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186 E 76th Street, 1st Floor, New York, NY 10021
     Phone: 212-434-3285   Fax: 212-434-3289 
PHYSICIAN SUPERVISED

Weight Loss History 
COMPLETE ONE FORM FOR EACH MONTH FOR ____ CONSECUTIVE MONTHS
INSURANCE APPROVAL:  
This is a requirement from your patient’s insurance company.  These records will expedite case review.  Please complete carefully.
Patient  ______________________
DOB
   ______ / ______/ ______

Date of Visit       ______ / ______/ ______

Month ____ of ____
Current Weight  ___________

I am directly supervising the above patient. Listed below are the specific aspects of the supervised weight loss efforts.

B/P:_____ / _____  P: _______ Wt: ______

Type of Diet:

Caloric Restriction:

Specific Type of Exercise:



Frequency:

Duration:

Physical Limitations to prevent exercise if any:


Pharmacotherapy:

Behavior Modifications:

Comments:

If you have any questions please contact me at:

DR. __________________

______________________
________


Please print name



Signature


   Date


Address:

Phone:
Please visit our website www.nycbariatrics.com for more information.
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