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Toronto Rehab’s Cardiac Rehabilitation & 
Secondary Prevention Program
347 Rumsey Road Toronto, Ontario M4G 1R7                                                                   Phone: (416)-597-3422, ext. 5200 Fax: (416)-425-0301

      DIABETES SERVICE REFERRAL FORM

     Upon completion, please forward to the above address or fax
PATIENT INFORMATION

Name: ______________________________________________________    Sex   ( M  ( F       Date of Birth: ___________

   Last Name


First Name
             Middle Initial



           Month/day/year
Address:  
APT.# ______________________
City   
   Prov 
  Postal Code 
______________________________
Telephone: (_____)_________________(_____)_____________________________________________________________
                  Home
                                Business
Health Card No ________________________________ 


Referral Diagnosis:                                                                               Diabetic Complications:

[image: image17.jpg]- 1o Rehabilitation saves life.



 Type 2 
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 Type 1



   Duration of DM:  


[image: image3.png]


 Retinopathy   Microalbumin/Creatinine Ratio ______          [image: image4.png]


 Neuropathy     A1C ______

Cardiac History:

	Diagnosis
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 None
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 Angina
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 MI
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 PCI
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 CABG
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 CHF
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 Other
please specify

	Date of Dx
	
	
	
	
	
	
	


Other CV Risk Factors:
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 Lipids 
[image: image13.png]


 BP 
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 Smoking 
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 Obesity 
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 Family Hx
** Please Note: A 12-Lead ECG, A1C, Fasting Blood Sugar, LIPID Profile, and Microalbumin/Creatinine Ratio done within the last 3 months must be included with the referral.

Last Name:  
Given Name: 
Date of Birth:

Referring Physician or Designate Information:

Name:  
___
(Please Print)
Last Name
First Name

Telephone: _______________________________________Fax: _________________________________________________
Address:  
Postal Code 
___
Physician or Designate Signature:  
 ( DEC    ( Endocrinology    ( Family Practice
Family Physician Contact Information
Name:  

(Please Print)
Last Name
First Name
Telephone
I hereby authorize__________________________________________ to release to Toronto Rehab any medical records   or information concerning my admission(s).
Dated this  
Day of  
   20  

Signature:   
Witness: 
____
