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REFERRAL ORDER

901608 / 7342 (3/26)

Patient Name: 								         DOB: 					      Phone: �  

Address: 															                Insurance: �  

Diabetes Education Referral – Please select below from options 1, 2, 3, and 4.

1.	 Diabetes Diagnosis: 9 Type 1     9 Type 2     ICD-10 Code: �

2.	 Include Nurse Practitioner Services? If yes, select from below:
	 9	 Medication Management 
	 9	 Pre-Surgery Medication Management
	 9	 Insulin Pump Management 
	 9	 Transitional Care Management (TCM) and Medication Management
	 9	 Continuous Glucose Monitoring (CGM) Interpretation and Pattern Management
	 9	 Clinician Discretion
	 9	 Other: 										        

3.	 Diabetes Self-Management Education and Support (DSMES), please select one:
	 9	 Initial DSMES (10 hours initial DSMES in 12-month period)
	 9	 Follow-up DSMES (2 hours follow-up per calendar year) 

All content as related to diabetes care plan and agreed upon with the patient and DSMES team (default is all content areas):
DSMES Content Areas: Healthy coping, monitoring, taking medication, healthy eating, reducing risk, being active, problem 
solving, injection training (as needed).

Indicate any barriers to group learning (optional)
	 9	 Vision 		  9	 Hearing 		 9	 Language		  9	 Cognitive	 9	 Physical		 9	 Psychosocial
	 9	 Transportation	  9	 Other:___________________________________

4.	 Medical Nutrition Therapy (MNT) for diabetes management (can only be ordered by MD or DO)
	 9	 Initial MNT (3 hours initial MNT in 12-month period)
	 9	 Follow-up MNT (2 hours follow up per calendar year)
	 9	 Additional hours MNT for change in: Medical condition, treatment, diagnosis

In addition, referral may include: glycemic medication adjustments, TCM, pre-surgery medication 
management, insulin initiation or insulin pump management, individualized DSMES with RD and RN when 
appropriate, provider’s order for A1C, POC bG, and glucometer/supplies. In case of hypoglycemic emergency, 
referral also includes glucagon administration order.
Office visit notes and insurance card must be included.

Provider Name (printed): 										           Phone: 							       Fax: �  

Address: �

Provider Signature: 											            Date: �

Outpatient Diabetes and Nutrition Therapy Program
2 Upper Ragsdale Drive Building D, Suite 200
Monterey, CA 93940
Phone: (831) 649-7220 • Fax: (831) 649-7221


