ALEXANDRA MARINE & GENERAL HOSPITAL

120 Napier Street, Goderich, Ontario N7A 1W5
Phone: (519) 524 8323 Fax: (519) 524 8532
CARDIORESPIRATORY: ECHOCARDIOGRAM REQUISITION
Appointment Date: Time:

(Month/Day/Year)

Patient Last Name First Name
Health # Version Expiry (Year/Month)
D.0.B. (Year/Month/Day) Gender: 1 Male J Female

Phone Number

71 Chest pain [l CHF(with/without Edema)
71 Palpitations 1 Valvular Stenosis of:

1 SOB [J  Valvular Regurgitation of:
 HTN [J  Mitral Valve Prolapse

) Presyncope/ Syncope [J  Congenital Defect

1 TIA/Stroke [l Prosthetic Heart Valve

O Arrythmia [J  Endocarditis

1 Murmur 1 Abnormal CXR

71 Dyspnea (OE?) 1 Abnormal ECG

7 Cardiomyopathy (1 Other? (explain)

MEDICATIONS:

QUESTIONS YOU NEED ANSWERED BY THIS EXAM:

Referral Physician (Print Name) Signature: Copy to: (Print Full Name)

Date: (Month/Day/Year)

This is a controlled document prepared solely for use at Alexandra Marine and General Hospital (AMGH). AMGH accepts no responsibility for use of this material by any person or
organization not associated with AMGH. No part of this document may be reproduced in any form for publication without permission of AMGH.
A printed copy may not reflect the current electronic document and should always be checked against the electronic version prior to use.



