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Please FAX form back to: 317-221-3150

Prevent. Promote. Protect.

SM

Dietitian Services: Our team of registered dietitians can provide medical nutrition therapy to patients who do not otherwise have access to
nutrition therapy due to cost or insurance coverage. We do not provide clinical nutrition care which falls outside the scope of a public health
dietitian including tube feedings, type 1 diabetes management, and chronic kidney disease, etc.

Infant Feeding Safety Net (IFSnet)
Lactation Services: Many of our registered dietitians are also certified lactation specialists and can provide breastfeeding support, educa-
tion, and weight/ infant feeding monitoring.

Formula Access: We can supply families with an emergency supply of infant formula. Note, the Infant Feeding Safety Net is only available
Monday- Friday. We can provide a short-term supply of emergency infant formula. We will also ensure that a long-term infant feeding plan is
established and monitor infant growth if needed.

HOSPITAL/CLINIC MEDICAL RECORD#:

Patient’s name: Sex DOB / /
Address: City: State: Zip code:

Phone : Preferred Language

Patient’s Medical Provider: Phone:

IF PATIENT IS UNDER 18: Parent/Guardian: DOB / /
Referral From (please print) : Agency: Phone:

Preferred Contact Method: (1 fax (. Epic message (1 phone (1 other

Name: Contact information:

Reason for referral: [ Dietitian Consult (1 Infant Feeding Safety Net

Referring provider notes:

Please attach pertinent information -such as, but not limited to: Dx related labs, progress/ provider notes, medications, diet, weight hx, vital signs, etc.

Name of person making the referral: Date:

Thanks for the referral, we will respond to this referral with our findings, report, and recommendations once we have seen the patient.

Dietitian/CLS Referral is not intended for an emergency response
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