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Weight Management Referral
 



	Patient Name: 

	



	Current Address: 



	

	Email Address:

	



	Date of Birth:

	
	NHS Number:
	



	GP Name and Address:



	



	Weight:

	
	Height:
	
	BMI:
	



	Past Medical History:







	Medication:







	Does the individual have any additional health concerns for which they are involved in specialist services? e.g. pain management services, sleep clinic 

	Yes  ☐        No  ☐


	If yes, please confirm which service(s)



	Is the individual engaged with any services to support their mental health?  e.g. Primary Care Mental Health Services or a CMHT

	Yes  ☐        No  ☐


	If yes, please confirm which service(s)
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	Has the individual attended a weight management service in the last
six months?

	Yes  ☐        No  ☐


	If yes, please confirm where




	Does the individual have a history of and/or an active eating disorder?

	Yes  ☐        No  ☐


	If yes, is there any purging behaviour at present?

	Yes  ☐        No  ☐




	Reason for referral to Weight Management:








	Additional Information:








	Patient consented to referral      ☐

	
	Hospital Number (if known)
	 


   
	Name, job title and address of referrer:

	

	Signature of Referrer:

	

	Date:

	



Please password protect your completed form and return by email to:
☐   	For Level 3 Weight Management (BMI>45): BCU.AdultSpWeightMgmt@wales.nhs.uk 
☐   	For Level 2 Weight Management (BMI<45): BCU.DieteticsAdultWeightMgt@wales.nhs.uk
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