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REFERRAL FOR MEDICAL NUTRITION THERAPY

Please attach current list of medications, dosages and current lab results.

	Date:
	Patient Name:
	DOB:

	Patient Phone #:
	Insurance:

	Gender:
	Height:
	Weight:


** REASON FOR ORDERING MEDICAL NUTRITION THERAPY**

MEDICAL DIAGNOSIS (CHECK ALL THAT APPLY)

[REQUIRED IN ORDER TO INITIATE MNT SERVICES]

	
	ICD-10
	ENDOCRINE
	
	ICD-10
	CARDIAC 

	
	E11.65
E11.9
	Diabetes type II/uncontrolled
Diabetes type II/controlled
	
	I10
	Hypertension

	
	E10.65
E10.9
	Diabetes type I/uncontrolled
Diabetes type I/controlled
	
	I25.10
	Cardiovascular Disease

	
	R73.09
	Pre-Diabetes
	
	E78.0
	Hypercholesterolemia

	
	R73.0
	Abnormal Glucose
	
	E78.1
	Hypertriglyceridemia

	
	E28.2
	Polycystic Ovarian Syndrome
	
	E78.2
	Mixed hyperlipidemia

	
	E03.9
	Hypothyroid 
	
	
	DIGESTIVE

	
	O99.810
	Gestational Diabetes/Abnormal Glucose Tolerance
	
	K50.0
	Crohn’s Disease NOS

	
	E16.2
	Hypoglycemia
	
	K51.90
	Ulcerative Colitis

	
	R73.01
	Impaired Fasting Glucose
	
	K90.0
	Celiac Disease

	
	E88.81
	Dysmetabolic Syndrome X
	
	K58.9
	Irritable Bowel Syndrome

	
	
	
	
	L27.2/Z91.02
	Food Allergy

	
	
	WEIGHT/EATING DISORDER
	
	K57.32
	Diverticulosis

	
	F50.0
	Anorexia Nervosa
	
	K21.9
	GERD

	
	F50.2
	Bulimia Nervosa
	
	E73.9
	Lactose Intolerance

	
	R63.6
	Underweight
	
	
	RENAL

	
	E66.9
	Obesity, unspecified
	
	N18.3
	Chronic Kidney Disease, Stage III

	
	E66.01
	Morbid Obesity
	
	N18.4
	Chronic Kidney Disease, Stage IV

	
	R63.4
	Abnormal Loss of Weight
	
	N18.5
	Chronic Kidney Disease, Stage V

	
	R63.5
	Abnormal Gain of Weight
	
	N18.6
	End Stage Renal Disease

	
	
	
	
	
	OTHER

	
	
	
	
	
	

	
	
	
	
	
	


Relevant Medications/Dosages:

Physical Activity Restrictions: 
Additional Comments:
MNT is a necessary part of the patient’s medical treatment for the medical diagnosis (es) listed above.

Physician Signature: ______________________________________________ 
Date: ______________________

NPI number: _____________________________________

