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REQUEST FOR REFERRAL/AUTHORIZATION

Date:

Patient Name: DOB:

Phone: Email:

TO BE COMPLETED BY PHYSICIAN’S OFFICE:

Diagnosis Code(s):

Allergy to:

Anemia Hypertriglyceridemia

Celiac Sprue Disease Hypoglycemia

Constipation Hypothyroidism

Delayed Milestones Impaired Fasting Glucose

Diabetes, Type I Irritable Bowel Syndrome

Diabetes, Type II Lactase Deficiency

Diarrhea MalnutritionPlease find a downloadable

Dietary Inadequacy Menopause

Feeding Difficulties and Mismanagement Metabolic Syndrome

GERD Morbid Obesity: BMI >40

Hypercholesterolemia Obesity: BMI 30-39.9

Hyperlipidemia Overweight: BMI 25-29.9

Hypertension Underweight: BMI <18.5

Other: (GI Disorders, Food Allergies, High Risk Pregnancy, Nutritional
Deficiency, etc.)

Physician Name: UPIN/RAC/NPI#:

Phone: Fax:

Authorization Number:

Referral Number: Number of Visits:

Start Date: End Date:

Physician Signature:

PLEASE ATTACH MOST RECENT LABS & RELEVANT RECORDS

http://www.nimrd.com

