
Nutrition Outpatient Center 
Medical Nutrition Therapy Order 

MDORD561 (7/2022) 

Patient Label 

INDIVIDUAL SESSIONS (*ICD code required for insurance purposes) 

Diagnosis:_________________________________  Diagnosis Code:_________________________ 

Diagnosis: _________________________________ Diagnosis Code:_________________________ 

Diagnosis:_________________________________ Diagnosis Code:_________________________ 

Medical Nutrition Therapy: (Reason for Medical Nutrition Therapy Referral) 

(Please be Specific):_____________________________________________________ 

Medications:_________________________________________________________________________ 

Height:____________, Weight:___________ 

Labs (please attach pertinent lab work): 

FBS_____, Chol_____, HDL_____, LDL_____, TG_____, HgAic_____ Other _____

Physician Signature  Date/Time 

Physician Name – please print 

Address Tel #  Fax # 

For Insurance Reimbursement: 
Please ask your patient to contact their insurance company for coverage of the services being ordered and have all 
necessary pre-authorizations completed prior to patient receiving services. 

For reimbursement purposes, it is preferred to elaborate of the specific values, severity, and time frames related to any of 
the above. 

Please select location:

___ Sentara Norfolk General & Sentara Obici (757) 388-2030           ___ Sentara Princess Anne (757) 507-2715    

___ Sentara Williamsburg Regional Medical Ctr. (757) 984-7106      ___ Sentara Rockingham Memorial  (540) 689-6339   

___ Sentara Northern Virginia Med. Ctr. (703) 523-0590                     ___ Sentara Martha Jefferson  (434) 654-8257     

___ Other: ________________________________________________

I am referring:

Patient Name ________________________________________________________________   DOB ___________________________

Address ___________________________________________________________________________________________________________

Daytime Phone Number _______________________________________

Insurance Name ________________________________________________________ Authorization # (if needed) _____________________

Number of Visits ______________________________________                 Visit Start and End dates _________________________________




