
姚丹琳註冊營養師

DIETITIAN REFERRAL FORM

Please complete this form and give it to your patient, or fax to 
2522-1995.

Date:  ________________        Referrer:  _____________________

Patient Name:  ___________________________

Date of Birth:    _______________   Gender: O Male  O Female

Carer's Name (if applicable):   _______________________________ 

Telephone Number: Contact 1:   ____________________

Contact 2:   ____________________

Address: ___________________________________________

     ___________________________________________

Reason for Referral (please tick appropriately):
O Diabetes    O Malnutrition           O Overweight

O Food allergy    O Hypertension           O Anemia

O Hyperlipidemia    O Gastrointestinal Disorder

Others: ____________________________________________

Dr's Signature or Clinic Chop:  ____________________________

Private Dietitian, Room 809B, 8/F Crawford House. 70 Queen's  Road 
Central. Hong Kong. Tel: 2522-3390 www.privatedietitian.com
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