

National Diabetes Prevention Program
PARTICIPANT REGISTRATION
	First Name:   
	MI:
	Last Name: 

	Home Address: 

	City: 
	State: 
	Zip: 

	Home Phone: 
	Cell Phone: 

	Email:
	Date of Birth: _____ /_____ /__________
	Age:

	Ethnicity (check one):     ( Hispanic or Latino          ( Not Hispanic or Latino          

	Race (check all that apply):              ( American Indian or Alaska Native                         (  Asian

(  Black or African American          (  Native Hawaiian or Other Pacific Islander          (  White

	Gender:    (  Male     (  Female
	Height (in inches):
	Weight:

	Do you have health insurance?   ( Yes    ( No    If so, what kind? _______________________________________________

	I authorize:

1. The release of my medical information (including but not limited to: Fasting Plasma Glucose, 2-hour Plasma Glucose, A1C, Gestational Diabetes, BMI) to the Diabetes Prevention Team of East Central Michigan.

2. The CDC Lifestyle Coach to inform my provider about my participation in the National Diabetes Prevention Program.

Signature:__________________________________________________________________ Date:___________________________


PHYSICIAN REFERRAL
This is a recommendation for the adult patient named above to participate in the National Diabetes Prevention Program, a lifestyle change program recognized by the Centers for Disease Control and Prevention.
Please check patient eligibility criteria below:

   18 years or older

   BMI ( 24 kg/[image: image2.png]


 (( 22 if Asian)
   Previous Diagnosis of Gestational Diabetes (GDM) (may be self-reported)
   At Risk for Diabetes based on (check one or more below)

   Fasting blood glucose (range 100-125 mg/dl)


   2 – Hour glucose (range 140-199 mg/dl)
 

   HbA1c (range 5.7-6.4) 
Health Care Provider Information:
Signature: ______________________________________________________ Date: __________________________

Print Name: _____________________________________________________ Phone: _________________________

Address: ________________________________________________________ Fax: ___________________________
NOTE:  Please make a copy of this completed form and provide to the patient for follow up OR return (by fax) to the local program listed below most conveniently accessible to your patient.

The National Kidney Foundation of Michigan
411 East Third St.  
Flint, MI 48503

(810) 232-0522 (phone) 

(810) 232-0533 (fax)

preventdiabetes@nkfm.org
Michigan State University Extension
605 N. Saginaw St. Suite 1A

Flint, MI 48502
(810) 244-8523 (phone)

(810) 341-1729 (fax)

newkirk@anr.msu.edu
Hurley Diabetes Center

2700 Robert T. Longway Blvd. Suite G 

Flint, MI 48503
(810) 262-2310 (phone)

(810) 235-2974 (fax)

PreventDiabetes@hurleymc.com

Place Your Logo Here





Diagnosed with Type I or Type II Diabetes


Note: If A1c is >6.5 or has previous diagnosis of diabetes, patient is not eligible for the Diabetes Prevention Program.  Please refer to the Hurley Diabetes Center Program below.
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STAFF ONLY:   CLASS START DATE ________________________ CLASS LOCATION _____________________________












