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2 Coulter Rd., Clifton Springs, NY 14432

Phone:  315-462-0220

Fax:  315-462-3492



PHYSICIAN ORDER FOR DIABETES SELF-MANAGEMENT 
TRAINING SERVICES (OUTPATIENT)

	I am referring: ________________________________________ for  

    medically necessary outpatient diabetes self-management training.

Insurance/Health Plan______________________________________

Insurance Authorization # ___________________________________

Date of Birth:____________________  S.S. #: 000-00- __ __ __ __
	Daytime phone # ______________________________
Evening phone # ______________________________
Home address __________________________
____________________________________
____________________________________

	Diagnosis

ICD-9 code:
	( 250.00 Diabetes type 2 controlled
	( 250.01 Diabetes type 1 controlled
	( 790.29 Abnormal GT (pre-diabetes)

	
	( 250.02 Diabetes type 2 uncontrolled
	( 250.03 Diabetes type 1 uncontrolled
	( 277.7 Dysmetabolic syndrome

	
	(  Other _______________________
	
	( 256.4 Polycystic ovarian syndrome

	Medical Status and / or complications:
	( Newly diagnosed
	( Severe hypo/hyperglycemia
	( Vascular Disease
( Hyperlipidemia

	
	( New to insulin
	( Retinopathy
	( Nephropathy
( Obesity

	
	( New to oral anti-diabetes agents
	( Neuropathy
	( Gastroparesis
( Other: _______________

	Desired plasma

 glucose range
	( Unless otherwise prescribed, target glucose values to be:  (for non-preg adult)                      

     Pre-prandial:  70-130 mg/dl & Post-prandial:  less than 180 mg/dl                 
	( Pre-prandial:                  -                 mg/dl
( Post-prandial: less than _________ mg/dl

	Recent results:   (or may fax
          lab result slips with this form)
	A1C ___________
	Cholesterol ________ 
	LDL _______
	HDL ________
	Trig ________

	
	Date ___________
	Date _________________

	PLAN OF CARE:  Please check desired components                ( In case of hypoglycemia, follow outpatient hypoglycemia protocol.
      ( Diabetes Self-Management Training (DSMT) – 7.5 to 10 hours includes:  *Assessment & Intro to Behavior Change  *Diabetes                                                                           

                        Overview   *Coping with Diabetes   *Acute Complications   *Chronic Complications/Foot Care   *Healthy Eating   *Monitoring & Evaluating Diabetes Control  
                        *Physical Activity   *Medication Mgmt—Oral Agents   *Medication Mgmt--Injectables    *Standards of Care   *1, 3 & 12 month follow-ups
                   (  Insulin Initiation:
Insulin type(s), dose(s), time:___________________________________________________________


Patient to continue oral diabetes medications?  (Yes  (No    

Oral med dose change?  (Yes  (No ___________________________________________________

                       (  Byetta® Initiation
Dose, time: ______________________________________________________________________

                       (  Symlin® Initiation
Dose, time: ______________________________________________________________________
         - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
      Additional Modules Offered:

              ( Pre-Diabetes (Impaired Glucose Tolerance) – 1.5 hours includes:   * Assessment and Introduction to Behavior Change   * Risk Factors            

                                                                                * Weight Management   * Basic Meal Planning  * Hyperlipidemia  * Physical Activity   * 1 Follow-up Session
              ( Insulin Pump Education

         (  1-6.5 hours – Pre-pump education                                    Basal rate(s) ______________________________________
         (  1-3 hours – Insulin pump review (current pump user)      ICR  (Insulin to Carb Ratio) ___________________________               

                                                                                                        ISF  (Insulin Sensitivity Factor) ________________________

              (  Advanced Carbohydrate Counting – 1.5 hours

                     ( Insulin to Carb Ratio (ICR): _______________________     ( Dietitian to determine ICR
         - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
         Group education is the standard.   If individual appointment is required, indicate why patient is unable to benefit from   

              group class:  Impairment of:    sight,   speech,   language,   hearing,    cognitive,   physical  or  emotional limitations   (circle  descriptor)
          ( 1:1 session with Diabetes Nurse Educator required – 1 hour with follow-up appointments as needed  (circle descriptor above)        
               ( 1:1 session with Diabetes Dietitian required – 1 hour with follow-up appointments as needed  (circle descriptor above)


Provider Signature: 

Date/Time: 

Print Name: 

Phone: 

Please fax completed form to 315-462-3492 or mail to CSHC Regional Diabetes Health Center.




DANGEROUS ABBREVIATIONS: Nitro drip, µg, QD, qd, QN, qn, Qh, qh, Q6pm, QOD, qod, Sc, sc, U, u, IU, MS, MSO4, MgSO4, x3d,  lack of leading zero, trailing zeros
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