
                                                       Education Department Phone Number: 248.849.3903              
Patient Name:  _____________________________   Birthdate: __________________ 
Phone Number: ____________________________   Today’s Date: _______________



Diagnosis:




Secondary Diagnosis:

(
Pre-Diabetes (790.20)



(    Obesity (278.01)

(
DM, Type 1 (250.01)



(    Hyperlipidemia (272.4)

(
DM, Type 1 uncontrolled (250.03)

(    Hypertension (401.10)

(
DM, Type 2 (250.00)



(    Renal Insufficiency (585.9)   

(
DM, Type 2 uncontrolled (250.02)

(    Other _______________     



Prescribed Education:

Medicare, along with many other insurers, requires FBS > 125 mg/dl on 2 occasions or random glucose >200mg/dl for reimbursement 

(
Comprehensive Diabetes Self-Management Training (Up to 10 hours)

(
Follow-up Diabetes Self-Management Training (2 hours annually)

(
Meal Planning Medical Nutrition Therapy (Up to 3 hours)

· Injection Start Specify:   Type _____________ Dose ____________

(
Individual Instruction: Please check one of the following:

(  Language Barrier

(  Vision/Literacy

(  Hearing Deficit


(  Cognitive Impairment
(  Physical Limitation

(  Other___________

· Other  Please Specify ______________________________


Required Labs:

Result


Date





A1C


________
/
________
Height ___________


Total Cholesterol
________
/
________



LDL


________
/
________
Weight ___________


B/P


________
/
________





Current Medications: (Attach list if desired) _______________________________________

Exercise Restrictions:  ( None 
(  Specify:_________________________________



I certify that DSMT and/or MNT services are needed under a comprehensive plan for this patient’s diabetes care for the reason(s) listed above.  I understand that patient reports will be sent at the end of the class series and after subsequent follow-up visits.           
Providers Signature: _______________________UPIN#________________________        

Provider Name:  _________________________
Fax:  _________________________



Note to Patient:  Your health plan may not cover this service.  Contact your health plan representative to determine benefit eligibility and/or pre-authorization needs.  You are responsible for any charges that may be incurred.


