
 
 
 

REFERRAL FOR DIABETES AND NUTRITION EDUCATION 
Diabetes and Nutrition Partners LLC - Phone # 512-737-4112  

Please Fax Completed Form to # 512-737-3756 
 
Patient Name ________________________________________________________ DOB _____________________ 
  
Patient Phone ________________________________________________________ 
 
Please attach clinicals and contact information and complete the order below:  

 

Check all Reasons for Referral:       

*If you’re not sure of 
eligibility, you can check all 
options and we will verify 
benefits. *  

____ Initial Comprehensive Diabetes Education (G0108, 10 hours)  
 
____ Follow Up Comprehensive Diabetes Education (G0108, 2 hours) 
 

 ____ Initial Medical Nutrition Therapy (97802/3, 2 hours) 
 

 ____ Follow Up Medical Nutrition Therapy (97802/3, 2 hours)   
 

Comprehensive Diabetes Education includes all content areas identified in initial assessment 

 
Check all ICD 10 Codes that Apply: 
 

_____ E11.9 _____ E11.65 _____ E10.9 _____ E10.65 _____ R73.03 
 

_____ E66.3 _____ E66.9 _____ Other: _________________________________________ 
 
 
Check Any Special Needs that Apply: 
 

___ Language Services ___ Literacy ___ Hearing (ASL) ___ Vision ___ Cognitive ___ Physical 
 

___ Other: _______________________ X No group sessions available in next 2 months 
 
 
Name of Referring Provider ______________________________________________ Date __________________ 

Provider Signature/NPI# _________________________________________________________________________ 

Contact Info (Ph/Fax) ____________________________________________________________________________ 

 


