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OUTPATIENT PULMONARY REHAB REFERRAL

220 Abraham Flexner Way






Louisville, Kentucky
40202





          502 582-7620 fax 502 582-7663

Patient’s Name:__________________________________
Date of Birth:
__________________

Address:________________________________________   Phone #:
__________________

City: _____________________________ State: _______________ Zip:
__________________

Email Address: _________________________________________________________________

Referring Physician: _________________________________     Phone #:__________________

Diagnosis:______________________________________
SSN:
________________________

Insurance:______________________________________  
ID#:
________________________

Insurance:______________________________________  
ID#:
________________________

Treatment Request:

· Pulmonary Rehab/Respiratory Therapy evaluate and treat

· Complete PFT with & without bronchodilators & DLCO (if not done in past year) 

Qualifications per diagnosis are as follows:
COPD - FEV1/FVC < 70% actual, AND 

Stage II – Moderate COPD - FEV1 50-79% normal, 
Stage III – Severe COPD - FEV1 30-49% normal, 
Stage IV – Very Severe - FEV1 <30% normal, or   FEV1<50% normal with chronic respiratory failure present
NON-COPD – No specific PFT requirements
I certify that I have seen and examined this patient within the last 90 days, that these services are necessary, and that this patient remains under my care.  The patient is willing and able to participate in pulmonary rehab, and is not smoking or is willing to participate in a smoking cessation program. 

____________________________________________
________________________

Physician’s Signature




Date

Medical records required:




Medical records (if available)

____ H&P (within 90 days)




____ CXR

____ PFT’s (within the last year)



____ ABG’s

____ EKG

Pulmonary Rehab Treatment order to be completed after initial assessment.
______ Hours per day    _____ days per week    _____ # of weeks

__________________________________            _____________

Pulmonary Rehab Medical Director                       Date   
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