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Patient Referral, Too Deadly for Diabetes® Program in the Lithgow Area 

The Too Deadly for Diabetes® program is an evidence-based program developed by Ray Kelly, a proud 
Gomeroi man from Western Sydney, and is based on Aboriginal knowledge. 

The program is intended for both Aboriginal and non-Aboriginal people.  

The program runs over 10 weeks and includes: 

• Weekly group sessions at Lithgow Hospital 

• Ongoing phone support from a local clinician 

• SMS support and access to online on-demand content, or printed materials, developed by Ray Kelly and 
his team 

Program goals: 

• Promote healthy eating 

• Support exercise and weight loss 

• Reduce HbA1c levels in people with type 2 diabetes 

Patients eligible to participate: 

• Pre diabetes (defined as an HbA1c ≥ 6.1% when off medications) or type 2 diabetes AND/OR 
• obesity (defined as BMI ≥ 30 with a waist to height ratio of > 0.5  OR  BMI ≥ 40 in non-Aboriginal, or BMI ≥ 

27 in Aboriginal clients) + one other clinical diagnosis  

We strongly recommend that any patient on insulin should be reviewed by the local diabetes services at 
Lithgow Hospital before starting the program to support rapid insulin titration to prevent hypoglycaemia. 
Please indicate below if you would like your patient reviewed by the Lithgow Diabetes Service. If your 
patient is on insulin and you do not want them seen by the service, then you need to agree to respond to 
insulin titration requests on the same day when contacted by the Too Deadly for Diabetes Clinician. By not 
referring your patient, you agree to this. 

 

Patient Eligibility 
• Does the patient have either Type 2 diabetes or prediabetes?  Yes   No 

• Is the patient on insulin?  Yes   No 

I would like to refer my patient for the (tick where applicable): 

 Too Deadly for Diabetes Program only 

 Too Deadly for Diabetes Program plus consultation with Dr Varun Manoharan (Endocrinologist) (or 
equivalent practitioner) for high-risk patients 

 

Patient Details 

First Name: ___________________________________ Surname: _____________________________________ 

Address: _____________________________________________________________________________________ 

Date of Birth: ____/____/______ Preferred Contact Number: ______________________ 

Medicare Number: _____________________________ Email: ________________________________________ 

Pension/Health Card:  Yes   No Type: _____________________ Expiry: ____/______ 

Is patient of Aboriginal or Torres Strait Islander Origin? 

 Yes, Aboriginal  Yes, Torres Strait Islander  Yes, both Aboriginal & Torres Strait Islander 

 No   Prefer not to answer  
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Other Specifics About Your Patient for Triage: 

• Does the patient require assistance with written health information or forms?  Yes   No 

• Does the patient require an interpreter?  Yes Language: ___________________ 

• Does the patient require additional support to attend group sessions and/or appointments due to:  
(tick all that apply) 

 Restriction to mobility  Mental health considerations  Social circumstances/other 

Provide any relevant details: _______________________________________________________________ 

_______________________________________________________________________________________ 
 

Clinical Information 

Section 1 - Observations 

Date of measure: ____/____/______ Weight: ________ kg Height: ________ m BMI: ________ kg/ m2 

BP: _____/_____ mmHg Waist Circumference: ________ cm Waist:Height ratio: ___________ 

Section 2 – Health Summary 

Please include: 
• Recent pathology, including HbA1c  
• An up-to-date: 

o Medical history list (active and inactive) 
o Medication list 

• Recommendations from 715 consultation within last 3 months for Aboriginal clients 
 

Referring Provider Details 

Name of referring doctor:  _______________________________________ Date: ____/____/______ 

Signature: ____________________________________________________ Provider No.: _________________ 

Practice address: _____________________________________________________________________________ 

Phone: _______________________________________ Fax:  ________________________________________ 

Email*:  ______________________________________________________ 
*(included only if patient has consented to sending health information via email) 
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