
Nutri&on Referral Form 
Date: 

____________________________________ 
Referring Physician’s Signature 

____________________________________ 
Referring Physician’s Name 

____________________________________ 
Prac8ce Name 

____________________________________ 

____________________________________ 
Prac8ce Address

Referring Provider Pa&ent

Please fax this referral to Milestones Pediatric & 
Maternal Nutri8on and include pa8ent’s 
insurance informa8on and any relevant lab results 
and pa8ent encounters. 

Fax: 919-899-0667

Pa8ent’s Name: 

Pa8ent’s DOB: 

Pa8ent’s Phone #:

Diagnosis for Nutri&on Therapy (ICD-10 code is required for referrals)

E66.3 Overweight R63.30 Feeding difficul8es, 
unspecified

E10.8 Type 1 diabetes mellitus 
with unspecified complica8ons

E66.9 Obesity, NOS R63.4 Abnormal weight loss E11.8 Type 2 diabetes mellitus 
with unspecified complica8ons

O26.00 Excessive weight 
 gain in pregnancy, unspecified 

trimester

R63.5 Abnormal weight gain O24.419 Gesta8onal diabetes 
mellitus in pregnancy, 

unspecified control

O26.10 Low weight gain in 
pregnancy, unspecified trimester

R63.6 Underweight R73.03 Pre-diabetes

P92.6 Failure to thrive in 
newborn

E28.2 Polycys8c ovarian 
syndrome

 D50.9 Iron deficiency anemia, 
unspecified

R62.51 Failure to thrive in child 
over 28 days old

O21.0 Mild hyperemesis 
gravidarum

E55.9 Vitamin D deficiency

             
            Other: ______________________________________________________________

Specific Service Requested (required)

Goals of nutri&on therapy:

Weight loss Weight gain

Diabetes management PCOS management

Fer8lity nutri8on educa8on Pregnancy nutri8on educa8on

Lacta8on nutri8on educa8on Baby-led weaning support

Picky ea8ng support            Other: __________________________


