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New England Division of General Practice

& Hunter New England Area Health Service
Armidale Cardiac Rehabilitation Program

Doctors referral form Referral Date: [/ /
Patient Name: poB: / /
Address:
Phone: (H) (W) Dept. Veterans Affairs recipient? Yes [ | No [ ]
Are you of Aboriginal or Torres Strait Islander origin? Yes [ | No [ ]
1. Reason for Referral/Current Diagnosis:
2. Recommended Program (please circle): Group Program / Home-Based
3. Diagnosis:
1.[ ] Angina/IHD Date:
2.[ ] CABGS Date:
3.[JAMI/MI Date:
4.[ ] Angioplasty/ Stent(s) Date:
5.[ ] Vvalve Surgery Date:

6.[ ] Other, including High Risk Only Patient (Explain)

3.1 Risk Factors:

4, Last Cholesterol mmol/L HDL mmol/L LDL mmol/L

Triglycerides mmol/L HbAlc Date:

5. Additional Concerns:

6. Medication(s): (or attach list)

7. StressTest: Yes [ | No[ | Results:

Referral by: Dr (Please print or type name)

Signed: Dr Phone:

BOOKINGS ESSENTIAL

Return this form to: Heart Health Program Manager,
New England Division of General Practice
P.O. Box 1321, ARMIDALE NSW 2350
Tel: 67711146
Fax: 67711170



