
                    

Priyanka S., Registered Dietitian Nutritionist, Licensed Dietitian 
2136 FORD PKWY #5285, St. Paul, MN, 55116;  CALL: 612-756-9894; 

Ginger Spice Health, LLC (Nutrition counseling services, accepting 
major insurances)  www.gingerspicehealth.com

Referral for Medical Nutrition Therapy  

Date ____________ Patient Name- __________________________________ Patient DOB _________________________               
Any specific diet order:______________________ 

 REQUEST- Please 1) check off ALL medical diagnosis 2) add any latest progress note/medication list /recent labs/H&P and 
demographic info. One Step process: Please FAX to 612-712-8264 

 E66.01  Morbid obesity d/t excess calories   K59 Constipation 
 E66.09  Other obesity d/t excess calories   K75.81  Nonalcoholic steatohepatitis (NASH)  
 E66.1  Drug-induced obesity   K76.0  Fatty (change of) liver, not classified  
 E66.3  Overweight   K21.___ GERD_____ 
 E66.8  Other obesity   K50.____ Crohn’s disease_________ 
 E66.9  Obesity, unspecified   K90 Celiac disease 
 E88.81  Metabolic syndrome   K58 Irritable bowel syndrome 
 E28.2  Polycystic ovarian syndrome   ________  Other: _____________________________  
 E78.00  Pure hypercholesterolemia, unspecified   ________  Other: _____________________________  
 E78.1  Pure hyperglyceridemia   Z79.4  Long term (current) use of insulin  
 E78.2  Mixed hyperlipidemia   R73.01  Impaired fasting glucose  
 E11.____  Type 2 diabetes with _________________   R73.03  Prediabetes  

 E11.6 Type 2 diabetes with other specified 
complications 

 R63.5 Abnormal weight gain - not pregnant 

 E11.9  Type 2 diabetes without complications   O24.4___  Gestational diabetes, ________ controlled  
 E78.5  Hyperlipidemia, unspecified   O26.00  Excessive weight gain in pregnancy  
 _______ Other: _____________________________   O99.210  Obesity complicating pregnancy  
      
 I10  Essential (primary) hypertension   E44.1 Malnutrition/mild 
 I50.9  Heart failure, unspecified   E44.0 Malnutrition/moderate:   
 N18.___ Chronic kidney disease, stage _______    Other:____________________ 
 ________  Other: _____________________________    Other:____________________ 

 

 

Physician Signature: _____________________________ Physician Name (print): _______________________________________ 

Clinic Name: ___________________________NPI Number: ______________ Phone:__________ Fax:________________________  

The above patient’s information is Protected Health Information (PHI), and is the minimum necessary to execute patient services. Please understand as a link in the “Chain of 
Trust,” all PHI will remain confidential as mandated by the Treatment, Payments and Healthcare Operation Laws Mandated by HIPPA. Insurances we accept in Minnesota: 

  
 


