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	Personal Information

	Title: Mr/Mrs/MS/Miss/Dr/Prof/Sir
Surname:
	First name(s):

	Telephone Number(s):

Home:
Mobile:
Email address:
	Address:
Area of Sheffield:
Post Code:

	Date of Birth:
	Gender:

	Ethnicity (please tick)
White

Asian or Asian British

Other Ethnic Groups
A - White British

H – Asian Indian

R – Chinese
B – White Irish

J – Asian Pakistani

S – Other Ethnic Group
C – White other

K – Asian Bangladeshi

Z – Not stated
Mixed

L – Asian other

D – White & Black Caribbean

Black or Black Caribbean

E – White & Black African

M – Black Caribbean

F – White & Asian

N – Black African

G – Mixed other

P - Black other



	Referrer(s) details
GP Details

GP Name:

Practice:

Address:

Postcode:
Tel.No:                                                 Fax:

Email address (f known):


	Criteria for Referral

	Patients MUST at the time of the referral have a sedentary lifestyle AND/OR at least ONE of the conditions listed in section B.  Please fill in parts A and B – referral forms will be returned if not complete
** We are unable to work with any patient who has suffered a heart attack in the last 6 months who has not completed a Phase III Cardiac Rehabilitation Programme.  All conditions should be medically managed prior to referral

	(A) SEDENTARY                                                       □
* (You should be doing less than 2 lots of 30 minutes of moderate activity to qualify)
* Moderate activity includes carrying light loads, cycling on the flat, and moderate swimming, and gardening such as mowing the lawn. Please do not include ordinary walking.

	(B) ) Coronary Heart Disease**                            □
      Pulmonary Disease                                         □
      Mental health e.g. Anxiety/Depression            □
      Diabetes Type I or II                                        □
     Obesity with BMI 30 or above                         □
     Cancer survivorship                                        □
     Neurological conditions                                  □
     Smoking Cessation                                        □
     Other                                                              □
      I confirm the patient’s condition is stable      □


	Medication & conditions

Please tell us about your current medication and advise of any conditions we should be aware of, for example; EpiPens for anaphylactic reactions; epilepsy; fainting/dizzy spells; inhaler for asthma etc.


	Patient consent
Using and sharing my information

Your information will be held by Zest and Sheffield City Council in accordance with the data protection Act 1998. Your information will be kept confidential and accessed only by authorised personnel, for example Exercise Referral Instructors.  I have read and understood the above statement.
Patient signature:                                                                          Date:
Please tick if you agree to the following:

I give my consent for Zest to use my image and/or my details on the ZEST website or in printed resources eg posters, leaflets, newsletters and other display materials to promote the service in the media   □
I give my consent to be put on the mail-out list to receive information about health that may be of interest to me   □

	Process for sending the Referral Form
You need to send the completed form to:
Jean Kirby – Exercise Referral Coordinator,  Zest, 18 Upperthorpe, Sheffield, S6 3NA

Further enquiries 0114 270 2040 ext 225 or email Jean.Kirby@zestcommunity.co.uk
Fax number: 0114 3998004  Website:  www.zestcommunity.co.uk
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