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REASON FOR REFERRAL                                                               

ADDITIONAL CLINICAL INFORMATION

REFERRING PROVIDER INFORMATION

ADDITIONAL PATIENT INFORMATION

Signature: _____________________________

Name:
Address:
Telephone:
Fax:

□   Comprehensive Cardiac Rehabilitation (assessment, functional capacity test, lab work, exercise therapy, 
      and access to Nurse Practitioner, Physiotherapist, Kinesiologist, Dietitian, Social Worker and Pharmacist)
□   Virtual Group Education only (no consultations or access to team)
Please indicate date of cardiovascular disease diagnosis, event or procedure:

Past and current medical history:

Allergies and reaction:

Current medications (include list):

Billing #: ______________________________

Referring Provider is not the Primary Care Provider
Primary Care Provider Name: ______________________________  Phone:______________  Fax:______________  

F-8172 (03-2024)

PATIENT INFORMATION
(Affix Patient Label/Identification Here)

MRN:____________  HCN:___________________________

Name:___________________________________________ 

Sex:___________  Date of Birth:_______________________

Address:__________________________________________

Telephone:________________ Alternate #:_______________

        /         /
DD  /  MM  /  YYYY

Fax Disclaimer: This fax transmission contains confidential information that is intended only for the Women’s College Hospital Clinics. If you are not the intended recipient, you 
are hereby notified that any disclosure, copying or distribution of the contents of this fax is strictly prohibited. If you have received this fax transmission in error, please immedi-
ately notify the referring health practitioner at the telephone number provided above to arrange for the return or destruction of this document.

□ Angina (i.e. microvascular disease): __________________
□ Acute Coronary Syndrome / Angioplasty: __________________
□ CABG, valve surgery: __________________
□ Pacemaker or implantable cardioverter defibrillator: __________________ 
□ Heart failure: __________________
□ Gestational complications (pre-eclampsia, gestational diabetes, postpartum heart conditions): __________________
□  Cardiomyopathy: __________________
□  Controlled atrial fibrillation: __________________
□  Peripheral vascular disease: __________________
□  Non-debilitating stroke or TIA: __________________
□  Diabetes: __________________
□  Hypertension: __________________

Please attach all relevant results/reports including bloodwork, consultation reports, ECG and treadmill stress test.
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