
<Insert address details of your program>
                       Phone:

                  Fax:

<Insert referrer’s name>
<Insert referrer’s address> 


Date

Dear Dr <insert referrer’s name>                  

Re:
<Insert patient’s name>

DOB:


Diagnosis:

Your patient was referred to the Pulmonary Rehabilitation Program at the insert name of hospital / community centre but <insert reason for not participating> (see examples below:).    
E.g. 
Did not wish to participate 

Acute respiratory deterioration

Other medical deterioration

Transport difficulty

Works full time

Deceased

Program being performed elsewhere

Unable to be contacted

We would be more than happy to enrol your patient into this program in the future should circumstances change. If this is the case, please contact us to organise for us to restart the referral process.
Please do not hesitate to contact us for any information.

Yours sincerely,
Insert name

Pulmonary Rehabilitation Coordinator

The Pulmonary Rehabilitation Toolkit: An Initiative of Lung Foundation Australia

