Healthy Albertans.
Healthy Communities.
Together.

Registered Dietitian:

Dept., Service, or Program:
Site:

Address:

Pharmacy:

f:

Re:
Client:
DOB:

Client Identification Number (B-Number):

This letter is a recommendation to request funding support through Non-Insured Health
Benefits (NIHB) for oral nutrition supplements. Based on my nutrition assessment, | am
recommending the following nutrition supplement:

Sincerely,

Registered Dietitian, #

I.I Alberta Health
B Services



	Date_af_date: 
	Client's Name: 
	Client's Date of Birth_af_date: 
	e: 
	g: 
	 1-2 bottles of Ensure nutrition drink daily by mouth x 12 months: 


	Pharmacy's Name: 
	B-Number: 
	Pharmacy's Fax Number: 
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	RD's phone number: 
	CDA #: 


