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KANSAS CITY NUTRITION SERVICES REFERRAL FORM
	PLEASE FAX COMPLETED REFERRAL to #816-524-5243 


	► PATIENT DATA           Referral Date: _____________________
Name: ___________________________________________
Sex:  M    F   DOB: __________________
Phone:______________________________ 

Insurance plan: ___________________________________
ID#: __________________Pre-auth. attached:  Yes    No 
Pt. allowed to exercise:    Yes   No
► SPECIAL NEEDS
Vision limitation                                   Hearing limitation

Language limitation                           Additional insulin training

Physical /mental challenges            Exercise limitations
	►►PHYSICIAN DATA
Physician ___________________________________
Physician Phone________​​​​​_____________________
Physician Fax_______​​​________________________
Physician NPI _______________________________
Signature_____________________________________________


	► DIAGNOSES  (REASON FOR REFERRAL) Check all that apply for reimbursement and medical necessity 

	

	ICD-9
	ENDOCRINE
	
	ICD-9
	GASTROINTESTINAL

	N/A
	250.01
	Type 1 diabetes
	
	579.0
	Celiac

	N/A
	250.03
	Type 1 diabetes, uncontrolled
	
	556.9
	Colitis, ulcerative, unspecified

	
	250.00
	Type 2 diabetes
	
	564.0
	Constipation

	
	250.02
	Type 2 diabetes, uncontrolled
	
	555.9
	Crohn’s disease

	N/A
	648.83
	Gestational diabetes mellitus
	
	562.10, 562.11
	Diverticulosis, diverticulitis

	
	
	
	
	531.8
	GERD

	

	ICD-9
	WEIGHT AND OTHER
	
	
	

	
	278.00
	Obesity, unspecified  (BMI: 30-39.9)
	
	
	

	
	278.01
	Obesity, morbid         (BMI: ≥ 40)
	
	
	

	
	278.02
	Overweight                (BMI: 25-29.9)
	
	ICD-9
	BARIATRIC

	
	
	
	
	263.9
	LAGB post-op weight loss

	
	
	
	
	783.1
	RYGB post-op abnormal weight gain

	
	ICD-9
	CARDIOVASCULAR
	
	579.30
	RYGB post-op non absorption

	
	401.1
	Hypertension, essential, benign
	
	
	

	
	272.0
	Hypercholesterolemia
	
	
	

	
	272.1
	Hypertriglyceridemia
	
	
	

	
	277.7
	Syndrome X,  dysmetabolic          
	
	
	

	► SERVICES TO BE PERFORMED                                                                                                                 
  X  Initial Medical Nutrition Therapy (MNT)                                                     ___ Follow-up Pre-Diabetes Nutrition Education / MNT
___Follow-Up Medical Nutrition Therapy                                                         ___ Bariatric / Weight Loss Surgery MNT

___Blood Glucose Monitoring & Meter Instruction                                       ___Weight Loss Program: Nutrition Behavior Change

  X  Initial Diabetes Self-Management Education/Training                          ___Supermarket Tours for Disease Management  (label reading / shopping tips
___Follow-up Diabetes Self-Management Education/Training               ___   Insulin Start  ___Insulin Adjustment   ____Insulin Pump Training

___Initial Pre-Diabetes Nutrition Education / MNT                                       ___Insulin Pump Management
  X  OTHER:         KCMPA Diabetes Class                                                                ___ CGM ( Continuous Glucose Monitoring​)
► CURRENT MEDICATIONS
None___  Oral agents type and dose_________________________ Insulin type and dose___________________________
► PLEASE FAX CURRENT LABS TO: 816-524-5243  (A1C is only lab needed for KCMPA class)
      (Include FBS, Lipid Profile, Creatine, A1C, Micro/Creatinine Ratio, AST, ALT, TSH and Weight)


