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PHYSIOLOGICAL MEASUREMENT REQUEST FORM
(INCLUDING ECHOCARDIOGRAPHY)

PLEASE NOTE - WE ARE UNABLE TO ACCEPT REFERRALS FOR PATIENTS UNDER 18 YEARS OF AGE

Patient ID

NHS Number

First Name

Surname
Address

Post Code

Date of Birth
Telephone (Home)
Telephone (Work)
Telephone (Mobile)
Email Address
Gender Male 0 Female O

Referring Clinician

Name
GMC/HPC/NMC No.
Address

Post Code

Referring PCT Code

Referring Practice Code

Telephone No. (For urgent clinical findings)

Fax No.

NHS Mail (nhs.net only)

Physical/Communication difficulties (Specify if any)

If interpreter required, language

Religion
Ethnicity

Eligible for NHS Funded Transport Yes O
Car Transport Required Yes O
Wheelchair User Yes O

The patient must be ambulant, or if a wheelchair user they
must be able to transfer independently on to the scanner or
examination couch.

Clinical Indication/Problem

Allergies:

Please provide as much relevant clinical information to ensure the most appropiate investigation is performed.

Relevant Past Medical History

Cardiac History

Ml

Angina

Valve Problems
Murmurs
Cardiac Surgery
Atrial Fibrillation
Cardiomyopathy
Other

OooobooooOoon

Other Significant History
Hypertension
Diabetes

Thyroid Disease
Alcohol/Drug Abuse
Chronic Anaemia
COPD

Other

Ooooooon

Beta Blockers
Diuretics
Anti-arrhythmics
Anti-hypertensives

oooo

Is the patient currently taking any of the following medication

O Sympathomimetics
O Anticoagulants
O Other relevant medication

Investigation(s) Required
Echocardiography ECG
O Full O 12 Lead, Resting

Ambulatory ECG Ambulatory BP
O 24 Hour O 24 Hour
O 48 Hour

Referrer’s Signature

Date of request

Please post, fax or email this form to the InHealth (London) Referral Centre:

Hafley Court, Buckley Road, Rochdale OL12 9DN
Tel: 0844 581 0301 Fax: 0844 581 0305 Email: london.prc@nhs.net
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