
 

Florida Department of Health in Flagler 
Diabetes Education & Services 

Referral Form 
 

 
Patient Name: __ __________________________________________________ 
 

Date of Birth: ______________________ Phone: _________________________  

 

Insurance Carrier: _________________________ Policy Number: ____________________________ 

PLEASE CHECK ONE OR MORE OF THE FOLLOWING BOXES BELOW: 

Type 1 Diabetes                                Diagnosis Code:                                     

Type 2 Diabetes                                Diagnosis Code:                                  

Pre-Diabetes                                     Diagnosis Code:                             

Gestational Diabetes                         Diagnosis Code:                                  

Kidney Disease Stages 3-5               Diagnosis Code:                                  

Other                                                 Diagnosis Code:                                  

 
PLEASE SEND COPIES OF THE FOLLOWING: 

✓ Demographics page 
✓ Medication profile 
✓ Labs: Fasting blood glucose, Hemoglobin A1c, Chemistry panel – including lipids  
✓ Most recent office visit note or discharge summary 

 
If patient has a specialized need requiring an individual appointment, please indicate below 

 Vision       Hearing       Physical      Cognitive Impairment       Language Limitations   
 

 Other _____________________________________________________________________ 
 

 
PLEASE SELECT AT LEAST ONE OF THE PROGRAMS OF INSTRUCTION BELOW: 

 Diabetes Self-Management Education and Training (10 hours Total Maximum) 
and/or Medical Nutrition Therapy (MNT) 

 Diabetes Prevention Program (DPP) Classes –   1 year (Prediabetes) 

 Gestational Diabetes Education 

 Kidney Disease Stages 3-5 (Non-Dialysis) MNT 

 Weight Management  

 Continuous Glucose Monitoring Program 
**Programs available per patients’ insurance plan or self-pay** 

 
 
_____________________________________             _____________________________________ 
*Printed Physician Name (MNT & DSMT referrals)               *Printed ARNP/PA name (DSMT only referrals) 

 
 
___________________________ Date____________           ________________________ Date_____________ 
*Physician Signature                                                              *ARNP/PA Signature 
 

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

 
 
 
 
 

 

TO SCHEDULE:  Fax referral to 386-437-8207.  For questions please call 386-313-7263 or 386-313-7264 


