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SPH DIAGNOSTIC NEUROPHYSIOLOGY
EMG/NERVE CONDUCTION STUDIES
REQUISITION
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Requisition Form

St. Paul’s Hospital Department of Diagnostic Neurophysiology:
1081 Burrard Street, Providence Building, Vancouver, BC

Phone: 604-806-8646 FAX: 604-806-8624

PATIENT INFORMATION (Print clearly)

Surname:

[ JURGENT [ ] NON-URGENT

Patient prefers appointment in:

First: Middle:

] Morning [] Afternoon

PHN:

Patient preference will be considered but
cannot be guaranteed.

[ ] WSBC: []ICBC:

DOB: (dd/mmm/yyyy)
Address:

Gender:

[ JMale []Female []Other:

City:

Phone: Home:

Postal Code:
Work/Cell:

REFERRING PHYSICIAN
Name:

MSP#:

Phone:

Signature:

FAX:

Date of Referral: Copies to:

HISTORY AND CLINICAL FINDINGS

Tentative Diagnosis:

Medication(s):

Allergies/Sensitivities:

Patient’s special needs: (if any)

Previous study: (EMG / imaging)

APPOINTMENT BOOKING

Date of Appointment:
With Dr.

Time:
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Gastro- (X-ray, CT scan, MRI ) (blood tests)
: enterology
Neurology

Department of Neurology
EMG & EEG/EP Office - Room 2367
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