
 
For completion by Referring Physician 

 
Name of referring physician:  

I wish to refer my patient to the Brock-Niagara Centre for Health & Well-Being for the
purpose of cardiac rehabilitation, which includes exercise stress testing and aerobic 
and resistance training. 
Certification Statement: I have received authorization from this patient to release the 
information below and to permit the staff of the Brock-Niagara Centre for Health & 
Well-Being to contact him/her directly for follow-up. 

(Physician signature required below) 

Physician Signature: ____________________________________________ Date: 
__________________ 

 
Patient Information 

 
Date of Birth:  

Name:  Telephone:  

 
Reason for Referral - Primary Prevention 

 
         Dyslipidemia         Hypertension          Obesity         Diabetes 

 
Reason for Referral – Secondary Prevention  

 
       Post MI:     Date:                                                       Q Wave             Non Q 
 Location:         

Anterior 
       
Inferior 

       
Lateral Posterior 

       Rt. 
Vent 

       Cardiac Surgery:   Date:        CABG        Valve       Other 
______________ 

       Coronary Angioplasty:   Date:                                        Vessel (s):                                       
Stent 

 
Physician Referral Form 

Fax:  (905) 378-5724

Fax referral form to: (905) 378 - 5724 

Brock-Niagara 
Centre for Health & Well-Being


