
RESET Weight Management Program 
Physician Referral Form 

Restore Health • Empower Change • Sustain Success • Educate Patients • Transform Lives 

Patient Details 

Patient Name:  

Date of Birth:  

Telephone:  

 

Relevant Medical History (optional) 

☐ Type 2 Diabetes 
 

☐ Obstructive Sleep Apnoea 

☐ Prediabetes 
 

☐ Fatty Liver Disease 

☐ Hypertension 
 

☐ Osteoarthritis 

☐ Dyslipidaemia 
 

☐ Polycystic Ovary Syndrome (PCOS) 

☐ Cardiovascular Disease ☐ Other: ___________________________ 

 

Referral 

☐  Please assess this patient for the RESET Weight Management Program (typically BMI ≥30 kg/m², or 
BMI ≥27 kg/m² with obesity-related medical conditions). 
The RESET team will contact the patient, complete a comprehensive assessment and determine the 
most appropriate treatment pathway. 

Referring Clinician 

Clinician Name:  

Clinic:  

Signature:  

Date:  

 
Thank you for your referral. 

For Clinic Use Only 

Identified by (Intake Staff): ________________________ Staff Code: _____________BMI: ______ kg/m² 


