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Patient
 
Commitment

 
Form

 

Commitment

 

Realizing
 
that

 
losing

 
weight

 
will

 
require

 
a
 
great

 
deal

 
of

 
time

 
and

 
effort

 
on

 
my

 
part,

 
I
 

_________________________
 
_____________________

 
wish

 
to

 
participate

 
in

 
the

 
Medical

 
VLCD

 

Program,
 
a
 
medically

 
monitored

 
program

 
for

 
weight

 
loss

 
and

 
weight

 
management

 
of

 
my

 
health

 
I
 
must

 

maintain
 
my

 
weight

 
loss

 
once

 
I
 
reach

 
my

 
goal.

 
Therefore,

 
I
 
am

 
making

 
the

 
commitment

 
to

 
understand

 

and
 
practice

 
the

 
lifestyle

 
changes

 
presented

 
in

 
this

 
program.

 
If

 
I
 
find

 
myself

 
having

 
difficulty,

 
I
 
will

 
not

 

hesitate
 
to

 
contact

 
__________________________

 
for

 
assistance.

 

Involvement/Product

 

I
 
agree

 
to

 
adhere

 
to

 
the

 
program

 
by

 
being

 
actively

 
involved

 
in

 
the

 
weekly

 
office

 
visits.

 
I
 
also

 
agree

 
to

 

purchase
 
and

 
consume

 
the

 
amount

 
of

 
nutritional

 
products

 
prescribed

 
to

 
me,

 
as

 
they

 
may

 
be

 
my

 
sole

 

source
 
of

 
nutrition.

 
I
 
also

 
understand

 
that

 
once

 
I
 
have

 
purchased

 
the

 
products

 
they

 
are

 
not

 
returnable.

 

I understand that the Program requires  the  following  services  to  make  my  weight  loss  effective  and  safe:  

• Medical and psychological evaluation screening before I enter the program. 
• Routine visits with a physician (at least once monthly.) 
• Weekly office visits that include information on behavior modification, nutrition education and 

exercise. 
• I will follow prescribed meal plan and consume daily requirement of nutritional products. 
• I agree to purchase all of my weekly prescribed protein product from your facility. 
• Individual consultation about program-related issues that may be initiated by the staff or by me. 
• Weekly medical monitoring of my weight, blood pressure and weekly compliance to the 

program. 
• Periodic blood tests and EKG monitoring at regular weight loss intervals. 

 
I have read all the above statements and understand their meaning. It is my wish to participate in the 
Medical VLCD Program under the conditions described. 
 

Patient Signature: ____________________________________________________ Date:  __________________  

Staff Signature: ______________________________________________________ Date:  _________________  
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