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PatieNt id LaBeL

Here

poMh diabetes education          
P: 231-935-8200  |  F: 231-935-8215
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diAbeteS diAgnoSiS icd-10 lAb eligibility

 type 1 diabetes ..................................................................................................... e10.9

 type 2 diabetes ..................................................................................................... e11.9

 gestational diabetes ........................................................................................ O24.419

 Pre-existing type 1 diabetes in pregnancy ...................................................... O24.019

 Pre-existing type 2 diabetes in pregnancy ...................................................... O24.119

 Pre-diabetes ....................................................................................................... r73.03

Diabetes self-management education/training (DSME/T) and medical nutrition therapy (MNT) are 

individual and complementary services to improve diabetes care. Both services can be ordered in the

same year. Research indicates MNT combined with DSME/T improves outcomes.

Medicare requires verification of diabetes diagnosis by
one of the following for type 1 and type 2 diabetes:

 FBg > 126 mg/dl on 2 tests:

FBg: ______________  and FBg: _____________

 2 hr Ogtt > 200 mg/dl on 2 tests:

2 hr Ogtt: _________ and 2 hr Ogtt: __________

 random Bg > 200 mg/dl with symptoms of

uncontrolled diabetes: random Bg: ____________

other labs:   See power chart

 Hgba1C: _______ %  date: ________________

diAbeteS Self-MAnAgeMent educAtion/trAining (dSMe/t) MedicAl nutritionAl therApy (Mnt)

Medicare coverage: 10 hours initial and 2 hours each year thereafter

the patient is to attend the following: 

 initial diabetes self-Management training (10 hours)    _____________ hours requested
Includes all ten content areas, as appropriate, based on assessment

 annual update (2 hours)   _____________ hours requested

Medicare requires signature of an MD or DO for MNT

 initial MNt

 3 hours      __________ hours

 annual follow-up

 2 hours   __________ hours

 additional reinforcement of nutrition in the

same calendar year per rd

 __________ hours requested

this patient cannot effectively participate in group instruction

because of the following special needs: 

 Physical  Language limitation  Cognitive impairment

 Hearing/Vision   Learning disability  Other: ________________________________

Additional Self-Management training request Specific inStructionS

 Pre-diabetes group (1 time class)

 diabetes Prevention Program as available (12 month program)

 gdM Class or   Pre-existing diabetes in Pregnancy Class

 additional insulin training (1:1) Complete Insulin Instruction Checklist, form #10934

 Pump assessment/start-up   Pump upgrade

 Pump w/ sensor training  sensor training

 Professional Continuous glucose Monitor

 injection therapy education GLP / Other: _________________________________________

 Kalkaska Medical associates dM Clinic

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________

____________________________________________________________________      ____________________________       ______________
PrOVider sigNature date tiMe

Provider’s Printed Name: ________________________________________________________________  NPi #:____________________________

Practice Name: _____________________________________   Phone #: ___________________________  Fax #: ___________________________

address: _______________________________________  City: ____________________  state: _______  Zip Code: ____________

Patient’s Legal Name: ___________________________________________________________________________________________________
Last First MiddLe

date of Birth: ________ /________ /___________  Phone #: _____________________________  Other Phone  #: _____________________________  

address: _______________________________________  City: ____________________  state: _______  Zip Code: ____________

email: _____________________________________________________________________________________________________

insurance: __________________________________________________________  Prior auth. #: ______________________________




