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Section 6 Appendix

P
atient D

etails

N
am

e:
..................................................

A
ddress:

..............................................

P
ost C

ode: ..........................................

Tel H
om

e:
............................................

Tel W
ork:

..............................................

D
.O

.B
: …

../…
../…

...          

A
ge: …

…
…

…
.........

E
thnicity:

..............................................

O
ccupation:..........................................

E
m

ergency contact:
............................

H
ealthw

ise R
eferral Form

(Please com
plete in B

LO
C

K
 capitals. A

ll item
s in this section m

ust be fully com
pleted)

C
H

D
 risk

�

Stroke/TIA
�

Interm
ittent C

laudication
�

C
O

PD
�

O
steoporosis / Arthritis

�

Rheum
atoid Arthritis

�

C
FS

�

Fibrom
ylagia

�

Stress/Anxiety
�

Pre/Post surgery
�

D
iabetes Type I

�

D
iabetes Type II

�

D
epression

�

O
besity

�

Asthm
a

�

1. C
urrent C

ardiac Status

BP
Resting H

R
BM

I
Blood G

lucose

M
edical D

etails
(Please com

plete in B
LO

C
K

 capitals. A
ll item

s in this section m
ust be fully com

pleted)

R
eferrers D

etails

N
am

e:..................................................

P
rofession: ..........................................

S
urgery/D

ept:......................................

A
ddress:

......................................…
…

............................................................

............................................................

P
ost C

ode:
..........................................

Tel N
o:..................................................

E
m

ail address:

............................................................

2. R
eason for R

eferral(please refer to inclusion criteria)

O
ther, please list

3. A
dditional M

edical C
onditions Past and Present

........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

Patient C
onsent

I agree for the inform
ation on this form

 to be passed onto the H
ealthw

ise PARS team
.

I understand that I am
 responsible for m

onitoring m
y ow

n responses during exercise
and w

ill inform
 the instructor of any new

 or unusual sym
ptom

s.

I am
 ready to undertake a program

m
e of physical activity and understand the benefits

and potential im
plications that exercise m

ay have.

I w
ill inform

 the instructor of any change in m
y m

edication and the results of any 
investigations or treatm

ents. I understand that this m
ay effect m

y inclusion to the
H

ealthw
ise schem

e.

Patient signature:
..................................................................................................................

Print N
am

e:..................................................................D
ate:..................................................

R
eferrer C

onsent
The inform

ation on this form
 is an accurate representation of this Patients health 

status. If I am
 aw

are that this status changes, I w
ill endeavour to inform

 H
ealthw

ise. 

Referrer signature:................................................................................................................

Print N
am

e:..................................................................D
ate:................................................

4. M
edication/D

osage (attach extra sheet if necessary)
........................................................................................................................................

........................................................................................................................................

........................................................................................................................................

5. R
elevant Fam

ily M
edical H

istory
........................................................................................................................................

........................................................................................................................................

6. The Physical A
ctivity R

eferral Schem
e:

I have discussed the H
ealthw

ise schem
e w

ith this patient and believe they are

ready to participate in a physical activity program
m

e. S/he m
eets the

inclusion criteria      �
(pls tick)

7. Preferred Site. 
Britannia      �

      Kings H
all      �

Please note:This form
 should be com

pleted and signed by both Referrer and Patient and posted to:
H

ealthw
ise Britannia Leisure C

entre, 40 H
yde Road, London, N

1 5JU
Tel: 020 7749 7645
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Section 6 Appendix
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Te
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I C
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tu
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 D
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 c
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 c
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Section 6 Appendix

C
ardiac R

eferral Form
 (Form

 2) - 
C

H
D

 G
P

 R
eferral Form

(To be com
pleted by the referring D

octor or designated health professional)

Please note:This form
 should be com

pleted and signed by both Referrer and Patient and posted to:
H

ealthw
ise Britannia Leisure C

entre, 40 H
yde Road, London, N

1 5JU
Tel: 020 7749 7645

C
ard

iac H
isto

ry
M

I:
Yes

�
N

o
�

D
ate.............................

A
ngioplasty / S

tent:
Yes

�
N

o
�

D
ate.............................

C
A

B
G

:
Yes

�
N

o
�

D
ate.............................

O
ther:

Yes
�

N
o

�
D

ate.............................

C
urrent A

ngina:
Yes �

N
o 

�

G
TN

:
Yes �

N
o 

�

A
rrhythm

ias:
Yes �

N
o 

�

A
t rest:

Yes �
N

o 
�

 

O
n exertion:

Yes �
N

o 
�

D
etails: ...............................................

C
om

m
ents:.........................................

............................................................

C
urrent M

ed
icatio

n
(attach prescription list if available)   �

if prescribed

A
spirin

�

C
lopidogrel

�

A
nti-arrhythm

ic
�

W
arfarin

�

C
alcium

 channel
blocker

�

D
iuretic

�

G
TN

�

S
tatin

�

N
itrate

�

O
ther...................

............................

Investig
atio

ns
(if available)      

E
TT:

Yes
�

N
o

�
D

ate.................... R
esult: ......................................................

LV
 Function:

G
ood   �

M
oderate   �

P
oor   �

Im
portant N

otice

�
 The patient exhibits no contraindication to exercise (as indicated on the protocol)

�
 The patient is clinically stable

�
 The patient is com

pliant w
ith m

edication

�
 The patient is aw

aiting / not aw
aiting m

edical or surgical treatm
ent (see protocol)

Referrer signature:................................................................................................................

Print N
am

e:..................................................................D
ate:................................................

G
P’s signature (if different from

 above):..............................................................................

Print N
am

e:..................................................................D
ate:................................................

Patient C
onsent

I agree for the inform
ation on this form

 to be passed onto the Exercise Instructor.

I understand that I am
 responsible for m

onitoring m
y ow

n responses during exercise

and w
ill inform

 the instructor of any new
 or unusual sym

ptom
s.

I w
ill also inform

 the instructor of any change in m
y m

edication and the results of any 

investigations or treatm
ents.

Patient signature:
................................................................................................................

Print N
am

e:..................................................................D
ate:................................................

C
urrent S

tatus - C
H

D
 R

isk Facto
rs

R
esting B

P............... R
esting H

eart R
ate............S

table Type 1/Type 2 D
iabetes �

B
M

I.......... C
hol........Physically Inactive

�
   

S
m

oker     �
  

E
xcess A

lcohol
�

S
tress       �

P
ast M

ed
ical H

isto
ry (�

if applicable, please supply dates &
 details as far as possible) 

C
O

A
D

 / A
sthm

a
�

E
pilepsy

�
H

ypertension   �
     C

laudication
�

 

C
VA

 / N
euro. P

roblem
s

�
O

rtho/m
usc. skeletal problem

s
�

D
etails:........................................................................................................................        

O
ther considerations:.................................................................................................

P
atient D

etails

N
am

e:
..................................................

A
ddress:

..............................................

P
ost C

ode: ..........................................

Tel H
om

e:
............................................

Tel W
ork:

..............................................

D
.O

.B
: …

../…
../…

...          

A
ge: …

…
…

…
.........

E
thnicity:

..............................................

O
ccupation:..........................................

E
m

ergency contact:
............................

R
eferrers D

etails

N
am

e:..................................................

P
rofession: ..........................................

S
urgery/D

ept:......................................

A
ddress:

......................................…
…

............................................................

............................................................

P
ost C

ode:
..........................................

Tel N
o:..................................................

E
m

ail address:

............................................................
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