
Please note any uncompleted referrals will not be accepted.          K. Willock May 09 

 
 

Date:  __________________   NHI:   ____________ GP:  _______________ 

Patient Name: _______________________    DOB:        ________________ 
                             
Address:  ___________________________ Phone:     _________________ 

Aetiology:  □HT     □CAD/MI     □Valvular     □Viral    □ Arrhythmia    

   □ Congenital 

                       □ Other:  _________________________________________ 

 
 

Previous admissions:    ______________Ref to Physician □Cardiology □ 

 
Other Relevant Medical Details / History   
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________
______________________________________________________________ 
 

Request for: □ Inpatient Education: □ Outpatient Education: □ Chronic Care: 

 
Other:  _______________________________________________________ 
 
Weight:  _____________          ECHO:  _______   EF:  __________   
 
Current Medications:  
______________________________________________________________
______________________________________________________________ 
 

 

Referred to:  NASC:      Physio:       OT:      Social Worker:      ACC:       Other:      

_____________________________________________________________________ 

 

Referred by: _______________________   Signature:  ________________ 
                                    Name - Please Print 

 
 

Patient Location:       Ward 5                       
                                    CCU/ICU                    
                                    Community 
                                    Other                           ________________________ 
 

Please fax to:  ext 8042 Keep original in Patients medical notes. 

 

Heart Failure 
REFERRAL FORM 


