University of North Carolina Hospitals

Chapel Hill, North Carolina 27714

Provider Referral for Cardiac Rehabilitation

MIM #_____


Patient Name_____________________________________________________ DOB___________________ 

Medical Record #_________________________________________     Gender: 
M___    
F___
Address: ______________________________________________________________________________
City/State/Zip___________________________________________________________________________
Home Phone________________________________ Work Phone ________________________________
**************************************************************************************************** 
DIAGNOSIS / Please include ICD-9 code  PROCEDURES / Please include ICD-9 code*      

__ Myocardial infarction




__ CABG (V45.81)
Date:_______

      __Acute MI Dx code (410.XX)


__ PTCA (V45.82)
Date:_______       

      __Old MI (412)




__ Stent/s (V45.82)
Date:_______

      Date:_________________



__ Valve Disorders

__ Stable Angina (413.9)





__ Mitral valve (424.0)

__ CHF (428.0)






__ Aortic valve (424.1)

__ CAD (414.0X)





__ Heart Valve replacement status

__ Diabetes Dx code _____



__ transplant (V42.2)__artificial/prosthetic (V43.3)
__ Hyperlipidemia Dx code ____




Date:_________________________

__ Hypertension Dx code ____



__ Heart transplant status ( V42.1)

__ Obesity, unspec.(278.00)__Morbid (278.01)

__ Primary Cardiomyopathy (425.4)        

__Other______________________________

__Other procedure/s: _____________

*For Medicare patients to receive cardiac rehab benefits, the referring diagnosis must be one of the following:

· Documented ACUTE MI within 12 months

· CABG

· STABLE angina explicitly documented

· Heart valve repair/replacement

· PTCA or coronary stenting

· Heart or heart-lung transplant

************************************************************************************************************************
RISK CLASS. FOR EXERCISE TRAINING      __ CLASS B/Moderate      __ CLASS C/Moderate to High
Fletcher GF, Balady GJ, Amsterdam EA, et al. Exercise Standards for Testing and Training – A Statement for

Health Care Professionals from the American Heart Association. Circulation. 2001; 104:pp.1723-1724.
************************************************************************************************************************
Authorization for Release of Medical Information: See Form
************************************************************************************************************************
I certify that cardiac rehabilitation is medically necessary for treatment of this patient. The patient may begin cardiac rehabilitation on or after this date: ________________
Provider Signature _____________________________________________Date/Time_____________
Print Name____________________________________________________UPIN# ________________
************************************************************************************************************************
UNC Hospitals Heart and Vascular Center at Meadowmont
300 Meadowmont Village Circle, Suite 313

Chapel Hill, NC 27517

919-966-7244

Contact for Referral Questions: ________________________________________________________
Phone ____________________________________ Fax ______________________________________

Medical Records Requests: 919-966-2336 (Phone)


Location: Authorizations


