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Adult weight Mcnogement Progrqmme Referrqf Fornr - ?ot3

Patient Surname: NHI: Note: \A
patientsGiven Names: DOB:

Address: GP:
Contact phone numbers:

Reason for referral:

Note: We do not accept
patients who are currently
pregnant or lactating or

than 18 y/o.

BMI: I-l or Weightt l-l & Height: l-l
Type 2 diabetes treated with

lJ diet [] orat meds []insulin

Year of diagnoeie of type 2 diabetes NB: Must be withln pael5 years

What was the tast HtsAlc?_ Date;_

Please indicate if your patient also has any of the foltowing illnessee:
[] obstructive sleep Apnoea or obesity Hypoventilation syndrome
[] lschaemic Heqrt Disease
[] Congestive Heart Failure
[] Cerebral Vascular Event
[] Hypertension
[] Dyslipidaemia lf so, what was the last fasting tipid profile?

TG:
[] Renal Insufficienry lf so, whaGTiE last seruir cr inine?
[] Liver Failure lf so, what was the last serum?

AST/ALT: / GGT: AIk Phos: Tot. BiIi:

u Pcos
[] Gout

[] Osteoarthritis that stgnificantly limits physical activity
[] Depression

[] Eating Disorder
[] Binge [] Bulimia Other

ls your patient required to lose weight to undergo surgery? []yes [l No
lf yes, for what typo of surgery?

Please commont on any other medical iilness:

P.T.O
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Aduft weight Monogement Progromnre Referrol Forrn

Other comments:

Print Referrer/GP Signature Date
Name & Practice Address

m
L]

m pLEASE cHEcK THAT ALL pATIENT coNTAcr tNFoRMATtoN
IS UP TO DATE AND CORRECT

PATIENT IS SUITABLE FOR A GROUP ENVIRONMENT

PATIENT IS AWARE AND AGREES WITH REFERR,AL
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