Ottawa: 1935 Bank Street
Orléans: 1887 5t Joseph Blvd

Phone: (343) 882-9100 g
Fax: (888) 237-9594 ‘

info@ottawacardiology.ca
Ottawa Cardiology Centre

Request For Cardiac Examination

Patient Information

Full Name:

Address: City: Postal Code:

Pharmacy: Phone: Fax:

Primary Phone #: Alt. Phone #

Date Of Birth: mm/dd/yy: Age: Gender: | Height: | Weight:
Health Card #: Family Physician:

Clinical Indication

Clinical History:

(O Chest Pain | O soB O Palpitations QO Ssyncope O Murmur | QO cva/TIA

O cap O cHF O Arrhythmias O swelling O others:

Examination(s) Requested

O Echocardiogram (regular comprehensive TTE)

O Contrast

O Bubble study

QO Ppediatric Echocardiogram (8 years and older)

O Exercise Stress Echocardiogram (SE)

O Ischemic Heart Disease Protocol

O Diastolic Dysfunction Protocol

O Cardiomyopathies Protocol

O Native Valve Disease Protocol

O Exercise Stress ECG + LV wall motion Echo assessment before & immediately after Exercise (Stress Echocardiogram)

O Exercise Stress ECG only (GXT)

O Rest 12-Lead ECG

O Holter Monitoring: QO 72hs O 7 days O 14 days

O 24 Hour Ambulatory Blood Pressure Monitoring (not covered by OHIP, $80 CASH ONLY)

O Cardiology Consultation

O Urgent
Referring Physician Information
Referring Physician: Tel:
Physician’s Signature: Fax:
Copy to:
Billing Provider #: Notes:
Date: mm/dd/yy:




