
CARDIOPULMONARY REHAB AND EECP CENTER

PHYSICIAN ORDER

Date _____________________________

Patient Name _________________________________________ Date of Birth __________________________ 

Patient’s Phone Number ________________________

ATTENTION: __________________________________

Cardiac Rehabilitation (includes telemetry monitored exercise and risk-factor reduction programs)

Pulmonary Rehabilitiation (includes montiored exercise and risk-factor reduction education and programs)

Enhanced External Counterpulsation (EECP)

Cardiopulmonary Maintenance

ADDITIONAL ORDERS:   ___________________________________________________________________________

PHYSICIAN SIGNATURE:  _________________________________________________________ DATE: _________________________

PHYSICIAN  PRINTED NAME: _____________________________________________________

NECESSARY TREATMENT:

Cardiac

Angina I25.118

MI I21.3

PCI Z98.61

CABG Z95.1

Valve Surgery Z95.2

Heart Transplant Z94.1

CHF I50.9/I50.40

            Class: ________

            EF: _________

            Hospital Discharge Date: ________

DIAGNOSIS (please check all that apply):

9715 Medical Center Drive, Suite 130, Rockville MD 20850  | AdventistSGMC.com/CFH

Phone: 240-826-6662 | Fax: 240-826-5815

Pulmonary

COPD J44.9

Restrictive Lung Disease J98.4

Sarcoidosis D86.9/CM J99

Pulmonary Fibrosis J84.10

Pulmonary Hypertension I27.0

Lung Transplant Z94.2

Other (please specify):

___________________________________________
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Oxygen Use/Titration: ___________
Oxygen continuous @___________ L/m NC @ rest
Oxygen Use: _____ L prn with exertion/tirate to sat >90%




