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Medical Nutrition Therapy Physician Referral Form
Pediatric Nutrition Services / 11100 Euclid Avenue / Cleveland, OH 44106

PLEASE CALL TO SCHEDULE: (216) 844-1499; FAX: (216) 844-4944
Patient’s Name:






Date: 



Patient’s Phone:






DOB:



Medical Record Number: _________________
DIAGNOSIS (required)-select diagnosis
⁪  783.1 
Abnormal Weight Gain

⁪ 558.3 
 Food Allergy, allergic gastroenteritis and colitis 
⁪  783.2 
Abnormal Weight Loss

⁪ 693.1 
 Food Allergy, dermatitis

⁪  557.0     Acute vascular insufficiency of intestine 
⁪ V15.01 Peanuts ⁪ V15.02 Milk Products

⁪  285.9      Anemia



⁪  V15.03 Eggs     ⁪ V15.05 Other
⁪  493.90
Asthma


⁪  535.4  Gastritis
⁪  564.1 
Bowel, Irritable syndrome

⁪  558.9  Gastroenteritis
 
⁪  574.2
Cholelithiasis


⁪  530.81 Gastroesophageal Reflux
 

⁪  585
Chronic Renal Failure

⁪  271.3
Glucose Intolerance


⁪  749.2
Cleft Palate w/ Cleft lip

⁪  579.0
Gluten Sensitive Enteropathy
⁪  564.00
Constipation


⁪  272.2
Hyperlipidemia
⁪  555.9
Crohn’s Disease


⁪  401.9
Hypertension, Essential
⁪  277.00
Cystic Fibrosis


⁪  251.2
Hypoglycemia
⁪  250.1
Diabetes, Type 1


⁪  263.9
Malnutrition. Unspecified
⁪  558.9
Diarrhea


⁪  269.3
Mineral Deficiency
⁪  562.11
Diverticulitis


⁪  278.0
Obesity
⁪  562.10    Diverticulosis


⁪  315.4
Oral motor dysfuntion
⁪  787.2 
Dysphagia


⁪  556.9
Ulcerative Colitis
⁪  783.41
Failure to Thrive


⁪  269.2
Vitamin Deficiency
⁪  783.3      Feeding Difficulties

⁪
Other:





GROWTH AND LABORATORY DATA
Current: Wt: __________
     Ht: _________

Include pertinent growth history:








Current feeding regimen:










Glomerular Filtration Rate: __________  OR Serum Creatinine: 



Fasting Blood Glucose (> 126 mg/dl): ___________
 
HgbA1C:



Total Cholesterol: 

 
HDL:


LDL: 



Triglycerides: 



BP:



*Please attach any other labs if necessary
DIET PRESCRIPTION

⁪Weight Reduction



⁪ Food Allergy:




⁪ Weight Gain




⁪ Carbohydrate Counting


⁪ High Fiber




⁪ Low Cholesterol / Low Fat

⁪ Modified Consistency:



⁪ 2 gram sodium

⁪ Other:












**Weight Loss Referrals -Clearance for Exercise 
Yes
No       (Circle One)
Comments:____________________________________________________________________
Physician Name (print):___________________________________________________________
Physician Signature:_____________________________________________________________
Physician Phone/Fax:__________________________
�





*Physician-retain original for your records, fax or send photocopy to Dietitian








