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Dear Patient

You have recently been discussing taking part in a scheme we are currently running with WeightWatchers – a 12-week weight management programme

It is very important that prior to taking part in the scheme you are committed to and confirm your intention to attend the 12 weekly sessions. Obviously there will be great demand from our patients for this help and support and it is our intention to only offer it to those who are determined to improve their lifestyle, eat more healthily and as a result, lose weight.

The attached registration form needs to be completed (ensuring that your GP/referring practitioner has also signed it) and returned to me at the above address.  Once I have received your completed form, I will forward your WeightWatchers pack including details on how to register with a meeting.

I hope you decide to go ahead with this opportunity and wish you good luck in your efforts to reduce your weight and follow a healthier lifestyle.

Yours sincerely

Debbie Mitchell

Health Improvement Co-ordinator (Adult Weight Management)
Community Health & Wellbeing Team
Swindon Borough Council
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Weight Watchers Referral Form

(FULL NAME) …………………………………………………………………………………. 

I commit to attend 12 weekly sessions of Weight Watchers, free of charge, and agree to follow their healthy eating/increased activity regime to reduce my current weight.  Following completion of 12 sessions I agree that Swindon Borough Council can contact me to review the progress I have made.

Patients Contact Tel No: ……………………………………
Date of Birth………………………
Address (inc postcode): ……………………………………………………………………………………………………………………………………………………………………………………………………………………

Patient Signature: …………………….………………Dated:……………………………………..
Patients registered Surgery:………………………………………………………………………..
Referrers Name:…………………………………….…….………Referrers Occupation:…….…….……….…..
Referrers Signature*  (must be signed for all referrals)

……………………………………………………
Dated:……..………………………………

*(In signing this form you confirm the patient meets the criteria necessary for referral onto Weight Watchers as outlined in the criteria document dated October 2010/revised February 2015)
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