EEG Laboratory

55— Timmins & District Hospital
= John P. Larche
=33 Medical Imaging and Cardiopulmonary
Department
700 Ross Avenue East, Timmins, ON P4N 8P;
Tel: 705-267-6313 Fax: 705-267-6346
Name: Date of Birth
Address. Age Day Month Y ear
Sex:
Health Card: Postal Code:
Telephone Residence: Work:
out Patient: || In Patient: [ Room#
Reason for EEG:
Current Medications:
Tentative Diagnosis:
Special date/time requested:
EEG #: Date of previous:
SLEEP DEPRIVATION: YES[] No[]
AMBULATORY: YES[] No Ll
SPECIAL NEEDS:
Referring Physician: Date:

Signature of Referring Physician:

Copy to:
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Date Received:

Date of Appointment:

Time:
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