
 
REFERRAL FOR NUTRITION THERAPY 

Joey Mock, RD, LD / Phone:  803-629-8850 / Fax:  1-888-412-4664 
E-mail:  mock8@sc.rr.com 

Please complete and fax to the dietitian.   
 

PLEASE NOTE: Patient will be responsible for payment at time of service (cash and checks accepted).  Healthy 
Habitudes, LLC does NOT participate with health insurance however, if requested, documentation will be provided for 
patient to file with their health insurance or health savings account.  Reimbursement is not guaranteed.   
 
*Required Information 
 
*Patient’s Name:______________________________________*Date of Birth:_________________  
 
*Address:__________________________________________________________________________ 
 
*Phone Number to Contact: H)______________________ Other)___________________________ 
 
 
*Diagnosis (please include ICD-9 code):________________________________________________ 
 
Lab values-If available, please send any recent pertinent labs. 
 
Special Instructions for 
Patient:____________________________________________________________________________ 
 
__________________________________________________________________________________ 
 
*Referring Physician Name (please print):_______________________________________________ 

*Referring Physician Signature:_______________________________________________________ 

*Physician Phone/Ext:_______________________________________________________________ 
 

Thank you for your referral. 
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