
  
Cardiac Rehabilitation Program 

Referral Form 
 
Please have your physician complete and fax to:  (269) 686 - 4317 .  Once we receive 
the form, we will contact you to set up an initial appointment.  For questions about our 
program, please call (269) 686-4377. 
 
 

(Please Print Clearly) 

Patient Name:  _______________________________________________ 

 

Patient’s Phone Number:  ____________________________________ 

 

Referral Source:  ____________________________________________ 

 

Please Check One:  __  Phase I __  Phase II __  Phase III 

 

Patient Is:  __  Status Post MI __  Status Post Bypass __  Status Stable Angina 

        __  Heart Valve Repair/Replacement      __  PTCA/Coronary Stenting  

 

Physician’s Signature:  ____________________________________ 

Physician’s Phone Number:  __________________________________ 

 

 

 
 


