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REFERRAL TO HARMON DIABETES CENTER 

Phone: 816-276-9410         FAX form to:  816-523-3693

We will contact your patient to schedule an appointment

Referring Physician (please print): ___________________________         Date: ____________

Referring Physician Group (please print): ___________________________________________

_______________________________  _______________________  ___
   ______________________

Patient Last Name


     First Name

   
    MI 
   Date of Birth

 __________________________

___________________________

____________________________

Patient Home Phone #


Patient Work Phone # (optional)

Patient Cell Phone # (optional)

__________________________________________________________________________________________________

Patient Address




City



State 

Zip

Diagnosed with diabetes in last month?
yes___ no___            
Current diabetes meds:  ____________________________________________________________


SERVICES REQUESTED   

□  Diabetes Educ. Program (4 classes-includes meal plan, & 




         lifestyle coaching)

□  Gestational Diabetes Education (2 1:1 visits)

□  Byetta Start 

□  Insulin Start: Type/Dose:_________________________

□  Insulin Dose Adjustment by staff RN x 1 month
 

□  Diabetes meal plan (2-3 1:1 visits)
□  Medicare Refresher w/Nutrition Therapy (3-4 1:1 visits)
    (for Medicare beneficiaries w/previous diabetes education who 

     are in need of review)

□  Weight Loss Program (8 wks- not limited to persons with diabetes,

       program is self pay)

Other service: ________________________________

Primary Insurance: ______________________________________________________________

Policy #: __________________________      Authorization # (if required): _______________________

Preferred Location:  □ 2188 E. Meyer Blvd (Research Medical Center Campus)        


□ 12140 Nall Avenue, Ste 100 (Menorah Medical Center Campus, Medical Bldg. 2)

An A1c lab test may be performed if none is available from my office within last 3 months.

By signing this document, I certify that I am the physician (or qualified non-physician practitioner) managing the above patient’s diabetic condition and that the training prescribed above is necessary to ensure therapy compliance or to provide the beneficiary with the skills and knowledge to manage their diabetes.  I further certify that this training is necessary for treating and monitoring the condition of this beneficiary.  

___________________________________________
________________   
______________

Physician Signature

                    Date                     Phone#
                  Fax#




DIAGNOSIS:   ( all that apply 





Type 1 uncontrolled (250.03)			□


Type 1 controlled (250.1)				□


Type 2 uncontrolled (250.02)			□


Type 2 controlled (250.0)				□


Gestational Diabetes (648.8)			□


Pregnancy (V22.2) in Type I (250.1)  		□      


Pregnancy (V22.2) in Type II (250.0)		□                 


Abnormal Glucose Tolerance Test, non-OB (790.22)	□


Impaired Fasting Glucose (790.21)			□


Hyperlipidemia (272.2) 				□


Obesity (278.0)					□


Other  	_______________________		 			
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