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Physician Referral Form for 

Medical Nutrition Therapy by a Registered Dietitian  
Please send this completed form to the patient’s health insurance payor and  
Fax​ completed form along with pertinent labs, H&P to Be Well with Beth’s secure fax line: ​ (866) 277-0164 
 
Patient’s Name: ______________________ Patient’s DOB: _______________________ 
 
Patient phone number/email: _________________________________________ 
 
 

Reason for referral: 
 

 
Diagnosis and diagnosis code: ​Please check all appropriate ICD-10 codes below 

 
 
Physician Name and NPI: _________________________   Physician Signature _________________(date) 
 
Physician Phone Number: _________________________  Physician Fax _________________________ 
 


