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FAX COMPLETED FORM TO:  (208) 799-6520

OutpaƟ ent NutriƟ on Services
Physician Referral/Order
Phone:  (208) 799-5558

PaƟ ent Name:________________________________________________________________        DOB:____/____/____

Contact Phone  (      )_________________________________    Work Phone  (      )_______________________________

Insurance type:_________________________________  Referring care provider:________________________________

1.  (REQUIRED as available)
Labs:  FBS ___________________   Date: ____________
 (or 2 hr GTT) ___________   Date: ____________
 Hgb A1C _______________   Date: ____________
 Potassium (K+): _________   Date: ____________
 Albumin: ______________   Date: ____________
 MedicaƟ ons:  (Okay to aƩ ach to sheet) ___________________________________________________________

2.  Diagnosis:  (please check appropriate diagnosis)
      Weight gain  Pre-diabetes
      Weight loss  Metabolic Syndrome
      Obesity  Cardiovascular disease/arteriosclerosis
      Hypercholesterolemia Other: ________________________________________________
      Hyperlipidemia
      Hypertension
     Instruct PaƟ ent as follows: _______________________________________________________________________

Medical NutriƟ on Therapy for Diabetes or Renal Disease
(please check appropriate diagnosis)
      Type 1 DM, new diagnosis  GestaƟ onal diabetes, antepartum (NutriƟ on only)
      Type 1 DM, uncontrolled  Renal Disease
      Type 2 DM, new diagnosis  Renal Insuffi  ciency
      Type 2 DM, uncontrolled
Instruct PaƟ ent as follows: _________________________________________________________________________
________________________________________________________________________________________________

As the physician treaƟ ng this benefi ciary, I cerƟ fy that the OutpaƟ ent NutriƟ onal Services or Medical NutriƟ on 
Therapy is medically necessary/desirable as indicated above.

 ________________________________________________________________      _____________________
Physician Signature                                                                                                                  Date

415 6th Street, 3B 03
Lewiston, Idaho  83501

Lipid Profi le (if available):
HDL _____________________  Date: ____________
LDL ______________________  Date: ____________
Cholesterol _______________  Date: ____________
Triglycerides ______________  Date: ____________


