
Hypertension   
  Sleep Apnea

 Liver Diseas Hx of DVT/PE Kidney Disease   Gastrointestinal Disease

□ □  es: ount __________________________   Date Quit _________________

□  No      □  Yes:  Amount/Freq __________________________   Date Quit  _________________

□  No      □  Yes:  Amount/Freq __________________________   Date Quit  _________________

Yes       No      

*If referring for bariatric surgery, by signing this form, I, as the patient’s physician, am recommending Bariatric 
Surgery and am indicating that the patient is medically cleared for surgery.

Referral Form
1.

Date of Birth: __________________________________

Email: ___________________________________________

Referral For:     □ Medical Weight Loss         □ Bariatric Surgery   □ Other ________________________

2.


