Adult Respiratory Care & Rehabilitation

(ARCaRe)
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Cardio-Respiratory Rehab Referral Form

(  HEART FAILURE REHAB


(complete sections 1 & 2 only)

(  INTERMITTENT CLAUDICATION REHAB
(complete sections 1 & 3 only)


(  PULMONARY REHAB


(complete sections 1 & 4 only)
Please indicate which form of Rehab you are referring the patient to & fill in the appropriate section below.

	1. PATIENT DATABASE

	Name:

DOB: 

Address:

Postcode: 

Tel. No:
	NHS No:

Consultant:

GP:


Tel. No:



	Diagnosis:

Previous Medical History:

	Drug History: (attach printout of medications if available)

Functional ability, e.g. Exercise Tolerance:



	Any medical problems which severely restrict exercise or compliance with an exercise programme e.g. dementia, arthritis. Yes  (      No     (
Preferred language? ….…………………… Advocate required    ( Yes (  No  

 

	2. HEART FAILURE

	Inclusion criteria (please tick)

· Confirmed Diagnosis of Chronic Stable Heart Failure                        

· Motivated to exercise


 

· Mobility & Function limited by             

Heart Failure
	Exclusion criteria                             yes        no

Unstable angina / hypertension
(           (
Recent Embolism/Thrombophlebitis  
(           (
Critical Ischaemia            

(           (
Poorly controlled Diabetes      
(           (
Unstable Cardiac Conditions 

(           (
Recent ICD 
                                    (          (
 

	NYHA Class:

LV Function:  Mild / Moderate / Severe

Arrhythmias: Y/N………………………………….

Angina: Y / N

ICD: Y / N

PPM: Y/N       Type:
	Risk Factors:

· Hypertension

· Hypercholesteraemia
· Smoking
· Diabetes
· High BMI
· Sedentary Lifestyle
· Family History


	3. INTERMITTENT CLAUDICATION

	Inclusion criteria 
· Confirmed Diagnosis of Intermittent    Claudication

                        

· Motivated to exercise


 

· Mobility & Function limited by             

      Intermittent Claudication Pain


	Exclusion criteria                            yes        no

Unstable angina / hypertension
(           (
Unstable hypotension              
(           (
Critical Ischaemia / with Ulceration 
(           (
Poorly controlled Diabetes      
(           (
Unstable Cardiac Conditions 

(           (
 

	ABPI
Date of test: ………………

Result:………………………………………….

………………………………………………….

………………………………………………….

· Previous assessment & referral to Vascular Nurse Specialist.
	Risk Factors:

· Hypertension

· Hypercholesteraemia
· Smoking
· Diabetes
· High BMI
· Sedentary Lifestyle
· Family History


	4. PULMONARY REHABILITATION

	Inclusion criteria 

Stable chronic lung disease

(
Limited functional ability

(
due to breathlessness

Motivated to exercise


(
Optimised respiratory medical           (
management
	Exclusion criteria  
                       yes        no

Unstable angina / hypertension
(           (
Angina more than once a week   
(           (
Angina at rest / at night

(           (
Uncontrolled cardiac arrhythmias 
(           (
Severe heart failure     

(           (
Cardiac event within past 6 weeks 
(           (


	Spirometry:
Date of test: ………………

(attach printout if available)


Pre-BD    Post-BD   % predicted

FEV1

…………………………….……..

VC

…………………………………...

FEV1/VC%
……………………………………


	MRC: ……………………. 

SpO2…………………            Room air /  ……….O2

ABGS(if applicable) date              Room air / O2
pH
………..
pCO2
………..

pO2
………..
O2 Sat
………..




Please send to:  

ARCaRe Cardio-respiratory Rehabilitation 
Ground Floor, Red Zone
Mile End Hospital

London

E1 4DG

Tel: 020 8223 8509 

Fax: 020 8223 8507


….………………….
….………………….
….………………….              ……………..

Referrer Name
Signature

Designation                    Date


