
Patient Name:  __________________________________________________________________ DOB: ____________________________

Phone (Home): _____________________________________________  (Daytime) ____________________________________________

Primary Insurance:  _________________________________________  ID # __________________________________________________

Secondary Insurance:  ______________________________________  ID # __________________________________________________

Primary Physician:  _________________________________________  NPI #  ________________________________________________

Pulmonologist:  ____________________________________________  NPI #  ________________________________________________

□ Chronic Obstructive Pulmonary Disease (COPD) with 
the following criteria
□ Forced Expiratory Volume in 1 second (FEV1) 

of < 80% an Symptomatic
□ GOLD class II through IV

□ Persistent asthma

□ Bronchiectasis

□ Cystic Fibrosis

□ Interstitial lung diseases including Pulmonary Fibrosis

Pulmonary Rehabilitation Referral

Criteria for admission into Pulmonary Rehab (please check)

FOR OFFICE USE ONLY
Patient Scheduled:
Yes - Date/Time: ___________________
No - Reason: ______________________

_____________________________________________________________
Physician Signature Date

Phone: 316.804.6242     Fax: 316.804.6135

Doc ID # 26338

In order to provide appropriate care, please fax the following to 316.804.6135 (please check)

□ Patient demographics
□ Order for Pulmonary Rehab

□ Recent H&P
□ Copy of patient’s insurance card/s

   PRRF

Pulmonary Rehab Referral Form

Pulmonary Rehab Referral Form
Copy Distribution
Doc ID: 26338
Published Date: 6/9/2021 1:39:31 PM6/9/2021 1:39:31 PM

Patient Label

Date: ______________________

Patient Name: ____________________________ DOB_______________________

Phone: __________________________________ AGE _________  M    |    F

Contact Person: ________________________________________________________

Insurance: _____________________________________________________________

Pulmonologist: ______________________PCP: ______________________________

Diagnosis: ______________________________________ ICD 10 Code:__________

Referrals will be contacted by a clinical liaison and criteria assessed for the 
Pulmonary Rehabilitation program.

Thank you for your consideration, 

Pulmonary Rehabilitation 
Phone: 316-804-6242
Fax: 316-804-6135

INTERNAL USE - Notes / Attempts to contact:□ Sarcoidosis

□ Lung cancer

□ Before and after lung transplantation

□ Pulmonary hypertension

□ Confirmed or suspected COVID-19 and 
experience persistent symptoms that include 
respiratory dysfunction for at least four weeks
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