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Darwin 
Shop 1-3 Tiwi Place, Tiwi NT 0810 
PO Box 40113, Casuarina NT 0810 
P: 08 8927 8488 | Fax: 08 8927 8515 
E: info@healthylivingnt.org.au 
 

Alice Springs 
7/16 Hartley Street, Alice Springs NT 0870 
PO Box 3695, Alice Springs NT 0871 
P: 08 8952 8000 | Fax: 08 8952 7000 
E: alicesprings@healthylivingnt.org.au 
 

Healthy Living NT is the trading name of the Diabetes 
Association of the Northern Territory Incorporated.  

Healthy Living NT is the registered NT licence holder for

Please send referral via fax: 08 8927 8515 or via HealthLink EDI: healthnt 

Diabetes Education Referral Form Referral Date: ______ / ______ / ___________
 

Patient Details:    Date of birth: ______ / ______ / ___________ 

Name: _________________________________________ Contact number: _______________________________ 

Postal Address: _____________________________________________________________________________________ 

Suburb/Community: ____________________________________ State: ____________ Postcode: __________ 

Diabetes type: 

□ Type 1 □ Type 2 □ Gestational □ Impaired Glucose Tolerance
□ Other (please specify): ____________________________________________________________________________

Current Diabetes Rx: Random BGL: __________________________________ 
O.G.T.T 

Fasting: __________________________________ 
1 Hour: __________________________________ 
2 Hour: __________________________________ 

Diabetes Complications Identified: 
□ Retinopathy

□ Neuropathy

□ Vascular Disease (Cardiac, Peripheral)

□ Renal Disease

Other Health Problems: Other Medications: 

Recent Investigations:  
Fasting Chol: ___________ Trig: ___________ LDL Chol: ___________ HDL Chol: ___________ 

HbA1C: ________________ BP: ____________ ACR: _______________ 

Any Special Requests: 

Referring Doctor’s Name: _____________________________________________________________________________ 

Medical Centre: _________________________________________________ Provider #: ______________________ 

Signature: _____________________________ 
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