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       Patient Identification 
Name: 
DOB: 
MRN: 
FIN: 
  

Medical Nutrition Therapy (MNT) 
 
 

Patient Name: ___________________________________________________________ Date of Birth: _____/_____/_________ 

Patient Phone Number: _________________________________________________   Referral Date: _____/_____/_________ 

Referral Diagnosis: ________________________________________________________________________________________ 

 

MNT: 3 hours initial MNT in the first calendar year, plus 2 hours follow-up MNT annually. Additional MNT hours with 
change in medical condition, treatment and/or diagnosis with signed referral from any physician (MD/DO) 

 

DIABETES DIAGNOSIS:  

☐ Type 1   ☐ Type 2  ☐ Gestational   

Diagnosis Code: __________________________________________________________________________________ 

MEDICAL NUTRITION THERAPY: 

☐ Initial MNT  ☐ Follow-up MNT ☐ Additional hours MNT for change in (choose one) 
       ☐ medical condition  ☐ treatment ☐ diagnosis   
 

 

 

______________________________________________________________________________________  _____/_____/________ 
Signature and NPI # of qualified practitioners certify that they are managing the beneficiary’s diabetes care for DSMT referrals.       Date of signature 
 
 
 

__________________________________________________________________________________________________________ 
Practice name and contact information 
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