
Appendix 3 Referral form

C R I B 

CARDIAC REHABILITATION 

 REFERRAL FORM 

1. Patient details 
Name  

 

CHI  

Date of birth  

 

Telephone  

 

Address  

 

GP name and practice 

 

 

Date of surgery 

 

 

Relevant PMH  

 

 

Current Medications  

 

 

2. Name of cancer clinician completing this form:……………………… 

 

Signature:……………………………………………………..  

 

Date:……………………………… 

 

Please email/fax/post this form to the cardiac rehabilitation team. 
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