
 

WEIGHT LOSS CONSENT FORM 

BY SIGNING BELOW, I ACKNOWLEDGE THAT I HAVE READ AND AGREE TO THE WEIGHT LOSS PROGRAM 

DESCRIBED IN THISINFORMED CONSENT. I understand that my program may consist of a balanced deficit diet, injections, a 

regular exercise program, instruction in behavior modification techniques, and involve the use of appetite suppressant medications. 

Other treatment options may include a very low calorie diet, or a protein supplemented diet. I further understand that if appetite 

suppressants are used, they may be used for durations exceeding those recommended in the medication package insert. I understand 

that any medical treatment using medications there are certain risks associated that were mentioned in this consent but most 

importantly there are many benefits associated with weight loss. 

 

 I understand that weight loss improves obesity related conditions such as: High blood pressure, High cholesterol, Sleep apnea, 

Arthritis, Diabetes, Increases energy level , Reduces aches and pains, Improves mobility, Improves your breathing, Helps you sleep 

better and wake more rested, Prevention of angina, chest pain caused by decreased oxygen to the heart, Decreases your risk of sudden 

death from heart disease or stroke, Improved blood sugar levels. I understand that these risks may be modest if I am not significantly 

overweight but that these risks increase considerably the more overweight I am. I understand that appetite suppressants have been 

taken safely by millions of people, but as with any medication there is a possibility of side effects or an adverse reaction. Risks of this 

program may include but are not limited to common symptoms like Depression, Drowsiness, Increased blood pressure, Irritability. 

Less common to rare symptoms like Blurred vision, Confusion, Diarrhea, Dizziness, Dry mouth, Headache, Irregular heartbeat, 

vomiting, Stomach pain, Tiredness, heart palpitations, chest pain, shortness of breath. Rapid weight loss may also be associated with 

some medical problems but not limited to physical such as dizziness, hair loss or gall bladder disease. The program provides medical 

supervision to minimize the risks associated with rapid weight loss. 

 

I understand that much of the success of the program will depend on my efforts and that there are no guarantees or assurances that the 

program will be successful. I also understand that obesity may be a chronic, life-long condition that may require changes in eating 

habits and permanent changes in behavior to be treated successfully. 

I understand that appetite suppressants should not be used in conjunction with cocaine, caffeine, medicine for colds, fluoxetine, 

medicine for asthma or breathing problems etc. I will inform my doctor of all prescriptions and over the counter medications I am 

taking. 

 

I understand that children under age 17 and adults over age 65, pregnant or breast feeding women, people with significant health 

problems like heart disease, hypertension, cardiovascular disease, history of alcohol abuse, history of drug abuse, kidney disease, 

diabetes, psychiatric disorders, brain disease are NOT recommended to use appetite suppressants and should consult with their 

primary care doctors before participation in the program. 

 

Prescription appetite suppressants are controlled drugs with significant regulations regarding their dispensing. I understand that once 

I receive a prescription for such medication, it will not be replaced or refilled except in compliance with regulations mandated by 

federal and state drug dispensing policies and guidelines. Once I leave the office with the controlled medication,I understand that I 

am fully responsible to comply with the usage of the drug as labeled. If I lose the prescription or the medication is accidentally 

disposed, I have no expectation of getting a new prescription without an office visit at an appropriate interval for a refill. There will 

be no exceptions to these restrictions. 

 

The appetite suppressants Phentermine could cause the patient to have a postive drug test with amphetamines. 

 

I understand that I, have to Keep this and all medications out of children's reach, store away from heat or damp places and direct 

light, do NOT keep outdated medicine past the expiration date. 

 

I Understand that If a prescription for an appetite suppressant is issued that I can get it filled at an outside pharmacy of my 

choice. But I choose to get the prescription dispensed at RightWeight Clinics LLC as it is more convenient for me. 

 

By signing below, I acknowledge that I have read and fully understand this consent form and I realize that I should not sign this form 

if all items have not been explained, or any questions I have concerning them have not been answered to my satisfaction. I have been 

urged to take all the time I need in reading and understanding this form and in talking with my doctor and/or his staff regarding risks 

associated with the proposed treatment and regarding other treatments not involving the appetite suppressants. 
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