
 

 

 
MEDICAL NUTRITION THERAPY REFERRAL FORM 

 
PARTICIPANT INFORMATION 
Name: _________________________________________Date of Birth: __________________ Age: ________ 

Special Needs (select all that apply): ☐ Mobility impairment ☐ Vision impairment ☐ Hearing impairment  

☐ Cognitive impairment ☐ Language limitations ☐ Other ____________________________________ 
Referring Provider Information 

Provider Name: ___________________________________________ NPI: _______________________  

Group Practice: __________________________________________________________________________  

Phone: ______________________ Fax: ____________________ 

Provider Signature: ________________________________________ Date: _________________  

OBJECTIVE OF TREATMENT/NOTES ☐ Optimize treatment  ☐ Other: _________________________________ 

 
REASON FOR REFERRAL: Please indicate all diagnoses related to this referral, along with corresponding ICD-10 codes. 

Diabetes MNT  ☐ Type 1 ☐ Type 2 ☐ Pre-Diabetes (A1C 5.7-6.4%) 

☐ Gastrointestinal Disorder: _____________________     ☐ ICD-10 Description: ____________________  

☐ Hypertension       ☐ ICD-10 Description: ____________________  

☐ Hyperlipidemias/Hypercholesterolemia    ☐ ICD-10 Description: ____________________   

☐ Kidney Disease-CKD 1-4       ☐ ICD-10 Description: ____________________ 

☐ Adult Underweight (BMI<18.5 or<23 if 65 y/o)   ☐ ICD-10 Description: ____________________ 

☐ Adult Obesity (BMI 30+)      ☐ ICD-10 Description: ____________________ 

☐ Pediatric (Age 2-18) underweight (BMI<5th %ile/age)  ☐ ICD-10 Description: ____________________  

☐ Pediatric (Age 2-18) overweight (BMI>85th-95thth %ile/age) ☐ ICD-10 Description: ____________________ 

☐ Pediatric (Age 2-18) obesity (BMI>-95thth %ile/age)  ☐ ICD-10 Description: ____________________  

 

ANTHROPOMETRICS 

Date Taken: _______________ Ht: _________ Wt: _________ BMI: __________ BP: _____/_____ 

A1C FBG LDL HDL TG HCT/HCB Ua microAlb/cr BUN/CR e-GRF Na/K Phos/PTH Vit D 

 
 

           

Participant has clearance to exercise?  ☐ Yes ☐ No 

Medications Dosage Frequency 

  

  

  

  

PLEASE FAX COMPLETED FORM TO OR EMAIL TO 


