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Yoga4Health Programme

REFERRAL FORM
This form should be used for the social prescribing of yoga for patients who present with any of the following conditions: prediabetes, risk of CVD (Q-risk over 10%), mild depression, stress/anxiety, or social isolation.  *Client must be over 18.
	Tick reason for referral – you can tick more than one

	Pre-Diabetes 
	
	Mild to moderate stress
	

	Risk of CVD (Q-risk over 10%)
	
	Social Isolation
	

	Mild to moderate depression
	
	
	

	Mild to moderate anxiety
	
	
	


	Exclusion Criteria – if you suffer from any of the following you will be unable to join the programme
	
	

	

	Chronic Schizophrenia – single psychotic event more than 5 years ago allowed
	
	In recovery from substance misuse
	

	Diagnosed Bipolar Disorder I or II
	
	In recovery from eating disorder
	

	Diagnosis of anti-social behaviours
	
	Cancer – where disease is active and treatment ongoing
	

	Individuals with acute mental health disorders
	
	Late stage Chronic Obstructive Pulmonary Disease (COPD)
	

	People with Cognitive Impairment that prevents them from following along with the class
	
	Severe or acute Muscular Skeletal issues
	

	Any acute inflammatory condition, meaning that the patient is suffering from a current flair up. Chronic well-managed inflammatory conditions allowed
	
	Patients who have kidney failure or who are on Dialysis
	

	Pregnancy (as specialist area of yoga)
	
	Parkinson’s Disease – Stage 1 & 2 ok
	


	Requiring Additional Caution but allowed
	
	

	

	Individuals who suffer from Myalgic Encephalomyelitis/Chronic Fatigue Syndrome (ME/CFS). If they wish to attend they must be able to regularly exit their home and engage in daily tasks without worsening their condition
	
	Patients who have had a stroke. If the patient has only had one stroke, the stroke was more than a year ago and the patient can verify that either their blood pressure is normal or managed by medication
	

	Patients with epilepsy, if the person does not have regular seizures, has not had a seizure in the past year and is able to control seizures. If in doubt seek a doctor’s note
	
	Patients with severe osteoporosis, where the amount of bone loss requires major adjustment to the sequence
	


Patient/Client Information                                                                              
Name:




Address:





            
         
Postcode:
E-mail:
  
                               
DOB:

Tel:

     Best time to phone:  Morning ☐    Afternoon ☐   Evening ☐
Male ☐   Female ☐



Ethnicity: 
Employment Status:

Preferred time and day to attend the programme (classes may take place at a different time):

[image: image1.png]Weekday: 
preferred day……………….

Weekend: 

Morning:  
Afternoon 

Evening

How patient heard about service: 
Referrer Information
Name:
 
Client consent*:
☐

Organisation/GP Practice: 


Address:

Email:
Telephone No:

If you are a GP/Nurse are you happy this person can participate in moderate activity?

     Yes /       NO     Signed…………………  Print name………………..….    Date…………

* By ticking this box I confirm that I have gained consent from the person being referred, and that I as the referrer have explained that the client’s data is being passed to the Yoga4Health programme.
I …………………………………… (patient’s name) consent to my personal data being held by the Yoga In Healthcare Alliance for the purpose of this programme only, and for details about my participation in the Yoga4Health programme being shared with my GP/health professional  

YES/NO   (patient to circle)

Please complete the form in full electronically and return by e-mail to contact@yoga4all.co or call Keeley Beech 07984 801726 if you have any queries.













































