Medical Program Treatment Consent Form
Authorization for Examination and Treatment

Acknowledgement of Envision Weight Loss Center
Practice Focus
________

I understand that Dr. Krasner’s focus of care is exclusively medical weight
management and he will not address medical issues other than those associated
with the treatment of overweight and obesity.

________

I understand that I will be referred back to my primary care doctor to address any
matters that do not pertain to medical weight management.

________

I agree to notify my physicians that I am under the care of a bariatric physician to
assist me with weight management. In the event that it is necessary to adjust
medications, I will inform my doctors of what adjustments have been made.

________

I give Envision Weight Loss permission to communicate with my doctors for the
purpose of coordination of care.

________

I understand that insurance companies are now recognizing obesity as a medical
condition. However, not all insurances will pay for the treatment. I am responsible
for all fees inquired, for services rendered, by my insurance. I am also responsible
for payment of services at the time of each visit, if my insurance does not cover the
program.

________

I understand that all payments received are non-refundable.

________

I understand that if I am treated for weight loss with prescription appetite
suppressants I will only be given one month at a time and will need to be seen by
the physician for any additional refills.

________

I understand that there are no guarantees associated with my weight loss results.
Each individual’s needs are different and Envision Weight Loss will make every
effort to modify the program as needed to ensure results.

Please initial that you have read and understand each of the objectives
above.
Thank you.

Patient Commitment Form
Commitment

Involvement/Product

•
•
•
•
•
•
•
•

Appointment Policy

I, ____________________________, hereby understand that I am agreeing to weekly visits and
that my account will be charged to pay for the upcoming month in advance. If I miss any
appointments during that month, I will not be entitled to more time added to my month or
refund of the money paid. Envision Weight Loss will make every effort to allow me to change
appointments within the week; however, I understand that availability may be limited.
My responsibilities have been fully explained to me. I understand that in consideration of other
patients in the program and the physician, I will notify the office at least 24 hours in advance if
I need to change my appointment failure to comply may result in being dismissed from the
program. Although every effort is made to satisfy our patient’s time requirements, multiple
appointment slots for one patient are not available within the same week.

_________________________________
Patient Signature

______________________
Date

Consent For Release of Medical Records
Obesity and being overweight is often the cause of many co-morbid conditions such as
hypertension, hyperlipidemia, and type II diabetes. Studies have proven that a weight reduction
of even 10% of your body weight decreases the risks of these conditions dramatically. While
participating in our weight loss program, it is going to be very important that you work closely
with Dr. Krasner and your primary care physician for treatment of these co-morbid conditions.
If you are currently taking medications they will need to be adjusted as you lose weight. As
your weight loss provider, it is important that this office focus only on your weight loss needs.
We will not be treating you for any conditions other than weight loss at the time of your visit.
I understand that Dr. Krasner will not be treating me for any other condition that my
weight loss needs and will at times refer me back to my primary care physician. I
understand that is my responsibility to follow up with my doctor for any reduction in
medication and any new conditions that I feel are not related to my weight loss.
Furthermore, I give Dr. Krasner permission to share any of my medical weight loss
information with my current doctor. If at any time my physician changes, I will notify this
office of the change and ask that my records be updated accordingly.
___________________________________
Patient Signature

______________________
Date

_______________________________________________
Doctor’s Name
_______________________________________________
Address
_______________________________________________
City, State & Zip Code
_______________________________________________
Doctor’s Phone Number

