
  Cardiac Rehabilitation Referral 
 406 South 30th Avenue, Suite 208 Yakima WA 98902  

Phone 509-576-7650   Fax 509-576-7651 
 

 

Referring Provider: ____________________________________PCP:_________________________________ 

Phone: ________________________________________    Fax: _____________________________________ 

Address: __________________________________ City: ________________ State: ________ Zip:__________ 

Contact Person: ________________________________________ Title: _______________________________ 

Phone: _______________________________________ Fax: ________________________________________ 

Has referral to insurance been made:  _____ YES     _____NO       (If yes, please include copy of authorization) 

 

Patient Name: _____________________________________________ DOB: __________________________ 

Address: _________________________________ City: _________________State: ________ Zip: _________ 

Phone: ________________________________________ SS#_______________________________________ 

 

 

Subscriber: _________________________________________ Employer: _____________________________ 

Insurance Company_________________________________________________________________________ 

Group #: _________________________________________ Plan #:__________________________________ 

Co-Pay Amt: _______________________________ Phone: ________________________________________ 

 

 

Diagnosis: ________________________________________________________________________________ 

       ________________________________________________________________________________ 

Procedures: _______________________________________________________________________________ 

         _______________________________________________________________________________ 

Dates: ____________________________________________________________________________________ 

          ____________________________________________________________________________________ 

Surgeries: ________________________________________________________________________________ 

      ________________________________________________________________________________ 

Dates: ____________________________________________________________________________________ 

Please send most recent chart notes, lab work, EKG or stress test if available and any surgical or 

procedural history. 

 

Appointment Date: _________________       Time: ________________  

 


