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Harrington HealthCare Diabetes/Nutrition Outpatient Education Referral


I.) I am Referring _________________________________  ________________





Legal Name



                      Birth date

        
__________________________________
______________________________   ______________________________________________

Patient’s Home Phone                                      Patient’s Daytime Phone/Work               Insurance Provider/ Id #
II.) For Medically Necessary Therapy for:
 FORMCHECKBOX 
 Gestational Diabetes (648.83)
   FORMCHECKBOX 
 Hypoglycemia, in absence of DM (251.2)

 

 FORMCHECKBOX 
 Pregnancy, complicated by pre-existing DM (648.00)

 FORMCHECKBOX 
 Pediatric Failure to Thrive (783.41)

 FORMCHECKBOX 
 Type 2 Diabetes, new onset (250.00) 


 FORMCHECKBOX 
 Unplanned Weight Loss (783.21)

 FORMCHECKBOX 
 Type 2 Diabetes, uncontrolled (250.02)   


 FORMCHECKBOX 
 Weight Loss/Pregnancy (646.83, 783.21)

 FORMCHECKBOX 
 Type 1 Diabetes, new onset (250.01)  


 FORMCHECKBOX 
 Enteral Feeding Management (V65.3)


 FORMCHECKBOX 
 Type 1 Diabetes, uncontrolled (250.03)     


 FORMCHECKBOX 
 Obesity (278.00) (Wt reduction)




 FORMCHECKBOX 
 Hyperlipidemia (272.4)




 FORMCHECKBOX 
 Dysmetabolic Syndrome X (277.7)

 FORMCHECKBOX 
 Hypertension (401.9)
     Complications/Comorbidities









 FORMCHECKBOX 
 Neuropathy





 FORMCHECKBOX 
Renal disease

 FORMCHECKBOX 
 Retinopathy





 FORMCHECKBOX 
Non-healing wounds

 FORMCHECKBOX 
 Nephropathy                    



                 FORMCHECKBOX 
Stroke



      

 FORMCHECKBOX 
 CHD






 FORMCHECKBOX 
PVD

 FORMCHECKBOX 
 Mental/affective Disorder                                                        
Authorization Number: __________________________________




III.) Relevant Lab Data: (Must fill in or may attach pertinent labs)
HgbA1C _______ (required for insurance payment of uncontrolled DM)  Glucose________ (requires for insurance payment of DM)
Glucose Tolerance (GDM):_______  Total Cholesterol______  HDL______  LDL______  Triglycerides______
IV.)  Relevant Medications (Attach pertinent medications)

V.)  Exercise Restriction:
 FORMCHECKBOX 
None
 FORMCHECKBOX 
Restricted to: _________________________ 
VI.) Therapy Program: 
 FORMCHECKBOX 
 Individualized Medical Nutrition by a Registered Dietitian  **Please fax to (508) 764-2460**


 FORMCHECKBOX 
 Initial visit



 FORMCHECKBOX 
 Follow up visit

 FORMCHECKBOX 
 Diabetes Education Program by Diabetes Educator  **Please fax to (508) 764-2460**
 FORMCHECKBOX 
 Initial visit- glucose meter as needed

 FORMCHECKBOX 
 Follow up visit

 FORMCHECKBOX 
 Start insulin___________________________________________________________________
 FORMCHECKBOX 
 Other________________________________________________________________________
VII.) _________________________________________________________________________
                   Physician Signature
  
               Print Physician Name


      Date
Authorization to release information and pay insurance benefits: I hereby authorize any insurance Company, Organization, Employer, Hospital, Physician to release any information with respect to this claim and the attached bills.  I hereby authorize payment to Harrington Hospital of the Group and Private Hospital Benefit’s herein specified and otherwise payable to me but not to exceed the hospital regular charges for this service.  I understand I am financially responsible to the hospital for charges not covered by this authorization.

Date:_______________________ 

Insured:_______________________________________________________ 
 Rev. 12/12 


 Questions? 508-765-9771 Ext. 2474 for Nutrition
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