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	Patient’s Name
	
	Telephone Number
	

	Address
	

	Age
	
	Date of Birth
	
	Email
	

	Emergency Contact Name
	
	Number
	
	Relationship
	

	GP
	
	Surgery Name
	
	Number
	



	Current Cardiovascular Event



	Most Recent Cardiovascular Event
	
	Date
	

	Details
	
	Complications
	



Current Angina (please tick)	Yes ☐	No ☐
	Date of Onset
	
	Details of Angina
	
	Triggers
	

	Relieved by GTN
	
	Relieved by Rest 
	
	GTN Frequency
	



Arrhythmias (please tick) 	Yes ☐	No ☐
	Date of Onset
	
	Details of Arrhythmias
	

	Devices
	ICD ☐ 
Pacemaker ☐
CRT ☐
	Settings
	

	Heart Failure
	☐
	NYHA
	



	Investigations



	Echocardiogram Date
	
	Ejection Fraction
	

	Other investigations
	
	Ongoing investigations
	



	Past Medical History



	










	Medication



	
	Current Drugs

	













	CVD Risk Factor



	Smoker 
	Yes ☐
	No ☐
	Ex ☐
	High Cholesterol ☐
	Hypertension ☐

	Diabetes
	T1DM ☐
	T2DM ☐
	Family History ☐
	Anxiety ☐
	Depression ☐

	Physical Inactivity prior to Phase III ☐
	BMI ☐
	Excess Alcohol ☐
	Waist Circumference ☐



	Core Rehab Exercise Status



	Mode
	In-Person ☐ Hybrid ☐ Remote ☐
	Number of sessions
	
	Test
	Ergometer ☐ 6MWT ☐ ISWT ☐



	Pre-Rehab Assessment 
	Date
	Post Rehab Assessment
	Date

	

	Resting Heart Rate
	
	Resting Heart Rate
	

	Resting Blood Pressure
	
	Resting Blood Pressure
	

	

	Peak Heart Rate
	
	Peak Heart Rate
	

	Peak Blood Pressure
	
	Peak Blood Pressure
	

	

	METS
	
	METS
	

	Reason for Stopping
Symptoms
	
	Reason for stopping
Symptoms
	



	Patient Informed Consent



I agree to the above information to be passed on to the Exercise Instructor. I understand that I am responsible for monitoring my own responses during exercise and will inform the instructor of any new or unusual symptoms. I will inform the instructor of any changes in my medication and the results of any future investigations or treatment.
	Verbal consent given by patient
	
	Date
	

	Patient Signature
	





	Important Notice



	A time of transfer this patient:

	is clinically stable
	

	Yes
	

	Is NOT awaiting further follow up or treatment
	

	

	Please specify if waiting for further follow up or treatment
	



	Signature
	

	Date
	09-Feb-2024

	Name
	
	Job Title
	Clinical Exercise Physiologist

	Email
	@uhcw.nhs.uk
	Telephone
	02476234570

	Address
	Atrium Health – Centre for Exercise & Health
Watch Close
Coventry
CV1 3LN
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