
dd       mm       yy
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Health Record #: ______________________

Patient Name: (Print first, last)______________________________________

DOB: _____/_____/_____	 Age: ______ 	 q Female	 q Male

OHIP #:___________________	 Version Code: ____________________

Account #: ________________	 Date of Admission: _____/_____/_____

dd     mm      yy

dd     mm     yy

Complete or place barcoded 
patient label here

Is the patient on an anticoagulant? q Yes  q No 

Please include all relevant consultation notes, comprehensive patient profile, blood work, imaging. Incomplete requisitions will be returned.
q Relevant Consultation Notes    q Relevant Recent Bloodwork    q Prior Imaging (MRI, CT)    q CPP (Comprehensive Patient Profile)

  TO BOOK AN APPOINTMENT FAX COMPLETED REQUISITIONS TO (905) 853-2211

Physician Information:

Referring Physician: (print first, last)	            Date: _____/_____/_____ 

Signature: CPSO # Billing #        Office Phone: (          )

Address: Fax Number: (          )

Family Physician same as above  q Yes   q No   If no, please provide information below

Family Physician: (print first, last)

Address:                                       

Appointment Date: _____/_____/_____

Appointment Time:

Arrival Time:

Hospital Record #:

Date of Birth: _____/_____/_____

Patient Weight: _______________ kg

dd       mm       yy

dd       mm       yy

Street Number + Name		 Apartment		

City	 Province Postal Code

  Patient Name: (print first, last)      

Address: 

Health Card Number:			 Version Code:	

Other Insurance: 		 WSIB Number:	

Home: (         ) 		 Work/Other: (         )
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q Carpal tunnel syndrome
q Ulnar Neuropathy
q Cervical Radiculopathy
q Peroneal Neuropathy
q Lumbosacral Radiculopathy

m Right     m Left
m Right     m Left
m Right     m Left
m Right     m Left
m Right     m Left

q Peripheral Neuropathy
q Motor Neuron Disease
q Myopathy
q Neuromuscular Junction Disorders (e.g. myasthenia gravis)
q Other (please specify in reason for referral)

Reason for Referral: (Time course of symptoms is very important)

Electromyography (EMG) / Nerve Conduction (NCS) Requisition
q OUT-PATIENT    q IN-PATIENT Please fax to (905) 853-2211

596 Davis Drive	
Newmarket, ON L3Y 2P9	

Neurology Laboratories

Office Phone: (          ) 

Fax Number: (          )

Diagnosis to assess (check one or more, please specify in reason for referral):



	 IMPORTANT INFORMATION FOR EMG PATIENTS

•	 Please arrive 20 minutes before your test. Late arrivals may result in losing your appointment.

•	 Please bring your Health Card, this requisition and any other pertaining documents.

•	 Please ensure skin is clean and dry without lotions, oils, or creams.

•	 Please wear loose, comfortable clothing (please wear short sleeves for arm testing and shorts for leg testing).

•	 Please bring a list of your current medications. You may take your medication as usual.

•	 Wear warm gloves for arm testing and socks for leg testing on cool days as having cold hands or feet can 
affect the test.

•	 Please stop pyridostigmine 48 hours prior to your test.

596 Davis Drive 
Newmarket, ON L3Y 2P9 

T: 905-895-4521 
F: 905-853-2211 

southlake.ca

Neurology Laboratories

Electromyography (EMG) / Nerve Conduction (NCS) Requisition 
Patient Preparation and Information
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*NOTE: You will be undergoing a test using electrical stimulation of nerves and a recording needle in some muscles 
to diagnose your condition.
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