HEALTH

Bay County
Diabetes Services Program
Referral Form
Patient Name:
Address:
Street City State Zip

Phone: (H) (W) (Cell)
Date of Birth: Age:
PLEASE CHECK ONE OF THE BOXES BELOW:
_[Type 1 Diagnosis Code: How long?

L |Type 2 Diagnosis Code: How long?
[ ]Pre-diabetes Diagnosis Code: How long?
[IPregnancy with diabetes Diagnosis Code : Weeks’ Gestation:

PLEASE SEND COPIES OF THE FOLLOWING LAB RESULTS:

Fasting blood glucose
Hemoglobin Alc
GTT FBS lhr 2 hr 3hr
Chemistry panel — including lipids

Please include the most recent office visit note.

E o T

PLEASE CHECK ONE OF THE BOXES BELOW:

PROGRAMS OF INSTRUCTION (Each program includes nutritional education.)

[ ] Advanced Diabetes Self-Management Education/Training(ADSME/T) — (group)
[ ] Advanced Diabetes Self-Management Education/Training(ADSME/T) — (individual)
[ ] Living Well With Diabetes — Weight Loss Management Program for ADSME/T Students only

[ ] National Diabetes Prevention Program (NDPP) Classes — 16 weeks
[ ] Pregnancy with Diabetes
[ ] Medical Nutrition Therapy

Health Care Provider (HCP) Print & Signature: Date:

HCP office contact name, address and phone: (please print) Fax:

Appointment Date and Time:

TO SCHEDULE: Fax referral to 850-747-5475. For questions please call 850-872-4455 ext. 1460.
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