Western Bariatric Institute

645 North Arlington Avenue, Suite 525

Reno, NV 89503

DATE:
RE: ___________________________________________DOB:___________________
SUBJECT: Weight Loss Surgery
To Whom It May Concern:

I am recommending that ______________________________ be considered for the following surgical procedure:



_______ Gastric Band (Lap Band®)



_______ Gastric Bypass



_______ Vertical Sleeve Gastrectomy



_______ Any of the above

I feel that ______________________________ is a good surgical candidate and is highly motivated for this procedure.  The patient has tried multiple other weight loss strategies without significant long-term success.  

Please be aware that my patient suffers from the following co-morbidities associated with obesity:

     ________________________________
________________________________
     ________________________________
________________________________

I will be supporting this patient for this procedure and will be available as a partner with you in the follow-up care after surgery.

Sincerely,

