
 

 

 

        Referral for Medical Nutrition Therapy (MNT) 

Provider Information 

 

Referral Date____________________ Referral Name____________________________ NPI#_______________ 

Name of Organization/Address _________________________________________________________________ 

___________________________________________________________________________________________  

Phone #______________________________ Fax #______________________________ 

 
Below is referred for Medical Nutrition Therapy (MNT) as a necessary part of medical treatment and 

prevention of complications for diagnoses listed. 

Patient Information 

 

Patient Legal Name_____________________________ Date of Birth______________________________________ 

Day Time Phone________________________Address__________________________________________________ 

 

Primary Insurance_______________________________________________________________________________ 

ID#_______________________________ Group#__________________________________ 

Insurance phone ________________________________________ 

 

Secondary Insurance ____________________________________________________________________________ 

ID#_______________________________ Group#___________________________________ 

Insurance phone__________________________________________ 

 

 
Patient Diagnoses – Please include ICD 10 codes and description. Please include any 

cardiovascular/metabolic related codes if applicable. Including any E66 obesity codes often help patient get 

coverage. 

___________________________________________________________________________________________

___________________________________________________________________________________________ 

Does the patient have any special needs? No/Yes  Details___________________________________________ 

Does this patient have diabetes? No/Yes  Type____________________________________________________ 

Does this patient have any exercise restrictions? No/Yes  

Details_____________________________________________________________________________________ 

            **Please attach last visit summary that includes medications & recent labs.** 

 

Provider Signature _______________________________________________________ 

Provider Name (Print) ______________________________Date__________________ 


