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Dear Patient

You have recently been discussing taking part in one of our weight management referral programmes, Dietbusters, Weight Watchers or Slimming World.  

These programmes are extremely popular and there is always a great demand from our clients for help and support.  Therefore it is our intention to only enrol those who are determined to improve their lifestyle, eat more healthily, try and exercise more and as a result, lose weight.  

You will need a signed referral form from your GP/referring practitioner.  Once you have this, please telephone The Hub Team on (01793) 465513 to discuss your options and what happens next.  
We 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

Live Well Swindon 
Community Health & Wellbeing Team

Swindon Borough Council
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Adult Weight Management Referral Form
(FULL NAME) …………………………………………………..  I commit to attend 12 sessions of my chosen weight management group free of charge, and agree to follow their healthy eating / increased activity regime to help reduce my current weight.  Following completion of the course, I agree that Swindon Borough Council can contact me to review the progress I have made.
I would like to be referred to either: - (please tick appropriate box)


Dietbusters

Weight Watchers


Slimming World
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 the form you confirm the patient meets the criteria for Adult Weight Management referral as outlined in the criteria document revised December 2016
(In addition, for Dietbusters referrals (as exercise forms part of the session), please ensure the patient does not meet the following exclusion criteria)
Unstable angina
Resting SBP > 160mmHg or resting DBP >100mmHg

Uncontrolled tachycardia > 100bpm
Unstable or acute heart failure

Febrile illness, Dementia, Uncontrolled epilepsy or 

Any other medical condition sufficient to prevent exercise training
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