
   

  ADULT OUTPATIENT MEDICAL NUTRITION THERAPY 

REFERRAL  445 Biltmore Avenue, Suite 203, Asheville, NC  28801-4529 

  Scheduling - (828) 213-2222 (Option #2) Fax - (828) 213-3333 
 
 

TO SCHEDULE APPOINTMENT:  (Check 1 Box ONLY): APPOINTMENT DATE & TIME: ______________/ _____________ 

□ If MD’s office wants to schedule appointment directly, call:  One Call Scheduling at (828) 213-2222, Option #2. 

□ If One Call Scheduling needs to call patient for appointment, fax completed referral to (828) 213-4877. 

Once appointment is scheduled, One Call Scheduling will fax the completed referral to:  (828) 213-3333. 
 
______________________________________________________ 
Patient’s Last Name      First Name     M.I. 
______________________________________________________ 
Home Address 
______________________________________________________ 
City       State       Zip Code 
_________________   _________________   _________________ 
Home Phone   Work Phone          Other Phone 

 
Gender:   Male / Female     Date of Birth: _________________ 

Social Security Number:  _______________________________ 

Insurance Company: __________________________________ 

Policy Holder:  _______________________________________ 

Policy Number:  ______________________________________ 

Pre-Certification Number:  ______________________________ 

Weight management may not be covered by private insurance and is not covered by Medicare or Medicaid. 

 

MUST COMPLETE:  (Please be as specific as possible) 

RD to provide medical nutrition therapy about: _____________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

□     Healthy Weight Program (4 RD visits and 12 classes) 

Diagnosis: _________________________________________________ Diagnosis Code: _________________ 

Other pertinent medical problems: ______________________________________________________________ 

 

 

COMORBIDITIES  (PLEASE CHECK ALL THAT APPLY): 

□ Allergies, Sensitivities □ Hypertension 

□ Autoimmune Diseases, Arthritis, Lupus □ Nutrient Deficiencies, Failure To Thrive 

□ Osteoporosis □ Stroke, Alzheimer’s, Dementia 

□ Cancer □ Pregnancy Complications 

□ Cardiovascular Disease □ Psychiatric Disorders, Anxiety 

□ Diabetes □ Pulmonary Disease 

□ Disordered Eating □ Renal Disease 

□ Dysphagia □ Substance Abuse, Alcoholism 

□ GI Disorders, specify: □ Obesity 

□ Hematological Disorder, Anemia □ Wound Care 

□ Hepatic Disorder □ Other: 

 

 

____________________________________________ _________________________ ________________ 
Physician’s Signature    Physician’s UPIN #   Date 
 
Physician’s Phone #: (        )                                                  Fax #: __________________________ 
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