Cardiology Request Form
PHOENIX HOSPITALGROUP (Excluding CT Scan)

Date of Exam:

Tel: 0207 079 2102
Email: diagnostics@phoenixhospitalgroup.com
Website: www.phoenixhospitalgroup.com

Patient Number:

Appointment Time:

Patient Details Referrer Details

Male D Female D : Name:

Surname: Address:

Forename:
Address: Telephone:
Email:

Telephone:

Preferred Reporting Cardiologist

Forename: Surname:

Examination Requested

ec []

Echocardiogram D

Holter Rhythm Monitor - 24h- D 48h- D 72h- D 4d- Q 5d- D lweek- D

24h BP Monitor D

Exercise Treadmill ECG Q

Stress Echo E

Clinical Indication (Please include relevant previous diagnostic information or medical history)

Referrer’s Declaration

The correct details have been provided

| have discussed the examination including any intervention

| have taken into account the possibility of pregnancy

There no known contra-indications to performing the requested examination
| will ensure the examination results are recorded in the patient’s records

Referrer’s Signature: Date:

Physiologist’s Notes:



mailto:diagnostics@phoenixhospitalgroup.com

	Patient Number: 
	Appointment Time: 
	Forename - patient details: 
	Address: 
	Address continued: 
	Telephone: 
	Surname - patient details: 
	Name - referrer details: 
	Address - referrer details: 
	Address continued - referrer details: 
	Telephone - referrer details: 
	Email- referrer details: 
	Surname - preferred reporting cardiologist: 
	ECG: Off
	Echocardiogram: Off
	24h: Off
	48h: Off
	72h: Off
	4d: Off
	5d: Off
	1week: Off
	24h bp monitor: Off
	exercise treadmill ECG: Off
	Stress echo: Off
	Clinical indication: 
	Forename - preferred reporting cardiologist: 
	DATE - 2_af_date: 
	DATE - 1_af_date: 
	DOB_af_date: 
	Referrer's signature: 
	Physiologist's notes: 
	male: Off
	female: Off


