     1. Print Page.

     2. Fill out top portion of form. 

     3. Mail or take form to your family physician for physician signature.

     4. Mail or bring form to the Endocrine & Diabetes Care Center 

         at 3140 W. Central Ave., Toledo, Ohio. 43606
     5. If you have questions or would like to register by phone, please call 419 537-5111.

     6. Someone from our scheduling office will call you when we receive signed form. 

Diabetes Education Order/Referral Form

This referral is for Certified Diabetes Educators or Nutrition Consultation Patient will not see physician with this referral
Please complete, including signature of referring physician. 
PATIENT INFORMATION:  PLEASE PRINT!
Name: __________________________________________________DOB_____/_____/______

Address: _____________________________________________________________________

Phone: (          ) ____________________________ W (         ) ___________________________

(We are not accepting Self pay or straight Medicaid at this time)

Insurance: [] Medical Mutual [] HMO [] Medicare [] Paramount [] Other ___________________

[] Insurance called for authorization of visits? Number# ____________ Visits____ Initials _____

         Referrals need to be called in for the Endocrine and Diabetes Care Center 

ORDERS:

[] Comprehensive Diabetes Education (education with Nurse and Dietitian)

[] Diet Instruction:
[] Dietitian to determine calorie level




[] ADA Diet ____________________ Other Restriction: ______________

[] Gestational/Diabetes in Pregnancy: Due Date: _____/_____/_____

INSULIN

[] Insulin Initiation: Are you starting patient on insulin? [] Yes  [] Already on Insulin

    If yes, Type of Insulin: ___________ Insulin Dose: ___________ 

    Devices: [] Pen  [] Vial/Syringes

    Please provide patient appropriate RX for insulin, syringes, pens, etc.
[] Should patient continue oral medication [] Yes Dosage _____________________ [] No

[] Blood glucose monitoring [] Yes  [] No  If yes, provide RX for meter and strips

If available, please provide recent laboratory data:

	Laboratory Data
	Date
	Result

	· HbA1c
	
	

	Cholesterol/Trig
	
	


· For purposes of program evaluation, HbA1c will be drawn pre-education and 3 months post 

Education if result not provided by PCP.

Please print physician name: ______________________________________________________

Physician Signature: _____________________________________________________________

Office Phone Number: (         ) __________________ Office Fax Number: (       ) ____________

