Diabetes Self-Management Training Program  Referral for  FORMCHECKBOX 
 AMC  OR    FORMCHECKBOX 
 Morrow

Patient name _________________________________ DOB_________  Home Phone__________________

Street Address_________________________________  City________________ State____Zip___________

Work Phone_______________Emergency Contact: __________________________  Phone _____________

 FORMCHECKBOX 
Pre-certification has been obtained for  ___ visits. Pre-cert # __________   FORMCHECKBOX 
No pre-certification required.

DIAGNOSIS AND TREATMENT PLAN

Diagnosis:  ______________________________________________________________________________

Diabetes treated with:  FORMCHECKBOX 
 Diet only

 FORMCHECKBOX 
 Oral medication
 FORMCHECKBOX 
 Insulin            FORMCHECKBOX 
 Insulin pump

Diabetes Medications: _____________________________________________________________________

INSTRUCT PATIENT AS FOLLOWS:
 FORMCHECKBOX 
 Diabetes outpatient self-management training services, group instruction with individual assessment.

 FORMCHECKBOX 
 Diabetes outpatient self-management training services, group gestational   FORMCHECKBOX 
English or  FORMCHECKBOX 
 Spanish

 FORMCHECKBOX 
 Diabetes outpatient self-management training services, individual assessment and instruction.  

      Note: Medicare patients require documentation of the need for individual instruction from the referring 

        physician.  Please check all that apply:

         FORMCHECKBOX 
  Immediate need to begin insulin therapy 


 FORMCHECKBOX 
  Impediments to learning ability                                              

         FORMCHECKBOX 
  Diminished vision 




 FORMCHECKBOX 
  Hearing impairment 

         FORMCHECKBOX 
  Language Barrier (Language _________________________)

Exercise:  FORMCHECKBOX 
 Include exercise, no restrictions      FORMCHECKBOX 
 Exclude exercise due to restrictions _________________

A1c (Glycohemoglobin) _____ Date ______  BP ________ Date ______ Microalbumin _____ Date _______           

Lipid Profile   Date  ________    T. Chol. _____       HDL ______     LDL _______     Triglycerides _______

Gestational GTT   Date __________  Fasting _______  ½ Hr. _____  1 Hr. ______  2 Hr. _____  3 Hr. _____

REASON FOR ORDERING TRAINING

 FORMCHECKBOX 
 Diagnosed within past 12 months    
 FORMCHECKBOX 
 Inadequate glycemic control, indicated by:

       FORMCHECKBOX 
 Two A1C greater than or equal to 8.5% within last three months  

            (A1C Result #1_________Date_____________               A1C Result #2 _____ Date ____________)

       FORMCHECKBOX 
 Documented acute episodes of severe hypoglycemia or acute hyperglycemia occurring in the past    

            year, during which the patient needed emergency room visits or hospitalization  

            Date of hospital/ER visit ___________________      Glucose range __________________________

 FORMCHECKBOX 
 Change in condition/treatment regimen:

       FORMCHECKBOX 
 From no diabetes medication to any diabetes medication

       FORMCHECKBOX 
 Other ___________________________________________________________________________

 FORMCHECKBOX 
 High risk based on one or more of the following documented complications:

             FORMCHECKBOX 
 Lack of feeling in the foot or other foot complications such as foot ulcers, deformities, or 

                  amputation

             FORMCHECKBOX 
 Pre-proliferative or proliferative retinopathy or prior laser treatment of eye

             FORMCHECKBOX 
 Kidney complications related to diabetes when manifested by albuminuria or elevated creatinine

SIGNATURE MUST BE HAND SIGNED -  STAMPED SIGNATURE NOT ACCEPTABLE 

Referring provider’s signature  ___________________________________________ Date ____________

Referring provider’s name  ______________________________________________ Phone______________

Address______________________________________________________________Fax _______________

Please fax this referral along with the patient’s current demographic information to 1-800-783-7691 for classes at Atlanta Medical Center (AMC), or 770-968-6465 for classes at Morrow HealthCare.

To schedule classes at Atlanta Medical Center call 404-265-3828, for classes at Morrow call 770-968-6464.

