
Patient Review Form 
 

GP to complete (or other health provider designated by GP) 
 
 
Patient Details 
 
Name:      ____________________________ 

Address:  ____________________________ 

                 ____________________________ 

Home Phone:  _____________  Male     � 

Work Phone:   _____________ Female:  � 

 GP Details (name, address & phone) Stamp 
 
 
 
 
 
 
 

 
Cardiac History (Please report any events and their dates at initial visit and any subsequent events at each 
review) 
 

Date of Event Diagnosis/Event Procedure Hospital Attended 
    
    
    
    
    
    
 
Risk Factor Baseline at registration 

To HeartBeat programme 
3 month visit 
Date: 

9 month visit 
Date: 

Height    
Weight    
BMI (Admin Only)    
Blood Pressure    
Total Cholesterol    
Care Plan   Yes  � 
                      No   � 

Reviewed Reviewed Reviewed 

 
� Yes  �  No     I give permission for the HeartBeat project officer to liaise directly with my  
practice staff/nurse in regards to the collection of the above data for this patient. 
 
Please return this form to the HeartBeat Project Officer in the Reply Paid  
Envelope provided.  If you or your patient has any queries please telephone 9458 0505. 


