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Calgary Weight Management Centre Referral Form
Patient Information

	Patient Name:
	PATIENT LABEL

	Street Address:
	

	City, Province
	

	Postal Code
	

	Contact #:
	

	DOB:
	

	PHN:
	


Medical Information

	Weight:
	
	(kg  (lb
	Body Mass Index (BMI):
	

	Height:
	
	(m  (ft/in
	Waist Circumference:
	


Medical History: (please check all that apply)
	( Diabetes
	( IBD
	( Osteoarthritis
	( Other:____________________


	( Hypertension
	( Celiac Disease
	( Other MSK Pain
	

	( Dyslipidemia
	( Kidney Disease
	( Obstructive Sleep Apnea
	( Other: ____________________


	( Metabollic Syndrome
	( Abnormal menses
	( Depression/Anxiety
	

	( Steatosis/Steatohepatitis
	( Infertility
	( Eating disorder
	( Other: ____________________


	( Gallbladder disease
	( PCOS
	( ADHD
	

	( Reflux
	( Gout
	( Substance abuse
	( Other: ____________________


Requested Intervention (optional)
· Psychological Assessment and Behaviour Modification Therapy

· Dietary Assessment and Nutrition Intervention

· Fitness Assessment and Physical Activity Intervention

· General Education  - nutrition, emotional eating, stress management
Additional Information/Comments:
Referring Clinician
	Clinician  Name:
	
	 CLINICIAN STAMP

	Phone:
	
	

	Fax:
	
	

	Prac. ID #/Rgst. #
	
	


Family Physician (if different from referring physician)
	Physician  Name:
	

	Phone:
	



PLEASE FAX REFERRAL TO: 	403.457.2960


We will contact the patient directly.





Signature: _________________________





Date: _________________________








