
PROGRESS REPORT

Date: ______ / ______ / ______

Dear Dr. ______________________________________________ :

Thank you for referring your patient,  _________________________________________________________ , 

to McLaren’s Pulmonary Rehabilitation Program. 

________________________________________ has been seen for  _________________ exercise sessions.

O2 Requirements with Exercise:

O2 Saturation ______ % on ______ at rest prior to exercise:  _______________________________________

Comments:  ______________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________  

If you have any questions, please contact us at (810) 342-5370.

Signature:  __________________________________  Date: ______ / ______ / ______
Kim DeJonghe, RRT; Cynthia DeVasher, RRT; Shawn Fatheree, RRT; 
Lynne Leach, RRT; Valerie McLeod, RRT
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