DESERT PULMONARY REHAB & DIAGNOSTICS
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2675 S. JONES BLVD, SUITE 113
LAS VEGAS, NEVADA 89146
PH:  702 – 665 - 4156   FAX: 702 – 749-3184        

                   REFERRAL FORM    DATE: ___________
Patient Name: _______________________ DOB: ________ Patient’s Phone: _______________ 
Physician: ________________________________ Physician’s Phone: ____________________

Diagnosis:
[    ] COPD	[   ] Interstitial Lung Disease   [   ] Pulmonary Fibrosis   [   ] Cystic Fibrosis
[    ] Lung transplant or lung Reduction    [    ] Chronic Bronchitis [   ] Chronic Asthma
[    ] Bronchiectasis   [    ] Pneumoconiosis   [   ] Post-COVID   [   ] Other: ____________________

[    ] CARDIOPULMONARY REHAB   1x____   2x____ per week   X __Weeks
[    ] ASTHMA/COPD EDUCATION (includes: FeNO Test,  peak flow training, aero chamber training, exercise-induced evaluation) - SUPPLIES ARE INCLUDED  
RESPIRATORY DIAGNOSTICS
[   ] COMPLETE PFT W/DLCO                                                                                                                                                                         
[   ] SIMPLE PFT 
[   ] INCENTIVE SPIROMETRY (Lung expansion therapy)                                                                                                                                                                        
[   ] CHEST PHYSIOTHERAPY/BRONCHIAL HYGIENE THERAPY (Mucus Airway Clearance Therapy w/Pep therapy/flutter valve, Postural Drainage Training, Breathing Retraining)          
[   ] OVERNIGHT OXIMETRY STUDY (94762)                                                                                                                                                                                                                 
[   ] SIMPLE PULMONARY STRESS TEST ( O2 TESTING FOR QUALIFICATION) 
[   ] PULMONARY STRESS TEST FOR BRONCHOSPASM EVAL W/ PRE & POST PFT      
[   ] FeNO TESTING ( Fractional exhaled Nitric Oxide – Evaluate airway inflammation/Adherence to treatment).     
                                                                               

PHYSICIAN SIGNATURE: ______________________________________DATE: ______________

PRINT NAME: __________________________________________________________________
(PLEASE ATTACH PATIENT DEMOGRAPHICS WITH ORDERS, PROGRESS NOTES, LABS, ETC., IF APPROPRIATE FOR MEDICAL NECESSITY)
THANK YOU
image1.png




