
Suite 11 Floor 2, Chermside Medical Complex

956 Gympie Road  CHERMSIDE  Q 4032

p. 1300 INTENSIV (1300 468 367)  f. 07 3256 3516  

e. bookings@intensivweightloss.com

www.intensivweightloss.com

•	 Intensive 
preoperative 
weight loss

•	 Close medical 
supervision

•	 Customised 
program for 
each patient

•	 Weight loss 
with defined 
end point

•	 Reduced 
complications 
during and 
after surgery

For all 
appointments, 
please call:

1300 INTENSIV
(1300 468 367)

Patient details

Surname: ................................................................................................................... First name: ...........................................................................................................

Address: ............................................................................................................................................................................................................................................................

Phone: ........................................................................................................................ Date of birth: ......................................................................................................

Medical history

Proposed surgery: .........................................................................................................................................................................................................................................

..............................................................................................................................................................................................................................................................................

..............................................................................................................................................................................................................................................................................

Indication for surgery: .................................................................................................................................................................................................................................

..............................................................................................................................................................................................................................................................................

..............................................................................................................................................................................................................................................................................

Referring Doctor: ................................................................................................................................................................  Date: ...........................................................

Provider number: ................................................................................................... Doctor’s signature: ...........................................................................................
(Please use stamp)

Disclaimer: Putem illute commod tincilissis euguerit velis del ullandrem nonsed min ulluptatum dolorerosto commy nisl ipit ad tin hendignim inciduis num at. Dui exeril etue te ver si 
blaorperat dunt alit, velit iusciduisi blandit alis et vercipit lorem er susto el el ipis ea at, quis nonsed molum ilissi.


