
 
 
 
 

 
 
 
 

Referral Form 
 
 
 
 
Patient Name_____________________________________________________________ 
 
Patient Address___________________________________________________________ 
 
Patient Phone #___________________________________________________________ 
 
Referring to:    Bariatric Surgery      Weight Management     Both 
 
 
Circle One   Medicare Medicaid Private Insurance CareNet 
 
 
Referring Clinic Name _____________________________________________________ 
 
Referring Physician _______________________________________________________ 
 
Referring Clinic Phone # ________________________  Fax #_____________________ 
 
 
 
 
 
 
 

Fax completed forms to: 419-407-3993 

Mercy Weight Management Center 
Surgical and Nonsurgical Weight Loss 
5012 Talmadge Road, Suite 200 
Toledo, Ohio 43623 
Phone: 419-407-3990 
Fax: 419-407-3993  


