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Nutrition Counseling Referral Form 
 

 

PATIENT CONTACT INFORMATION 
 
Patient’s Name: ___________________________________________ D.O.B.:  _______________ 
 

 
Address: ________________________________________________________________________  
 

 
Phone: ______________________ Email: ______________________________________________ 
        
 
 

REASON FOR REFERRAL 
 
Referring Diagnosis and Diagnosis Code: ______________________________________________  
 

 
Request to assess nutritional status for: ________________________________________________ 
 
 

Nutrition Counseling up to __________________________ visits or as medically necessary (circle) 
 
        
 

PERTINENT MEDICAL INFORMATION 
 
 

Age________________Height_______________Weight_________________BP_______________ 
 

 
Current Medications (or attach): ______________________________________________________ 
 
________________________________________________________________________________ 
 
Pertinent Lab Data or Clinical Findings (or attach): ______________________________________ 
 
________________________________________________________________________________ 
 
 

 
Physician/Provider Signature: ______________________________________________________ 
 
 
Date: _________________ NPI Number: _____________________________________________
   


