning difficulties

	       
 

	Mental Health Scores (Last 12m)

	GAD2
	
	     

	GAD7
	
	     

	PHQ9
	
	     

	PHQ9 - Question 9 only
	
	     


*Please ensure patients have been referred to appropriate mental health services.	

Other 

	Is the patient currently receiving support from any other agencies? E.g. Social care, Mental Health Team, Probation. (please provide names and contact details)

	YES |_| NO|_|
[bookmark: Text138]     



	Is there any other relevant information or anything else that you think is important for us to know to be able to best support the person contacting WMRH/LiveWell Dorset?

	Please see attached
[bookmark: Text134]     
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