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PR1A Consent to Referral Form

Expert Patients Programme (Living Well with a Long-Term Condition) 
Please DO NOT refer if either of the following applies:

* Unstable Mental Illness    * patient is under 18 years of age

	Details of GP ________________________________

Practice Name _______________________________

Address _____________________________________
____________________________________________
	Details of Referrer  
Name __________________________________

Position ________________________________

Address ________________________________

Post Code ______________________________

Contact Number _________________________

Email __________________________________

	Where did you hear about the Expert Patients Programme? _____________________________________
Preferred course venue or starting date (if known) ____________________________________________

	Personal Details

	First name:
	Surname:

	Address:


	Post code:



	Telephone number:
	Mobile phone number:

	Date of Birth:
	Occupation:

	Individual Needs

	Please state long-term health condition(s)?

	

	Please state first language? 
	Interpreter required?         YES      /        NO


We will contact the patient with an engagement call to encourage attendance and address barriers

Please return completed form as soon as possible to:
Expert Patients Programme Team
University Hospital South Manchester NHS Foundation Trust 

1st Floor

Higher Openshaw Primary Care Centre 

Ashton Old Road 

Manchester
M11 1JG
Telephone No: 0161 371 2105
Fax No: 0161 371 2101
