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Date of Issue  DD/MM/YY Appointment Date  DD/MM/YY

Patient Information  Place patient label here

Name 

DOB	 DD/MM/YY  M   F  Ht.	 Wt.

Address 	

City/Province 	  Postal Code 	

Phone (Res)

Work Cell

AHC# 

WCB# 

EXAM REQUESTED TO LOOK FOR

REFERRING SYMPTOMS

 Dysprea
 Oedema
 Chest pain 

 TIA/Stroke
 Syncope
 Fatigue

 CHF with Pulmonary Edema
 CHF with predominant right heart failure 

Prosthectic valve
 Specify type
 Size
 Age

Congenital Heart Disease
 Specify

Other
 Specify

REFERRING PHYSICIAN

Physician name

Signature 

Additional report to: 

Call/Fax emergency report to:

Physician phone	 

Physician address

SIGNIFICANT CLINICAL HISTORY

PATHOLOGIES

Murmur
 Systolic
 Diastolic

Aortic
 Stenosis
 Insufficiency
 Bicuspid

Mitral
 Stenosis
 Insufficiency
 Prolapse

Pulmonary valve disease
 Stenosis
 Regurgitation

Tricuspid
 Stenosis
 Regurgitation

Cardiomyopathy
 Dilated
 Hypertrophic
 Restrictive
 Pulmonary Hypertension
 Systemic Hypertension
 Diastolic Function
 Pericardial Effusion
 Constrictive Pericarditis
 Remote MI
 Serial EF on Chemotherapy
 Aortic Aneurysm
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PLEASE SEND MORE REQUISITIONS

Central Booking (403) 541-1200
Fax (403) 210-8377

Appointment Required
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