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HealthFirst is a no-fee chronic disease management program run by Community Health Workers
and Advanced Practice Clinicians who partner with patients (adult and pediatric) to educate and
empower them to self-manage their chronic diseases.

We offer a 4-week Nutrition Course that concentrates on basic principles of nutrition and
exercise, run by our Community Health Workers.

The HealthFirst team assists patients with barrier identification, action planning and goal setting,
and self-management of chronic-disease-related treatment regimens. We do not manage
medications or order labs.

Reason for Referral (Check all that apply):
[ ] Diabetes Mellitus 2

[ ] Prediabetes

[_] Hypertension

[] Hyperlipidemia

[ ] Asthma

[ ] copD

[ ] Non-Alcoholic Fatty Liver Disease
[] Obesity

[ ] Nutrition Class

[] Other:

Additional Comments:

Please ALWAYS INCLUDE with referral form:
Patient Demographics

Patient’s PCP

Referring Provider Name
Referring Provider Signature
Phone FAX
Address




