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Physician Referral Form- Nutrition Therapy and Weight Management
Please complete the General Information section of the form and give it to your physician. Ask your physician to fax the completed form to Shohre Zahedi at 858-755-2292.

General Information-completed by patient
Name________________________________________ Date______________________

Address_________________________________________________________________

________________________________________________________________________

Age________________________________ DOB_______________________________

Phone Number (H) ____________________________ (W) _______________________
Completed by physician or designee
□ Referral for Weight Management Intervention and Nutrition Therapy

□ Clearance to participate in moderate physical activity without restrictions

□ Clearance to participate in moderate physical activity with restrictions: _____________

________________________________________________________________________

Physical Measurements and Lab Results:
	DATE
	
	
	
	

	Height
	
	
	
	

	Weight
	
	
	
	

	Blood Pressure
	
	
	
	

	Fasting Blood Glucose
	
	
	
	

	Total Cholesterol
	
	
	
	

	LDL-Cholesterol
	
	
	
	

	HDL-Cholesterol
	
	
	
	

	Triglycerides
	
	
	
	


Other lab data, if available:

Thyroid Panel Results______________________________________ Date___________

Insulin Level_____________________________________________ Date____________
Medical History:
	CONDITION
	YES
	NO
	COMMENTS

	High blood pressure 
	
	
	

	Hyperlipidemia
	
	
	

	Cardiovascular disease
	
	
	

	Type 2 diabetes 
	
	
	

	Metabolic syndrome
	
	
	

	Sleep apnea
	
	
	

	Asthma
	
	
	

	Arthritis
	
	
	

	CONDITION
	YES
	NO
	COMMENTS

	Amenorrhea or oligomenorrhea
	
	
	

	Thyroid condition 
	
	
	

	GI disorders
	
	
	

	Gall bladder disease
	
	
	

	Renal disease
	
	
	

	Liver disease
	
	
	

	Cancer
	
	
	

	Other:
	
	
	


Psychosocial Assessment:
	
	YES
	NO
	COMMENTS

	History of depression
	
	
	

	Low self-esteem
	
	
	

	Family problems
	
	
	

	Eating disorder
	
	
	

	Concern with weight
	
	
	

	Readiness for behavior changes needed for weight management:



	Potential barriers to changes:




Medications:

________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Physician Signature





Date
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