Family Bridges, Inc. - Diabetes Education Center

Outpatient Diabetes Services Referral Form 
168 - 11th Street, Oakland, CA 94607

Phone: (510) 419-0888   Fax: (510) 419-0880
	PATIENT NAME: ________________________________________________    ( Male   (Female   DOB: _________________
Address: ________________________________________________________    SS No.: ___________________________________
Home Phone: ___________________  Other Phone: ______________  Insurance Plan: _____________________________________

Does patient have clearance to exercise?  ( YES     (NO

	Referring Physician 

	Name: _____________________________________________________________________________________

Address: ___________________________________________________________________________________

NPI: ______________________   Phone: ________________________   Fax: ________________________

Signature:                                           Date:



	Indicate Services Requested

	 ___ Initial Diabetes Self-Management Training and Medical Nutrition Therapy Program: All 10 DSMT topics below + diabetes MNT in    individual + group format (13 hrs total; Medicare Part B benefit)  To include HbA1c test BEFORE and quarterly AFTER Program
     ___ Or, only these DSMT topics:   ( Monitoring   (Diabetes as disease process  ( Psychological adjustment   ( Nutrition
                ( Physical activity  ( Goal setting/problem solving  ( Medications  ( Prevent/detect/treat acute complications

                ( Preconception/pregnancy or gestational diabetes management        ( Prevent/detect/treat chronic complications

 ___ Individual Diabetes Self-Management Training, 10 topics (if there is learning barrier)

 ___ Individual Medical Nutrition Therapy

 ___ Injectable device(s) Initiation and Instruction   Type: ___________________ Dose: _____________ Frequency: ________________
 ___ Initiation and Instruction on Individualized Insulin/Carbohydrate Ratio and Insulin/Blood Glucose Correction Factor  

 ___ Medical Evaluation By Endocrinologist and Co-Management of Diabetes with Primary Care Physician 
 ___ Subsequent year Follow-Up Diabetes Self-Management Training 

 ___ Subsequent year Follow-Up Medical Nutrition Therapy

 ___ Follow-Up Medical Nutrition Therapy    ____ Additional MNT in Same Calendar Yr:   ___# Hrs. Due To: __________________

	LAB RESULTS   Date: ________________

	 FBG: _______________

 A1c: _______________
	 Creatinine: _____________

 e-GFR: ________________
	 Microalbumin: ________

 
	 T Chol: __________  LDL-C: ___________

 HDL-C: __________  Trigly: ___________

	CURRENT MEDICATIONS

	

	DIAGNOSE(S)

	( 250.02 Type 2 diabetes, Uncontrolled              ( 648.83 Gestational Diabetes      (
( 250.03 Type 1 diabetes, Uncontrolled              (                             (

	COMORBIDITIES/COMPLICATIONS

	( Hypertension    ( Stroke      ( PVD    ( Non-Healing Wound     ( Retinopathy         (
( Neuropathy     ( Obesity     ( CVD    ( Dyslipidemia           ( CKD, stage_______   (    

	LEARNING BARRIERS

	(Vision     ( Hearing     ( Physical     ( Cognitive     ( Language     ( Other

	Patient Behavior Goals/Plan of Care:
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