YOUR FACILITY NAME AND
ADDRESS HERE
YOUR PHONE AND FAX HERE
YOUR MEDICAL RECORDS PHONE AND FAX NUMBERS HERE
      	
[bookmark: _GoBack]Facility Referral for Cardiac Rehabilitation

Phase II   ___  	Phase III/Maintenance   ___

Patient Name   ______________________________   DOB ____________     Gender:     M___      F___                         

Address   ____________________________________________________________________________                                                                                                                            

City/State/Zip ________________________________________________________________________                                                                                                                     

Home Phone ___________________   Work Phone _________________   Mobile _________________    
                        
Medical Record # ____________________            Admission/Discharge Dates:  ____________________        


  DIAGNOSIS 		              			      Date of Event:                                        
	CAD  
	

	Myocardial infarction 
	

	PTCA/stent  
	   

	CABG  
	

	Heart valve repair/replacement  
	

	Heart-lung transplant
	

	Stable angina  
	

	Other:  ________________________________
	



For Medicare patients to receive rehabilitation insurance coverage, the referring diagnosis must be one of the following:
·                      Documented ACUTE MI within the last 12 months
·                      CABG
·                      Stable angina explicitly documented by  a current, valid stress test
·                      Heart valve repair/replacement
·                      PTCA or coronary stenting
·                      Heart or heart-lung transplant
--------------------------------------------------------------------------------------------------------------------
Follow up appointment information:
	Name of Provider:  ______________________________________
            Phone number/fax:  ________________/____________________
	Date of appointment if known:  ___________________________

Please send the following information to assist in getting patient started promptly:
___ Insurance information
___ Inpatient rehab record/ discharge summary
___ Lipid panel and HbA1C if available

