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NERO’S HOUSE MEDICAL WEIGHT MANAGEMENT PROGRAM 

 

 

PROGRAM SUMMARY 

NERO’S HOUSE MEDICAL WEIGHT MANAGEMENT PROGRAM 

Evidence-based medical weight management guided by the Canadian Adult Obesity Clinical 

Practice Guidelines (Obesity Canada). Services include comprehensive obesity assessment, 

InBody 250S body composition analysis, individualized treatment planning, lifestyle counselling, 

pharmacotherapy when appropriate, and structured follow-up. 

___________________________________________________________________________ 

PATIENT INFORMATION 

Name: ______________________________________________________ 

PHN: _________________________ DOB: _________________________ 

Telephone: ____________________Email: _________________________ 

__________________________________________________________________________________ 

REFERRAL ELIGIBILITY  *PATIENTS ARE ABLE TO SELF REFER 

☐ BMI ≥30 kg/m² 

OR 

☐ BMI ≥27 kg/m² with one or more obesity-related medical conditions (e.g., hypertension, 

prediabetes/type 2 diabetes, dyslipidemia, obstructive sleep apnea, MASLD, osteoarthritis, cardiovascular 

disease, PCOS, GERD, functional impairment) 

 

PROGRAM INFORMATION 

This is a specialized medical program, and program fees apply. 

 

• Attendance at a free online information session is required before the initial consultation.  

• Program fees are paid directly by the patient.  

• Complete program information and fees are available at www.neroshouse.ca. 

______________________________________________________________________ 

HOW TO REFER  *PATIENTS ARE ABLE TO SELF REFER 

Fax completed referrals to: (639) 631-2522.   

Additional information about the Nero's House Medical Weight Management Program, including 

program details, and patient fees, is available on our website: www.neroshouse.ca 

___________________________________________________________________________ 

 

PRIMARY CARE PROVIDER  

Primary Care Provider (Printed): ___________________________________________ 

Clinic Name: ______________________________________________________ 


