DRAFT


IHS 199-1 (REV. 01/89)

PATIENT REFERAL NOTICE

INSTRUCTIONS (This form may be used by Medical, Dental, and Paramedical personnel to refer DIH Beneficiaries for medical, dental or related services)

1. TO ( Name, title, and address of person or organization or institution to whom referral is made.)

	2.  NAME OF PATIENT


	3. SEX
	4. BIRTH DATE
	5. REGISTRATION

	6.  ADDRESS


	7. TRIBE
	8.  RESERVATION

	9. ADDITIONAL IDENTIFICATION



	10. REASON FOR REFERRAL (Type of service requested)
RD to provide Medical Nutrition Therapy for ___________(hours) for  ___________________________________ (note reason)

                                                                                      (ex. renal insufficiency, secondary hyperparathyoridism, hypoalbuminemia)

( Non-dialysis Kidney Disease                       Cause of Kidney Disease:  ( Diabetes             ( Glomeluronephritis

( Post-transplant Kidney Disease                                                                ( Other ______________________________

Complicating conditions:  ( HTN     ( Dyslipidemia     ( Diabetes    (  Cardiovascular disease     ( Other _____________

	11. SIGNIFICANT MEDICAL OR DENTAL FACTORS (Including diagnosis, prognosis, treatments, etc.)

YOUR GOALS FOR PATIENT: 
( Maintain Kidney Function/Decrease Progression      ( Improve BP       ( Improve Dyslipidemia       ( Maintain Nutritional Status       

( Reduce protein intake            (  Improve A1c           ( No previous MNT/nutrition education

( Change in Medical Management ______________________________________ 

( Other ____________________________________________________________

CLINICAL DATA:   
Creatinine: _____   Est. GFR: _____   Alb: _____  CO2: _____   K: _____  Ca:_____  P: _____ iPTH: _____  Hgb:______

Date(s):

UP/UCr: _____  LDL: _____  HDL: _____  TG: _____   A1c: _____(if DM)   Glucose: _____ (if DM)  

Date(s): 

EXERCISE RESTRICTIONS:      

( None    (       Initial and date_____________________________________ (Indicates medical clearance)

( Restrictions:_______________________________________________________________________________________________

OTHER:



	12. REPORT BY PARAMEDICAL PERSONNEL



	13.  FROM (Name, title, and address of person making referral)

                                                                                                                                                      UPIN:
	14.  DATE


MNT Third Party Reimbursement Tracking Form

	Date
	Patient

Initial/ ID #
	MD Ref
	Setting
	Payer/Type
	Diagnosis

Primary/

Secondary
	ICD-9-

CM Code
	Service

Provided
	Mins
	CPT

Code
	Claims

By
	$ Amount

Reimb 
	% of Charges

Reimb
	Comments

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	


