CARDIAC REHAB REFERRAL ORDER
Patient Data:






Date: __________________________

Name: ______________________________________  Birthdate/Age: _______________________  

Home Telephone: (_____) _________________________ 

	Patient’s Diagnosis and Approximate Date:

Ongoing Stable Angina  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No Date:________
* If yes, please describe current angina symptoms

_______________________________________

_______________________________________

 FORMCHECKBOX 
 MI                                  Date: ___________________

 FORMCHECKBOX 
 Angioplasty (PTCA)    Date: ___________________

 FORMCHECKBOX 
 Stent                             Date: ___________________

 FORMCHECKBOX 
 CABG                           Date: ___________________

 FORMCHECKBOX 
 Other                            Date: ___________________
	Medications / Dosage:

1. ___________________/____________

2. ___________________/____________

3. ___________________/____________

4. ___________________/____________

5. ___________________/____________

6. ___________________/____________

7. ___________________/____________

8. ___________________/____________

9. ___________________/____________




Reason for Referral:
 FORMCHECKBOX 
 Phase II EKG Monitored Exercise Training Program 

 FORMCHECKBOX 
 Phase III Intermittent Telemetry Monitoring

Referring Physician:   ______________________________
Phone: (______) _________________

Address: ________________________________________
Fax#:  (______)_________________   

Care Plan:

	Exercise Prescription:

Target heart rate: _________________________
 MET level: _____________________

Frequency:  FORMCHECKBOX 
 2-3 times/wk   FORMCHECKBOX 
 Other: _____________    Duration:  FORMCHECKBOX 
 Begin at 15-20min/session

Exercises:   FORMCHECKBOX 
  May do leg exercises     FORMCHECKBOX 
 May do arm exercises

  FORMCHECKBOX 
  May exercise with <6 PVCs/minute and up to 1mm ST segment depression.


  FORMCHECKBOX 
  May undergo Submaximum Exercise Testing for development of the Exercise Prescription.

 Restrictions: ____________________________________________________________________

Other:  _________________________________________________________________________  

            _________________________________________________________________________  




	Patient Evaluation:         Date patient was last evaluated in your office: 

Physician Signature: ______________________________________

Medical Director Signature: ________________________________


	__________________
Date: _____________

Date: _____________




	Faith Community Health System
Phone: 940-216-2285
Fax: 855-264-1090
	-Name Label-


