
REFERRAL INFORMATION

**Please attach face sheet w/ patient demographics & insurance info**

Practice Name: _______________________________________________     Fax: ______________________________________________ 

Office Address: _______________________________________________     Email: ____________________________________________ 

Phone: ______________________________________________________     Preferred Method of Contact?  M Phone  M Fax  M Email 

Contact Person: ______________________________________________

Physician Name: ______________________________ NPI#: ___________________ Phone: (_______)_______-__________ Ext. _______

Physician Signature: _________________________________ Date: ______ /______ /_________  License: __________________
I certify that the above products are medically necessary and that the information provided is accurate to the best of my knowledge. By signing, I acknowledge that I have obtained the 
patient’s authorization to release the above information and other medical information that may be disclosed. I certify that my decision to prescribe this recommended product was solely 
based on my determination of medical necessity set forth herein. This document may serve as a confirmation of a verbal order and is also recorded in the patient’s record.

PATIENT INFORMATION

PATIENT INFORMATION

Secondary Diagnosis (Required*)
ICD-10 Code: ___________________________________
*Diagnosis must reinforce medical necessity and justification of nutritional products.

DIAGNOSIS

©2024 CHC Solutions, Inc. All Rights Reserved. 1105-031524

Order Date: _____/______/______ 

Height:_____________    Weight:___________  

Primary Diagnosis (Required)
ICD-10 Code: _______________________________

Patient Name: _____________________________________________     DOB: ______ /______ /_________     Gender: M Male  M Female     

Language Pref.: M English  M Spanish  M Other: __________________    

DIETITIAN HISTORY

**Please attach food logs, lab work, clinical notes and/or any other relevant documentation**

3 Months Ago

6 Months Ago

9 Months Ago

Today

Height:_____________    Weight:___________

Body Mass Index (BMI):_______________ Albumin:___________________________

NUTRITIONAL HISTORY
Please list other formulas trialed:

Additional information or mixing instructions: 

Has the patient been referred to a dietitian/nutritionist? M  Yes M  No

If yes, what is the name of dietitian/nutritionist? _________________________________________________________________
Product(s)

Emergency Contact Name/Phone Number: __________________________________________________________________________     

No. of Refills:       6 months       12 Months       Other: ___________

Height:_____________    Weight:___________  

Height:_____________    Weight:___________

Call 1.800.220.5262  or visit www.chcsolutions.com for additional information.

FAX: 1.877.299.7606 
EMAIL: nutriorders@chcsolutions.com

PEDIATRIC/INFANT ORAL NUTRITION ORDER FORM

OK to substitute with equivalent product: M Yes M No

What were the results of these attempts? 

Volume: ________  Containers    Scoops    mL Frequency:  1x/day  2x/day  3x/day  4x/day  Other:_______

 Boost Kid Essentials: Vanilla  Chocolate  Strawberry
 Boost Kid Essentials 1.5: Vanilla  Chocolate  Strawberry
 Boost Kid Essentials 1.5 w/ Fiber (Vanilla)
 Nutren Jr. (Vanilla)
 Nutren Jr. w/ Fiber (Vanilla)
 Peptamen Junior: Vanilla  Strawberry
 Peptamen Junior w/ Fiber (Vanilla)
 Peptamen Junior 1.5 (Vanilla)
 Compleat Pediatric Standard 1.0 (Vanilla)
 Compleat Pediatric Standard 1.4 (Vanilla)
 Compleat Pediatric Peptide 1.0 (Vegetable & Fruit Medley)
 Compleat Pediatric Peptide 1.5 (Vegetable & Fruit Medley)
 Pediasure Grow & Gain: Vanilla  Chocolate  Strawberry
 Pediasure Grow & Gain w/Fiber (Vanilla)
 Pediasure 1.5 Cal (Vanilla)
 Pediasure 1.5 Cal w/Fiber (Vanilla)

Pediatric
Puramino Jr.: Unflavored  Vanilla
Alfamino Jr.: Unflavored Vanilla

Infant
Enfamil NeuroPro Enfacare (Unflavored)
Enfamil Infant (Unflavored)
Enfamil NeuroPro Infant (Unflavored)
Enfamil Gentlease (Unflavored)
Enfamil Nutramigen (Unflavored)
Puramino (Unflavored)
Nestle Extensive HA (Unflavored)
Alfamino Infant (Unflavored)

Modular
Benecalorie (Unflavored)
MCT Oil (Unflavored)
Liquacel: Grape  Peach Mango  Watermelon


	Untitled

	Patient Name: 
	DOB: 
	undefined: 
	undefined_2: 
	Language PrefM English M Spanish  M Other: 
	undefined_3: 
	ICD10 Code: 
	Height: 
	Weight: 
	Body Mass Index BMI: 
	Height_2: 
	Weight_2: 
	Height_3: 
	Weight_3: 
	Height_4: 
	Weight_4: 
	Albumin: 
	If yes what is the name of dietitiannutritionist: 
	undefined_4: 
	undefined_5: 
	undefined_6: 
	undefined_7: 
	Practice Name: 
	Fax: 
	Office Address: 
	Email: 
	Phone: 
	Contact Person: 
	Physician Name: 
	NPI: 
	Phone_2: 
	undefined_8: 
	undefined_9: 
	Ext: 
	Date: 
	undefined_10: 
	undefined_11: 
	License: 
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box46: Off
	Check Box47: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Text9: 
	Text81: 
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Goal Weight: 
	Check Box1: Off
	Check Box2: Off
	Text3: 
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box39: Off
	Check Box43: Off
	Text1: 
	Text2: 
	Check Box49: Off
	Check Box53: Off
	Check Box57: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box17: Off
	Check Box18: Off
	Check Box20: Off
	Check Box21: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box37: Off
	Check Box38: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box44: Off
	Check Box45: Off
	Check Box48: Off
	Check Box50: Off
	Check Box51: Off
	Check Box54: Off
	Check Box55: Off
	Check Box58: Off
	Check Box59: Off
	Check Box61: Off
	Check Box66: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box16: Off
	Check Box19: Off
	Check Box22: Off
	Check Box23: Off


