
 Referral for Chronic Condition Prevention & Management  
YMCA of Southeastern North Carolina 

Send to secure fax: 844-854-4659 
 

*Y membership NOT required; programs are open to ANYONE who meet eligibility criteria 
 

REFERRING PATIENT TO:  
         Blood Pressure Self-Monitoring Program (patient meets the following eligibility criteria) 

 High blood pressure and at least 18 years of age   

 No recent cardiac events, atrial fibrillation or other arrhythmias, or be at risk for lymphedema 

        Diabetes Prevention Program (patient meets the following eligibility criteria)                                                                                                   

 A1c: ____________ (must be 5.7%-6.4%)  

 OR Fasting Plasma Glucose:_______ (must be 100-125 mg/dL)  

 OR previous Gestational Diabetes (GDM)                                                                                                                                                

 AND BMI ≥ 25 or BMI ≥ 22 if Asian; patient BMI is: __________        

 Enhance Fitness 
 Older adult who would benefit from exercise, arthritis management OR falls prevention      
      

 Healthy Weight and Your Child (for children ages 7-13 with excess weight and their families)  

 child’s BMI is greater or equal to 95th percentile                                                                                                                                                                                 

       LIVESTRONG (Cancer Survivor Exercise Program) 

 patient is living with or has completed cancer treatment         
 cleared to exercise with no restrictions        

 cleared to exercise with the following restrictions/recommendations (please attach restrictions) 

Moving for Better Balance (Falls Prevention Program)  

 patient has impaired balance or limited mobility     
 

 Parkinson’s Cycle Program 
 patient has been diagnosed with idiopathic Parkinson’s disease          

 

SECTION 1: PATIENT INFORMATION  

*First Name___________________________________  

*Last Name____________________________________ 

*Height __________  *Weight _____________  

*Phone Number______________________________ *DOB___________ 

*Address_______________________________________________  

*Email ________________________________________________

  
SECTION 2: PROVIDER CONTACT INFORMATION  

*Provider Name (Please print) _________________________________________________________  

*Name of Practice (Please print) ________________________________________________________ 

*Phone  __________________________  *Fax ___________________________ 
 

I (the provider) have obtained participant authorization to release information to the YMCA of Southeastern North Carolina.  

*Provider Signature ________________________________________________ *Date _____________________ 

FAX REFERRAL TO: 844-854-4659       
 

Gender     Female   Male 

 
Race/Ethnicity 

  American Indian or Alaska Native 

  Asian 

  Native Hawaiian or Other Pacific Islander 

  Black or African American 

  Hispanic/Latino of any race  

 White 



 Referral for Chronic Condition Prevention & Management  
YMCA of Southeastern North Carolina 

Send to secure fax: 844-854-4659 
 

*Y membership NOT required; programs are open to ANYONE who meet eligibility criteria 
Questions? Contact Bridget Carroll, Community Health Programs Coordinator, 910-385-9678   


