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To expedite this referral please include:

· A 12-lead ECG, 
· stroke admission or discharge summary, 

· notes/results of any cardiac condition 

Please select one:

· Specialized Stroke Exercise Program* (must have mild to moderate stroke deficits and be able to ambulate at least 100 meters (330 feet) independently or with gait aide with no severe limitations due to pain).  Not reliant on a wheelchair when carrying out day-to-day activities.  Able to carry out home exercise.
· Regular Cardiac Program (independent function with no significant stroke deficits)
        *The TRI-REPS program is held once per week for 4-6 months every Wednesday from 9:45 am until 12:00 am. 
RESEARCH (for patients referred to the specialized stroke exercise program (TRI-REPS))

Patient has given verbal consent to be contacted by a researcher from the cardiac department

( yes 

( no  

( patient was not asked

PATIENT INFORMATION
NAME ________________________________
SEX ( M  ( F
  DATE OF BIRTH _________________

TRI Medical Record # _________________

CLOSEST RELATIVE (or CONTACT PERSON) _______________________ TEL __________________
REFERRING PROFESSIONAL INFORMATION 
NAME _____________________________________________
PROFESSION____________________
SIGNATURE ________________________________________ DATE:___________________________
FAMILY PHYSICIAN (if different from above) ____________________________   TEL ______________
THERAPIST (if different from above) ____________________________________ TEL ______________

CARDIOLOGIST (for patients with cardiac history) _________________________ TEL ______________
PACEMAKER CLINIC (if applicable)___________________________________
MEDICAL / REHABILITATION DETAILS 
DATE OF STROKE ________________________________

CARDIAC OR OTHER MEDICAL ISSUES AFFECTING PARTICIPATION IN CARDIAC REHAB ____________________________________________________________________________________

____________________________________________________________________________________

MUSCULOSKELETAL ISSUES __________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
CHEDOKE-MCMASTER SCORE:  Date of test:______________Arm_____Hand_____Leg____Foot____
CURRENT FUNCTIONAL LEVEL (walking ability, distance etc.) ________________________________
____________________________________________________________________________________
____________________________________________________________________________________
COGNITIVE OR COMMUNICATION ISSUES (if any, please specify) ____________________________
___________________________________________________________________________________
ABILITY TO PERFORM CARDIOPULMONARY ASSESSMENT (check all that apply)
(Please indicate if patient has been assessed on equipment)
( Recumbent Cycle (with adapted pedals + straps to support feet)    _______________

( Upright Cycle      _________________

( Treadmill
      _________________
ABILITY TO CARRY OUT INDEPENDENT HOME EXERCISE PROGRAM
( Independent (with rehab training) 
( Assistance required; to be provided by (specify): ___________________________________________

____________________________________________________________________________________
Thank you for your referral.
TRI REFERRAL FORM


STROKE EXERCISE ASSESSMENT or


RISK FACTOR MODIFICATION AND EXERCISE PROGRAM AFTER STROKE 


(TRI-REPS PROGRAM)
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