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“DEAR PROVIDER” LETTER


[PROVIDERNAME]
[ADDRESS LINE 1]
[ADDRESS LINE 2]

[DATE]

RE: [PATIENT’S NAME]


Dear[PROVIDER’S NAME],

I recently saw [PATIENT’S NAME] for an obesity management/treatmentevaluation.As you may recall, [PATIENT’S NAME] is a [AGE]-year-old [FEMALE/MALE]. [HE/SHE]visited my officeseeking treatment for obesity. [HIS/HER] motivations for seeking treatment include: 
· [LIST REASONS FOR SEEKING TREATMENT]

As you are aware, [PATIENT’S NAME] has [LIST RELEVANT MEDICAL CONDITIONS. IF NONE, REMOVE THIS PARAGRAPH] as a result of [HIS/HER] obesity.

I conducted a physical evaluation and found [LIST ANY RELEVANT PHYSICAL FINDINGS]. 
[bookmark: _GoBack][HIS/HER] body mass index (BMI) is _______, body fat percentage is _______, waist circumference is _______, and current weight is _______. Our evaluation includes a review of current medications to identify medications known to cause weight gain. I found that [PATIENT’S NAME] is taking [NAME OF WEIGHT-POSITIVE MEDICATION(S)] and wanted to discuss with you the possibility of switching [HIM/HER] to a medication that does not promote weight gain.

After conducting the physical evaluation, I discussed with [PATIENT’S NAME] nutritional, behavioral, and physical activity recommendations. We also discussed the possibility of medication (and/or surgery) to support the treatment of obesity in our program.

After discussion with [PATIENT’S NAME], the decision was made to begin [INSERT EATING PLAN, PHYSICAL ACTIVITY PLAN, AND ANY MEDICATIONS THAT HAVE BEEN STARTED].

Please contact me with any questions you have about the treatment plan. Thank you for the opportunity to participate in the care of your patient. 


Sincerely,

[YOUR NAME]
[YOUR JOB TITLE]
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