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Name of the referring practitioner

Address of the referring practitioner

Date:

Subject:

Patient’s name



Date of birth



Diagnosis

Ms., Mr., Name of the referring practitioner
We thank you for having referred Mr./Ms. patient's name to a pulmonary rehabilitation program. The evaluation of Mr./Ms. patient’s name was done on date.
Comments:
Optional

You will find the test results enclosed herein.

Treatment plan:

Mr./Ms. patient’s name will be participating in a supervised pulmonary rehabilitation program at the rate of frequency for duration. This program will include cardiovascular and muscle training for the upper and lower limbs, in addition to the “Living well with COPD” education program designed to develop the patient’s self-management skills. The program will be customized and gradual. The program seeks to improve the patient’s ability to manage their COPD on a daily basis, their symptoms, their capacity to do exercise, their autonomy and their quality of life.

Should you require any additional information about this program or its results, please don’t hesitate to communicate with us at: telephone no.
Yours truly,

_____________________________________

Physician in charge of the rehabilitation program

	Patient’s name:
	Date of birth:                                   Age: 

	Gender:  SHAPE  \* MERGEFORMAT 


  Male    SHAPE  \* MERGEFORMAT 


  Female
	Medicare no.:

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

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

Cell: (______) ________-_________


results Table

	Initial Evaluation

	Pulmonary function

FEV1   FVC
	% of the projected FEV1 value
	
	

	Six-minute walk test (metres walked)
	

	% oxygen saturation at rest 
	

	% oxygen saturation at the end of the 6MWT
	

	Shortness of breath score during the 6MWT
	

	Quality of life score
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