	EMG REQUEST FORM

DEPARTMENT OF CLINICAL NEUROPHYSIOLOGY

BARTS HEALTH NHS TRUST
2nd Floor, South Tower, The Royal London Hospital E1 1BB
TEL: 020 359 42500   Email: BHNT.Neurophysiology@nhs.net



NOTE: COMPLETE ALL SECTIONS IN LARGE PRINT.     Incomplete Forms will Cause Delays and will be Returned
	PATIENT SURNAME:
(PLEASE PRINT)
	SEX: MALE / FEMALE

	FIRST NAME:
(PLEASE PRINT)
	DATE OF BIRTH:

	NHS NUMBER (compulsory information):
	

	PATIENT ADDRESS (inc. postcode):

(PLEASE PRINT)


	GP NAME
GP ADDRESS (inc postcode):



	PATIENT TELEPHONE NUMBERS

LANDLINE:

MOBILE:


	GP: email address for report to be sent  to: (must be NHS.net address)

	WILL THE PATIENT BE ARRIVING VIA TRANSPORT?                           
	INTERPRETOR REQUIRED YES / NO

LANGUAGE:

	 EMG INVESTIGATION: Please provide the following information:
SENSORY DISTRIBUTION:
DISTRIBUTION OF WEAKNESS:

LIMB REFLEXES:

DURATION AND PROGRESS OF SYMPTOMS:



	PROVISIONAL DIAGNOSIS, SUMMARY OF HISTORY, EXAMINATION & WHAT INFORMATION DO YOU REQUIRE FROM THE TEST?

WARNINGS (E.G. INFECTION RISK / DRUG ALLERGIES, WARFARIN , PACEMAKER DEFIBRILLATOR


	RESULTS OF OTHER INVESTIGATIONS (E.G. METABOLIC, LP, MRI, INR, ETC.):


	MEDICATION:


	PREVIOUS EXAMINATIONS (HERE OR ELSWHERE):




	NAME OF DOCTOR MAKING REQUEST:
(PLEASE ENTER CONTACT DETAILS :)

	DATE OF REQUEST:


