	Date Referred:                         
	Date Received:

	Next available appt:
	Appointment booked:

	If delayed reason?


 Phase III Physiotherapy Referral
	Cardiac Rehab Nurse:


	Name: Mr/Mrs/Miss/Ms

	Hospital Number:

	Date of Birth: (dd/mm/yy)

	Address:

	Post Code:

	Telephone:

	Consultant:


	Primary event requiring Phase III 
○ STEMI        ○ NSTEMI            ○ PCI       ○ Angina        ○ Heart Failure 
○ ICD        ○ CABG       ○ Other Cardiac surgery      ○ Heart Transplant     

	Survivor of cardiac arrest?
	     Yes*          No          Don’t know

	Arrhythmia?
	     Yes*          No          Don’t know

	LVF?
	     Yes*          No          Don’t know

	Pericarditis?
	     Yes*          No          Don’t know

	Other complications?
	     Yes*          No          Don’t know


*If yes please give details below
	History of Presenting Complaint  Please give dates/details/ICD settings


	Angiogram date/findings/LV function 


	PCI date/details/results


	Exercise Tolerance Test

ischaemia at < 5 METS ?

exercise induced arrhythmias?
	     Yes          No          Don’t know

     Yes          No          Don’t know

     Yes          No          Don’t know

	Echocardiogram

Mod/severe regurgitant valve disease?

Mod/severe aortic stenosis?
LV Function/LVEF
Regional wall motion abnormalities?

Dilated LV/LA

	     Yes          No          Don’t know

     Yes          No          Don’t know

     Yes          No          Don’t know

	24 hour tape
If yes please give results 


	     Yes          No          Don’t know


	Investigations pending
If yes please give details*
	     Yes          No          Don’t know


	Ongoing cardiac symptoms?
	     Yes          No          Don’t know

	□ None
	□ Breathlessness
	□ Orthopnoea
	□ PND

	□ Chest Pain
	□ Fatigue
	□ Palpitations
	□ Ankle swelling

	□ Cough
	□ Dizziness
	□ Claudication
	□ Other (specify)

	Details




	Follow Up
Is the patient discharged from clinic?

Is there a clinic appointment booked?

Date of clinic appointment
	     Yes          No          Don’t know

     Yes          No          Don’t know


	PMH

□ None                     □ Previous MI              □ Angina                     □ Hypertension
□ Valvular disease    □ Pacemaker/ICD        □ CABG                     □ PTCA
□ AF                         □ Diabetes                   □ COAD/Asthma        □ PVD
□ ↑ Cholesterol         □ CVA/TIA                   □ Other (specify below)



	DH



	SH



	*Additional Comments




Patients are only eligible for hospital transport if they are unable to use public transport.
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