
 

 

Electromyography EMG Referral 

                                           Scan to: Referral – Neurology                 

 

 
  Previous EMG: (Y / N) Clinic Location: _____________________________ Date: ____________________ 

                                                                                                                                                                     yyyy/mm/dd  

Patient History: _________________________________________________________________________ 
 

 ______________________________________________________________________________________ 
 
Neurological Signs:  ______________________________________________________________________ 
 
______________________________________________________________________________________ 
 

    Provisional Diagnosis: ____________________________________________________________________ 
 
    Indications for Test: ______________________________________________________________________ 

 
   Medications: ____________________________________________________________________________ 

 
Please forward any relevant blood work, imaging (MRI, CT, ultrasound), and consultation notes. 

______________________________________________________________________________________ 
 
OFFICE USE: Neuromuscular Neurologist: Melanson / Bagnas / Other _____________________________ 
 
Clinic Date (yyyy/mm/dd) _________________________________ Time (hhmm) ______________________ 
        

Electromyography EMG Referral  
 
Department of Neurology, EMG   
Kingston General Hospital, Connell 7 
 
Tel: 613-549-6666 x 62601 

Fax: 613-548-1388 
 
 

PATIENT INFORMATION 
 
Name: _____________________________________________________ 

DOB (yyyy/mm/dd):  _______________________________________ 

Health Card#: ____________________________________ 

MRN: _____________________________________________________ 

Telephone:________________________________________________ 

Address: __________________________________________________ 

___________________________ Postal Code: ___________________ 

Referring Health Practitioner Information     Please provide full name and sign the requisition 
 
Name: ____________________________________________ Billing Number: _____________________________ 
 
Phone: ____________________________________________ Fax: ______________________________________ 
 
Practitioner’s Signature: ________________________________ Date (yyyy/mm/dd): __________________________                  
 

 

Da  
                                                                    YYYY/MM/DD 

Service Requested:  

 Electromyography (EMG) / Nerve Conduction Studies (NCS) 

 Repetitive Nerve Stimulation ± Single-Fibre EMG 
 

For Carpal Tunnel studies, please refer to Providence Care Hospital EMG/NCS Clinic 


