
REFERRING PHYSICIAN			                 	             BILLING#			 

OFFICE ADDRESS

PHONE #		                        FAX #		                                   DATE OF REFERRAL    

COPIES TO

		

FIRST NAME		  LAST NAME		  MIDDLE NAME		  M      F	

PATIENT PHN		                    	                    d.o.b. DD/MM/YY	               

phone number 			email    address

REQUISITION
FOR ELECTRODIAGNOSTIC (EMG) CONSULTATION

Numbness/Tingling

Weakness

Burning Pain 

Muscle Atrophy 

Elevated Creatinine Kinase (CK)

Cramps/Fasciculations

Myalgia

Fatigue 

Dysphagia

Other:

Carpal Tunnel Syndrome/Median Neuropathy

Cubital Tunnel Syndrome/ Ulnar Neuropathy

Radial Neuropathy

Peripheral Neuropathy

Cervical Radiculopathy (Level: _________)

Lumbar Radiculopathy (Level: _________)

Peroneal Neuropathy 

Motor Neuron Disease/ALS

Myasthenia Gravis

Myopathy

Other:

PATIENT INFO

SYMPTOMS

     ROUTINE           URGENT

POSSIBLE DIAGNOSes

HISTORY + CLINICAL FINDINGS

REFERRAL FAX
604 553 7001

(appointment notification 
will be faxed back)


