
     Please fax your referral    

           form to: 855-710-7869 

       For customer support please  

                  call 1855-481-1149  
 

 
 
 

H-E-B Nutrition Services 
Physician Referral Form for Medical Nutrition Therapy 

 
 

Date: _____________________Doctor’s Name: ________________________________________________________ 

 

Fax #: _________________________________________Office #: __________________________________________ 

 

Patient Name: _________________________ Patient Date of Birth: ___________ Patient Phone: ________________ 

 
***Required***  
Please check box for Primary Reason(s) for Referral:  

 E11.9 Type 2 DM  

 E10.9 Type 1 DM  

 E28.2 PCOS 

 E78.5 Hyperlipidemia 

 E66.0 Obesity 

 R68.1 Underweight 

 E66.01 Morbid Obesity  

 E66.3 Overweight 

 Z71.3 Preventative Care 

 Other:  
 

Please include patient’s cover sheet (DOB, Insurance Information) with referral 

NOTICE OF CONFIDENTIALITY 

The information contained in and transmitted with this facsimile is CONFIDENTIAL. The information contained herein is intended ONLY for the individual or entity designated 

above. You are hereby notified that any dissemination, distribution, disclosure, copying, or use of or reliance upon the information contained in and transmitted with this 

facsimile, by or to anyone other than the recipient designated above, is unauthorized and strictly prohibited. 
If you have received this facsimile in error, please notify our office by telephone immediately. Any facsimile erroneously transmitted to you should be immediately returned to the sender by U. S. Mail or, if 
authorization is granted by the sender, destroyed 

 

 

Physician Signature: ___________________________________________ Date: ____________________ 

 


