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Wellness that Works (formerly Weight Watchers) 
Support Program Application 

To be completed by the member’s primary care provider (PCP). 

PLEASE DO NOT INCLUDE VISIT NOTES OR LAB RESULTS. 

Patient Name ____________________________________ Phone _____________________________  

Alliance ID# ________________________ DOB___________________ 

Height: ______________________________ 

Weight: ______________________________ 

Co-morbidities: 

 Depression        

 Sleep Apnea     

 High Cholesterol 

 Hypertension     

 Asthma             

 Type 2 Diabetes   

 Prediabetes        

 Postpartum    

 Other: ________________ 

Is this patient a candidate for bariatric surgery?    Yes   No 

If patient is 17 years of age or younger, please indicate weight goal here: _______________________  

 Comments: _________________________________________________________________________  

 ___________________________________________________________________________________  

Please note: Only members with the Alliance as their primary insurance are eligible for this program. 

The referring physician must initial each item below to indicate understanding and consent. 

___ I recommend the above Alliance member for a Wellness that Works scholarship under the 

program.  I believe this patient will benefit substantially from the ongoing education and 

support provided by Wellness that Works.   

___ I understand that Wellness that Works provides no medical management or individual 

supervision by a Registered Dietician.   

___ I agree to follow this patient for the medical management of their weight loss. 

___ I understand that weight management is not an Alliance or Medi-Cal benefit and that not 

all recommended patients may receive a scholarship.   

 

 Physician Name (print)_______________________(signature)__________________________ ______  

Date__________________________ Practice Name/Location__________________________________ 

 Phone_________________________ Fax____________________________________ 

 
Please fax this completed form to 

(831) 430-5852 ATTN: Health Programs  

Phone: (800) 700-3874 ext. 5580 

For Alliance use only: BMI _______________ 
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