ST. JAMES’S HOSPITAL CARDIAC REHABILITATION 

Referral Request.

Tel:  4162548    Fax: 4103549   Email:  mkerin@stjames.ie / gfitzgerald@stjames.ie
Patient’s Name: __________________________

Date_______________
Address:
__________________________

Cons:_______________
_________________________________________




Ph: ________________ Ward: ________
   DOB: _____________ MRN: ____________
Marital Status: Married ((
        Single (
Widowed (
Separated (
Working:   ( Retired ( U/E ( H/Wife ( Occupation ​​​​_____________

Risk Factors Smoking (
FHx ( Stress(Physical Inactivity( Alcohol( Hyperlipidaemia (
Diabetes (
Obesity (
B.P. ( Gout (
 

Medications: _________________________________________________________ 

_____________________________________________________________________

Previous Medical History: ______________________________________________ 

_____________________________________________________________________ 

Reason for referral to Cardiac Rehab

I.H.D.

First Diagnosis: Y (

N (

  Date:_________ 

M.I.

Uncomplicated        (


Date: ______________ 



Complicated             (
Arrhythmia (
Failure (
P.T.C.A.
Elective
Y(

N (

Date_______________  

C.A.B.G.        No. of Vessels
   1(
2 (
3 (
4 ( Date _______________
Valve Surgery:  AVR (  MVR (  MV Repair (   AV Repair (
Other: 

-------------------------------------------------------------------------------------------------------

Comments:       


Signature:

Discipline:  Doctor ( Nurse ( Rehab Co-ordinator ( Other  ( -----------------
Contact details:
