AR
DIABETES SHARED CARE PROGRAM HealthWISE
Client Registration and Consent Form Creating Healthier Communities

Version 3: Updated July 2026

Eligibility:

A person living in the Moree Local Government Areas with diabetes, including: Type 1, Type 2, Latent Onset Diabetes in Adults
(LADA). The program provides enhanced care coordination and case discussion aimed to provide support and education to keep
people living well and staying out of hospital.

Services that may be included:

* Primary Care Nurse * Diabetes Educator * Dietitian * Podiatrist

- Aboriginal Health Worker » Lymphoedema Physiotherapist « General Practitioner or Practice Nurse

« Exercise Physiologist * Endocrinologist » Optometrist/Ophthalmologist

* Exercise Group - Case conference between allied health services and GP

Referrer name ‘ ‘ Practice/Service ‘

Signature ‘ ‘ Referral date ‘ ‘/ ‘ ‘ / ‘ ‘

Client name ‘ ‘ Year of diagnosis |:|

Date of birth ‘ ‘ / ‘ ‘ / ‘ ‘ Sex recorded at birth [ ] Male [ | Female [ ] X (ndeterminate/intersex/Unspecified)

Gender 'Ldentity‘ ‘ Pronouns ‘ Preferred name ‘

Town/City ‘ ‘ Post code |:| Phone number ‘

Regular GP ‘ Practice name ‘

Street address ‘ ‘

Does the client identify as: Aboriginal |:| Yes D No Torres Strait Islander D Yes |:| No

Culturally and Linguistically Diverse |:| Yes |:| No First language ‘ ‘

Patient consent (must be signed at time of referral)

All personal information shared with HealthWISE is strictly confidential. | understand other care providers may need to access
my information for the sole purpose of providing services and care relating to this referral. | give my permission for these health
professionals to access this information.

I, (full name) ‘ ‘ have read and understood the above consent statement.

| agree to these conditions for the services provided by HealthWISE to myself or my child/dependant.

Signature ‘ ‘ Date ‘ /‘ M

OR

The client has given verbal consent to these conditions and for HealthWISE to provide services to them or their child/dependant.

GP Name ‘ ‘

Signature ‘ ‘ Date ‘ /‘ M
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