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HCP referral Level 2 Weight Management Service

	Please note, this referral form is for the Level 2 Weight Management Service only. 
Incomplete referrals will be returned, to prevent delays please ensure all boxes are completed.

	Title 
	Mr/Mrs /Miss Ms other (please state)
	Patient’s Name
	

	Address
	
	DOB
	
	NHS No
	

	
	
	WPAS no
	
	WCCIS ID
	

	
	
	GP Name &
address
	

	Postcode
	
	GP Tel No
	

	Daytime Phone No:
	
	Gender
	Male ☐
	Female ☐
	Other:
	Prefer not to say ☐

	Mobile Phone No:
	
	Consent to leave voicemail?  
	Yes  ☐
	No  ☐

	Patient’s email address:
	
	Consent to email?
	Yes  ☐
	No  ☐

	Has this referral been discussed with the patient?
	Yes  ☐
	No ☐
	CONSENT to this referral?
	Yes ☐
	No  ☐

	Reason for referral into the Level 2 Weight Management Service

	

	Current Weight
	Weight History
	Height
	BMI

	
	
	
	

	Previous weight management intervention ( i.e. have they attended any community weight groups?)

	

	Medical history ( i.e. co-morbidities, medications, any history of eating disorders) 

	


	Referring name
	
	Signature
	

	Job Title
	
	Address
	

	Date of Referral
	
	Tel No or email
	

	PLEASE SEND COMPLETED REFERRALS TO Therapies.Hub.Pow@wales.nhs.uk
 (MARKED FAO L2 Weight Management Service)

	DIETETIC ADMIN USE ONLY

	Date & Signature received
	
	Entered on WPAS
	

	
	Entered on WCCIS
	



image1.png
7\
AV’

S
il

Bwrdd lechyd
Addysgu Powys

Powys Teaching
Health Board




