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	USE OF TIRZEPATIDE WITHIN PRIMARY CARE WEIGHT MANAGEMENT SERVICES POLICY 25/26

	PRIOR APPROVAL REQUIRED

	A   Patient Information

	Name
	
	Male
	☐	Female
	☐ 

	Address

 Post Code
	


	Date of Birth
	   
	NHS Number
	

	B.  Referrer’s Details (GP / Consultant / Clinician)

	Name
	
	Patient requested referral   ☐

	Address

 Post Code
	

	Telephone
	   
	Email
	

	GP Details (if not referrer)

	Name
	
	Practice
	

	By submitting this form, you confirm that the information provided is, to the best of your knowledge, true and complete and that you have:
· Discussed all alternatives to this intervention with the patient.
· Had a conversation with the patient about the most significant benefits and risks of this intervention – Where appropriate.
· Informed the patient that this intervention is only funded where criteria are met, or exceptionality demonstrated.
· Checked that the patient is happy to receive postal correspondence concerning their application where appropriate or clarified alternative needs.
· Checked that the patient understands spoken and written English or clarified required needs.
I understand that it is a legal requirement for fully informed consent to be obtained from the patient (or a legitimate representative of the patient) prior to disclosure of their personal details for the purpose of a panel/IFR team to decide whether this application will be accepted, and treatment funded. By submitting this form, I confirm that the patient/representative has been informed of the details that will be shared for the purpose and consent has been given.

	Signed (referrer)
	Date

	SUBMISSION
The completed form(s) should be sent electronically (from an nhs.net email address) in confidence with any other supporting documents to the appropriate email address: BSWICB.EFR@nhs.net. 
To comply with information governance standards, emails containing identifiable patient data should only be sent securely, i.e., from an nhs.net account.



THIS PAGE MUST BE COMPLETED FOR ALL REQUESTS
	Eligibility for referral
	Estimated cohort duration
	Cohorts
	Cohort access groups

	
	
	
	Comorbidities
	BMI*

	Year 1 (25/26)
	12 months
	I
	≥4 ‘qualifying’ comorbidities 
	≥ 40

	Year 2 (26/27)
	9 months
	II
	≥4 ‘qualifying’ comorbidities 
	≬35 – 39.9


	C   Clinical Criteria - to be read in conjunction with use of tier 3 services referral policy 2025-2026

	Qualifying Co-morbidities – Please highlight all those that apply

	Atherosclerotic cardiovascular disease (ASCVD)
	Established atherosclerotic CVD (ischaemic heart disease, cerebrovascular disease, peripheral vascular disease, heart failure)
	Choose an item.
	Hypertension
	Established diagnosis of hypertension and requiring blood pressure lowering therapy
	Choose an item.

	Dyslipidaemia
	Treated with lipid-lowering therapy, or with low-density lipoprotein (LDL) ≥ 4.1 mmol/L, or high-density lipoprotein (HDL) ) <1.0 mmol/L for men or HDL<1.3 mmol/L for women, or fasting (where possible) triglycerides ≥1.7 mmol/L
	Choose an item.

	Obstructive sleep apnoea (OSA)
	Established diagnosis of OSA (sleep clinic confirmation via sleep study) and treatment indicated i.e. meets criteria for continuous positive airway pressure (CPAP) or equivalent
	Choose an item.

	Type 2 diabetes mellitus
	Established type 2 diabetes mellitus*
	Choose an item.


Use a lower BMI threshold (reduced by 2.5 kg/m2) for people from South Asian, Chinese, other Asian, Middle Eastern, Black African, or African-Caribbean ethnic backgrounds.
	[bookmark: _Hlk199314222][bookmark: _Hlk199313383]Patients current BMI (kg/m2)
	



	[bookmark: _Hlk202873382]Patient has agreed to complete the wraparound care programme
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