
 

 

 

 

 

Referral Form 

 

Medical Nutrition Therapy for Adults and Children 
 

 

------------PATIENT INFORMATION------------ 

 

Name_______________________________________  Date of Birth______________________ 

 

Address________________________________________________________________________________ 

 

Phone Number: __________________________ Insurance Company _______________________________ 

 

Referring Physician____________________________Phone__________________Fax_________________ 

------------MEDICAL INFORMATION------------ 

 

Diagnosis: ___________________________________ ICD-10 DX Code__________________________ 

 

Reason for Referral: __________________________ Height ________Weight ________BP_________ 

 

Medical History/Complications: ____________________________________________________________ 

 

Medications: ____________________________________________________________________________ 

 

Laboratory Data            Date            Result 

   Fasting Glucose  ____________________ 

   HbA1C   ____________________ 

   Triglycerides   ____________________ 

   Cholesterol   ____________________ 

   LDL    ____________________ 

   HDL    ____________________ 

------------MEDICAL NUTRITION THERAPY PLAN------------ 

 

 

Current Diet Therapy:             None or: ___________________________________________________ 

 

Physician’s Goals for Patient: _______________________________________________________________ 

 

 

PHYSICIAN SIGNATURE___________________________________________DATE________________ 

 
NPI#___________________________ 

Referrals can be faxed to 704-766-8459 or emailed to 

dietsrvcs@gmail.com.  

Referral Fax Line: 704-766-8459    

mailto:dietsrvcs@gmail.com

