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pulmonary rehabilitation program Referral form

	Patient's name:
	Date of birth:

	Patient's address:
	Tel. (home): (______) ________-_________

Tel. (work): (______) ________-_________

Cell: (______) ________-_________

	Respiratory disease diagnosis:


[image: image1] Bronchiectasis


[image: image2] Emphysema


[image: image3] Chronic bronchitis
	 SHAPE  \* MERGEFORMAT 


 Asthma

 SHAPE  \* MERGEFORMAT 


 Pulmonary fibrosis 
Other: _________________________

	Other conditions associated with this disease:

[image: image6] Cardiac ischemia 

[image: image7] Congestive heart failure

[image: image8] Arrhythmia


[image: image9] Heart failure


[image: image10] Pulmonary hypertension


[image: image11] Lung cancer 

[image: image12] Osteoporosis and fractures 
	
[image: image13] Musculoskeletal dysfunction


[image: image14] Cachexia and malnutrition


[image: image15] Glaucoma and cataracts

[image: image16] Depression

[image: image17] Anxiety disorders and panic attacks

[image: image18] Metabolic disorders (diabetes)
Other: ___________________________

	Medication:



	Have you discussed pulmonary rehabilitation with the patient?
 
[image: image19] Yes     
[image: image20] No

	Can the patient travel back and forth several times per week?
 
[image: image21] Yes     
[image: image22] No

	Is the patient oxygen dependent?
 
[image: image23] Yes     
[image: image24] No


Referring Health Care Professional

	Name: ____________________________

Profession: ______________________
Place of work: ____________________

Signature: ________________________
Telephone: ___________________ Fax: _________________ E-mail:
____________________


Please keep one copy for your dossiers and send the other one by fax or e-mail to: ________________ (fill in the fax number or e-mail address of the Head of the Rehabilitation Program)
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