	STEPS REFERRAL FORM


PERSONAL INFORMATION

Patient’s Name:



Address:



Postcode:


Tel No:


	Gender:
	M
	
	
	F
	
	
	D.O.B.
	_____/_____/_____

	

	Ethnic Origin:
	White
	
	
	Black African
	
	
	Black Caribbean
	
	
	Indian
	
	

	

	
	Pakistani
	
	
	Chinese
	
	
	Bangladeshi
	
	
	Other
	
	


MEDICAL INFORMATION

Primary Reason for Referral:



Current Additional Health Problems:



Previous Medical History:



Prohibited Exercises:



	Is The Patient Prescribed Any Medication?
	YES
	
	
	NO
	
	


Please List:



__________________________________________________________________________________________________________________________________________________________________

	B.P:
	
	SBP
	
	Height:
	
	m, cm
	
	Weight:
	
	kg

	
	
	DBP
	
	
	
	
	
	
	
	

	Current Smoker:
	Yes
	
	
	No
	
	
	B.M.I:
	
	


Date of Referral:

 /


/ 



Name of Health Professional (Please Print):


Practice Address/Address/Hospital Dept:
 


Signature of Health Professional:



Important

Please indicate which venue the patient would like to attend for their STEPS Programme:

Venue for Activities (please delete as appropriate): Cleethorpes Leisure Centre/Immingham Swimming Pool/Grimsby Leisure Centre/Grimsby Swimming Pool/Bargate Fitness Centre.
	Patient Informed Consent

The ‘STEPS (Physical Activity Scheme)’ has been fully explained to me.  I am prepared to participate and give my consent for any relevant clinical information about my health to be transferred to the exercise professional and made available to Scheme Co-ordinators as required.  I consent to my information being stored on a database.

Signature of Patient:


Date:

 /

 /
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