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Reason for Referral
 Angina  CAD medical management  Congestive cardiac failure (CCF)   
 Coronary artery bypass graft surgery (CAGS)  Myocardial infarction (MI)  Percutaneous coronary intervention (PCI)  
 Personal pacemaker (PPM)   Valve surgery  Valvuloplasty

Date of procedure/surgery: ............. / ............. / .............

Investigations
 ECHO  Angiogram  Exercise Stress Test  ↑ Troponin T (TnT) 

Risk Factors
 Family history
 ↑ Cholesterol
 Hypertension

 Alcohol
 Overweight 
 Diabetes

 Inactivity
 Stress
 Smoker

 Ex-smoker – Date ceased:

............. / ............. / .............

Other Complications (e.g. A.F)

Medications on Discharge

Referring doctor (print name): Referring doctor signature: Date:
............. / ............. / .............

Please telephone 07 5430 3273 for appointments on discharge
Appointment for Cardiac Rehabilitation referral: ............. / ............. / .............  Time: ............. : .............  Discharge date: ............. / ............. / .............

Buderim Private Hospital
12 Elsa Wilson Drive, via Syd Lingard Drive, Buderim QLD 4556

PO Box 5050 Maroochydore BC 4558
Telephone: (07) 5430 3273  Fax: (07) 5430 3255  www.bph.com.au  email: buderimdayrehab@uchealth.com.au
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Surname: .......................................................................... MR/UR no.: .......................................
Given name(s): ...................................................................................................................................
Address: ...................................................................................................................................................
Postcode: ............................................. DOB: ....................................................................................
Doctor: ........................................................................................................................................................

(OR AFFIX PATIENT IDENTIFICATION LABEL HERE)


