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REFERRAL FOR MEDICAL NUTRITION THERAPY 
 
 

 

 

 

 

 

Patient Name*: ________________________________________________________________ 

DOB*: ______/______/______   Email: _________________________________________  

Phone*: ____________________________   Alt Phone: __________________________  

Insurance: ___________________________  Policy #: ___________________________  

Referral for*: ___ Type I Diabetes mellitus   ___ Type II Diabetes mellitus     
  ___ Pre-Diabetes   ___ Obesity / Weight Management  

___ Gastroparesis   ___ Chronic Kidney Disease    
  ___ Hyperlipidemia   ___ Hypertension 

___ Digestive disease: ________________________________________ 

___ Other___________________________________________________ 

Medical Nutrition Therapy is a necessary part of this patient’s treatment plan. 
 

Provider’s Signature*: ____________________________   NPI: __________________________ 

Printed Name*: _________________________________ Date*: ________________________ 

Phone: _______________________________________     Fax: __________________________   

PLEASE NOTE: Medicare patients require the referring provider’s signature 

Additional copies of this form may be downloaded from the Documents section of www.specialty-nutrition.net 

Three easy steps to refer a patient: 
 

1. Complete this referral form (an asterisk indicates a required field) 
2. Attach any pertinent medical records to help us provide the best 

possible patient care 
3. Fax to (804) 864-1997 

 
Or for a paperless option, visit www.specialty-nutrition.net/patient-referrals 

We will contact the patient and attempt to schedule an appointment.   
 
 


