
 

 

EMG/NCS Referral: 

Fax to (604) 960-2144 

Patient Information:  

Patient’s Full Name: __________________________ 

Patient’s PHN:  ______________________________ 

Gender: _______    Date of Birth: ________________ 

Address: ____________________________________ 

Contact:  Primary _________ Alternate: ___________ 

 

Referral Information: 

Priority:  _________  

Referring Healthcare Provider: 

 Name: __________________________      Signature: ___________________ 

 MSP#: __________ Phone: __________      Date of Referral: ______________ 

 Fax: ____________ 

 Names of other care providers involved: 

 ________________________________ 

 

 

 

 

 

 

 

Please include any relevant previous imaging, laboratory values, previous EMG/NCS studies for 

comparison.  Patients will be contacted directly. 

Reason for Referral: 

__________________ 

__________________ 

__________________ 

__________________ 

Reason for Urgency: 

_________________ 

_________________ 

_________________ 

_________________ 

Past Medical History: 

___________________ 

___________________ 

___________________ 

___________________ 


