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A253 –Shaughnessy Bldg
4500 Oak Street    Vancouver, BC V6H 3N1
Phone: 604-875-2345 ext. 5984
Fax: 604-875-2388

DATE______________________

PHYSICIAN REFERRAL FORM

Please print clearly

Child’s Name: _________________________________________________________________
                               (last name)

                                        (first name)
Child’s Age: ___________   DOB: (yyyy/mm/dd): ______________________________________
Parent/Guardian’s names:  _______________________________________________________________________________
mother

(last name)

         (first name)

                             
____________________________________________________


                             father

(last name)

           (first name)
______________________________________________________


                             other (please state relationship)
Address:_________________________________   Tel: (home)_______________________
________________________________________    (work/cell):_______________________
________________________________________    PHN: ___________________________
Reason for Referral:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current Weight_____________Current Height_________________BMI_________

Current Blood Pressure______________

1.  Growth History  - please attach any growth charts if available
	
	Date
	Height (in/cm)
	Weight (lbs/kgs)

	1. 
	
	
	

	2. 
	
	
	

	3. 
	
	
	

	4. 
	
	
	

	5. 
	
	
	

	6. 
	
	
	


2. Medical/Psychiatric  History (please attach any relevant bloodwork)
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. Family History

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
4. Appropriateness for the Shapedown Program

A lengthy wait list has necessitated more extensive screening in order to assess and prioritize referrals. Briefly, the Shapedown BC Program offers a family-based intervention that addresses the biological, psychological, social, and/or familial factors understood to contribute to childhood obesity. Entry into the program is considered not only along medical parameters, but the following must also be met:

Participation requires that the patient and both parents attend* and be:
(1) motivated and ready to make change, 
(2) prepared to attend ongoing sessions,
(3) willing and able to complete homework assignments regularly. 
* at least one primary caregiver may attend under special circumstances
5. Please help us to assess whether this patient and their family are suitable for the Shapedown BC program by completing the following questions.
· How motivated is this child to participate in Shapedown?

( Very motivated     ( Somewhat motivated     ( Not at all motivated     

· How motivated are the primary caregiver(s) to participate in Shapedown?

( Very motivated     ( Somewhat motivated     ( Not at all motivated     

· Please describe current family functioning:

( Generally cohesive/harmonious    
( Somewhat conflictual    
( Somewhat  disengaged


( Highly dysfunctional  (Please describe – e.g., highly conflictual, enmeshed, chaotic, disengaged): ____________________________________________________________________________________
· Are there issues that might impede this child’s ability to benefit from psychoeducational intervention (e.g., learning/cognitive difficulties, behavioural problems, social-emotional or psychiatric concerns)?
( No     ( Yes (Please describe): ________________________________________________________
· Are there any other significant stressors affecting this child/family (e.g., recent family separation, parental psychopathology, severe interparental conflict)?  

( No     ( Yes (Please describe): _____________________________________________________
· The program is currently available in English only. Is at least one parent/caregiver able to:

Speak and understand spoken English in a discussion-based group setting?  
( No     ( Yes

Read and understand a 25- to 35-page workbook chapter each week?

( No     ( Yes
Complete written activities in a workbook?




( No     ( Yes
6.  Additional Comments - We value any further insight you may have into this patient’s weight problem.
__________________________________________________________________________________________________________________________________________________
_________________________________________________________________________
After reviewing the information gathered here, our team will determine this patient’s eligibility for placement on our waitlist. 
Referring physician: ________________________________________________________




(Name)                                                                          (Practitioner Number)

____________________________________________________________________________

(Address)                                                                                                                 (Phone number)

Specialty_____________________________________
Please fax to:  ATTENTION: Centre for Healthy Weights  604-875-2388
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