
Outpatient Nutrition 
Counseling Referral

Munson Community Health Center
Phone:  (231) 935-7117    Fax:  (231) 935-5796

*(Do not use this form if patient has Diabetes)

Patient Legal Name:_______________________________________________________________________
                                  First                                                last                                 Middle initial

Phone Number:______________________________ Patient ID Number:____________ _______________

DOB:______________   Appointment - Date:______________________  Time:_______________________

þ ____________________________________________________________ Code:___________________

PLeASe LIST eACh DIAgNOSIS AND COrreSPONDINg ICD BILLINg CODe BeLOw:

Diagnosis:______________________________________________________  Code:___________________

Diagnosis:______________________________________________________  Code:___________________

Diagnosis:______________________________________________________  Code:___________________

 Diagnosis:______________________________________________________  Code:___________________

Diagnosis:______________________________________________________  Code:___________________

     ht ______  _________ wt _________________ BMI __________________ Code:___________________

Pertinent Lab Data (If not on Powerchart): Chol ______________ hDL ________________

      For Children:  Send growth chart     Trig ______________ LDL ________________

                             FBS ______________        A1C ______________        Other ________________

Diet Comments/reason for referral:_________________________________________________________

Physician Name (Printed):_________________________________________________________________

Physician Signature:__________________________________________Date:___________Time:________

Physician Office Phone Number:____________________Physician Fax Number:____________________

PLeASe CheCK wITh INSUrANCe PrOVIDer TO See IF PrOCeDUre CODe 

97802 (MeDICAL NUTrITION TherAPy) IS COVereD FOr The DIAgNOSeS LISTeD ABOVe.

FAx ThIS ALONg wITh MOST CUrreNT OFFICe NOTeS TO: (231) 935-5796

PATIENT PLEASE BRING THIS FORM TO YOUR APPOINTMENT

Dietary Counseling and Surveillance V65.3 / Z71.3
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