Danny Covarrubias MS, RD
Pilot Program Dietitian

(323) 845-1800 Ext. 229
dcovarrubias@angelfood.org

How to Fill Out an
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Application

If you require assistance filling out the application, please
reach out to Nutrition Services at Project Angel Food:
(323) 845-1800 ext. 212 (Katelyn) or ext. 229 (Yoolim)

Patients should be
permanently
housed in order to
ensure delivery
and freezer space.

The diet
order is
helpful for
patient
education.
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Directions for Submission
1. Imdividual must be referred by caze manager, social worker or health care professional [MD, NP, P&, LVN,
RN, LSW, CM, CHW, or Eharm.p.}
2. Faxcompleted application to HIPAA compliant fax 323-845-1811
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Can be referred
by any health
care
professional.

The curriculum
is in English or
Spanish only.

H&P and labs are
essential in
determining if our
diet can meet the
patient’s needs and
to rule out
contraindicated
conditions.
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ICD-10 codes 150.8
and 150.9. are not
eligible for this
program.

Please choose
another more
specific code that is
accurate for patient.

The patient
needs to be
aware that this
program requires
four educational
visits with a
dietitian, two of
which are in-
person. The
patient will need
to make
themselves
available for
these visits in
order to stay on
the program.
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secton 3: Eligikility Information

The entire MediCal
number is needed to
check eligibility.
Coverage needs to be
continuous for the past
12 months (i.e. no

gaps).

o Adhering to
protocol requires
patients to
primarily only
eat food the
program
provides.

» A CHF
exacerbation

event needs to
have occurred in
the last 12
months.
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| 2uthorize my medics| provider) refernng party o release informaticn sbout my mediczl condition @ Projpd Angel Food asa
necessary part of my medial restment, and prevention of complications.

Patient Consent to Release Information

Patient Nams: Date of Birth: _____ S/
Medical Subscriber 2 active for a3t least 12 months ¥ N Phone:
Fati=nt Address: City: Zip:
PaTIENT Signaturs: Dats:_ f_  f_

Consentimiento del Paciente para Divulgar Informacion

Autorizoa mi proveedor médico / pare remizente 3 divulgarinformagion sob re mi afecddn médic 3 Projec Angel Foed como
parte necesana de mi tremiento médico y prevendon de complicadones.

lzmes = D3R Fssha de ragimisnte: / !
In order to
release sensitive niimero ds Medicy AT SwEmE 3 MEnss 12 masss ¥ N tslfono,
health Domicilio: Ciudad: fodiEn

information, a _
patient signature rm: R/
is required. If the

patient is “
. If unzkble to collect written coensent. sign below to confirm verbal censent before submitting health records:
discharged before

a signature is
acquired, verbal Signaturs & Title of Refarring Hasknoars Worker Cats
consent from the
patient and a

witness signature

signaturs & Title of Witness [client family, friznd, or healthcare waorksr] Cats
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