
 

 

                                                                                                                                         

 

                                                                                           

 

Health Professional Referral Form 
 

Patient Details 
 

Name: ………………………………………………………………………………………………. 

 

Address:  …………………………………………………………………………………………… 

………………………………………………………………………………………………………….. 

Contact Phone number:…………………………………………………………………….. 
 

Age Range (please Circle one): 

 
Please Confirm the individual is happy to have contact details passed on to the 

Self Management Coordinator                                           Yes / No (Please Circle One) 

 

Referrer:……………………………………        Job Title:……………………………….… 
 

Address:  …………………………………………………………………………………………… 

………………………………………………………………………………………………………….. 

Contact Phone number & E Mail :……………………………………………….…….. 

 

Signature of Referrer:………………………………………………………………………… 

 

Date of Referral:………………………………………………………………………………… 
 

Send a completed Referral Form to: 
 

 Gemma Rankin 

Programme Coordinator 

AMH Unit 13 Springtown Industrial Estate 

Springtown Road, Derry BT48 0LY 

T 028 71373502 

M 07545206367 

E mtc@amh.org.uk 

18-44   45-64   65-84      84+ 


