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Name:

     


Client ID Number:

     

Address:

     



Date:
     




     



Dear Physician:

The above individual is requesting an additional allowance in his/her budget for a therapeutic diet. In order to provide this allowance, we must update the following information. Please answer the questions below and fax this form to me at your earliest convenience. Feel free to call me if you have any questions.

1.   Does the nutritional status of the individual require modification of a normal diet?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No
2.   Is the modification of the individual’s diet a necessary part of his/her medical care?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

3.   Will the modification of the diet increase the cost of the individual's food budget?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

4. Is the modification of the individual’s diet due to a chronic condition that is expected
to last indefinitely?
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

5.
If the condition is not expected to last indefinitely, how many months will this

diet be required? (indicate number):

   


     


Physician Name





     

Physician Signature
Date


     


     

Worker Name
Date


     


     

Phone Number
Fax
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