                  [image: image1.png]Managing the Challenge

of living with a long term condition



 [image: image2.jpg]


                   

Referral Form
PLEASE COMPLETE IN BLOCK CAPITALS
Name: __________________________________________________
Address: __________________________________________________
_________________________________________________________
Postcode (Essential): ________________________

Phone number: ____________________________

Mobile: ___________________________________
Email: ____________________________________

Date of Birth: ______/______/_______________
 Primary Long Term Condition: ___________________________________
Please tick which course(s) you would like to attend and the area(s) where you can attend 
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L/Derry        Limavady        Strabane       Omagh        Fermanagh   
*Only complete this section if you are a referral agent*
Name of Referral Agent: _______________________   
Job Title: ____________________________________
Contact Phone number: _____________________________________
E Mail: ________________________________________________________
Date of Referral: ______/_________/__________   
Please confirm the individual is happy to have contact details passed on to the Self Management Co-ordinator                        Yes / No
 (Please Circle One)

Please e-mail this completed Referral Form to:

mtc@amh.org.uk 
or post to

Brenda Burns, MTC Programme Co-ordinator, c/o AMH New Horizons, 
7 Cherrymount Road, Drumcoo, Enniskillen, BT74 4GN
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