SEVEN OAKS

General Hospital
2300 McPhillips Street, Winnipeg, Manitoba R2V 3M3

REQUISITION FOR
DIAGNOSTIC SERVICES

O MALE HOSPITAL USE ONLY
PATIENT NAME
O FEMALE DATE
ADDRESS
POSTAL CODE TIVME
BIRTH DATE M.H.# P.H.ILN.#
TELEPHONE HOME BUSINESS __ ACCOUNTNO.
CLINICAL HISTORY/DIAGNOSIS
PHYSICIAN'S NAME (PLEASE PRINT CLEARLY)
PHYSICIAN'S SIGNATURE DATE

NOTE: PATIENT TO ARRIVE AT REGISTRATION OFFICE 30 MINUTES PRIOR TO APPOINTMENT.
OUT-PATIENT SERVICES AVAILABLE MONDAY — FRIDAY EXCLUDING STATUTORY HOLIDAYS.

PHONE: 204-632-3621

RESPIRATORY THERAPY FAX:  204-632-8896

* APPOINTMENT REQUIRED (9:00am.-4:00pm)
BRONCHODILATOR NOT TO BE TAKEN 4 HOURS PRIOR TO TEST.

PLEASE CHECK DESIRED TESTS
SPIROMETRY BEFORE BRONCHODILATOR
SPIROMETRY AFTER BRONCHODILATOR
ARTERIAL BLOOD GAS

LUNG VOLUMES (FRC, RV, TLC, RV/TLC)
LUNG DIFFUSION

ASTHMA CHALLENGE (Histamine)

ooooono

APPOINTMENT

DIAGNOSTIC IMAGING SERVICES | (800am.-4:00pm,)

DATE TIME

PHONE: 204-632-3239 - X-RAY, ULTRASOUND, C.T. SCAN
204-632-3285 - NUCLEAR MEDICINE

SEE REVERSE FOR PREPARATION
EXAMINATION REQUESTED

1. X-RAY

2. ULTRASOUND

3. NUCLEAR MEDICINE

APPOINTMENT

DATE TIME
CARDIOLOGY PHONE: 204-632-3239  (8:00 a.m.—4:00 p.m.) 4. C.T. SCAN
O STANDARD TRACING * APPOINTMENT REQUIRED
O HOLTERMONITORING SR G neewr
O EMERGENT

APPOINTMENT

DATE TIME
NOTE: STRESS TESTING REQUESTS REQUIRE A CONSULTATION
BY A PHYSICIAN FROM THE DEPT. OF MEDICINE

FORWARD THIS FORM TO C.T. SCAN DEPARTMENT. DO NOT SEND TO
REGISTRATION OFFICE. YOU WILL BE NOTIFIED OF APPOINTMENT
DATE AND TIME FOLLOWING REVIEW BY ARADIOLOGIST.

LABORATORY PHONE: 204-632-3238 (8:00 a.m. - 6:00 p.m.)

SEE LAB INFORMATION MANUAL FOR FASTING & TESTS
REQUIRING APPOINTMENTS.

EXAMINATION REQUIRED

O cBC O GLUCOSE O TRIGLYCERIDE
O pT O CREATININE O NAK.CL.

O URINALYSIS O UREA O TOTAL PROTEIN
O PTT O CHOLESTEROL O URIC ACID
OTHER

WHITE — HEALTH RECORDS

YELLOW — DIAGNOSTIC SERVICES

PINK — PHYSICIAN BUFF — PATIENT




¢

GRACE HOSPITAL

RESPIRATORY THERAPY DEPARTMENT
PULMONARY FUNCTIONS REQUISITION

(Please phone for an appointment)

Phone: (204) 837-0590
Fax: (204) 837-0510

Name Address
Phone D.O.B. Personal Health I.D. # (9 digit)
Dr. Appointment
DIAGNOSIS
SMOKING Hx
Symptomes: (Circle) Cough Sputum Wheeze Dyspnea Chest Pain
PREVIOUS LUNG SURGERY: Lobectomy Pneumonectomy Other
HEIGHT WEIGHT SEX AGE
Please check desired tests:
PRE POST BRONCHODILATOR
Spirometry, FVC, FEV, /FVC
Flow Volumes, PEFR, MEFR50
Lung Volumes, TLC, FRC, RV
& airway resistance
Diffusion Capacity Medication
Dose
Gas Exchange & Exercise Testing
Blood gas on room air or % 0z

Progressive exercise test
Other tests

With 0z saturation

FC #220 08/14

Physician’s Signature _



4

11,. Hopital St-Boniface Hospital

=

PULMONARY FUNCTIONS REQUISITION
NAME: PULMONARY FUNCTIONS LAB
ADDRESS: ST. BONIFACE GENERAL HOSPITAL
TELEPHONE #: 2C - 409 TACHE AVE.
MHSC#: WINNIPEG, MANITOBA
ENC#: R2H 2A6
DOB: TELEPHONE # 237-2752
PHYSICIAN: FAX # 235-3563

PLEASE CALL THE LAB AT 237-2752 TO SCHEDULE AN APPOINTMENT, THEN FAXTHE
COMPLETED REQUISITION TO 235-3563.

DATE & TIME OF APPOINTMENT:

DIAGNOSIS & REASON FOR TEST: CURRENT MEDICATIONS:

Please circle the number(s) of the test(s) you are requesting

1. Complete Pulmonary Functions (includes spirometry, lung volumes, diffusing capacity)
2. Spirometry (FVC, FEV1)
Give Bronchodilatorwithabovetest a Yes a No
6 Minute Walking Oximetry d RoomAir or qOxygen@_____ L/min
Arterial Blood Gas q RoomAir Oor qOxygen@____ L/min

Asthma Assessment
- Ifasthma suspected, do youwantbronchodilator given? a Yes a No

- Ifasthma suspected and there is no bronchodilator response, do youwanta
methacholine challenge? q Yes a No

6. Special Test(s) -

(please write the test[s] wanted)

A Respirologist must be consulted if you want either of the following:

7. Progressive Exercise Test
8. Walking Oximetry for Home O2 Assessment
Date Faxed: Physician’s Signature

Rev. February 2005  7102-2424-1



WINNIPEG CLINIC

PULMONARY FUNCTIONS TESTING
REQUISITION AND CHARGE SLIP
7th Floor 425 St. Mary Ave.
Winnipeg, MB, R3C ON2

PHONE: (204) 957-3321
FAX: (204) 957-7410

NAME

ADDRESS
PHONE

D.O.B.

PHIN No.

MHSC No.
DR.

APPOINTMENT

Please check desired tests:

o | Simple Spirometry
(FVC, FEV], FEV1/FVC)

This test is done as a walk-in. Patient presents
this requisition signed by physician.

e | Progressive Exercise*
(Spirometry, Flow Volumes with O2 saturation &

cardiopulmonary exercise stress)

Appointment needs to be booked by phone &
requisition faxed.

Doctor's office responsible for informing patient.

o Oxygen Saturation Check

o

o

Complete Pulmonary Functions
(Spirometry, Flow Volumes, Lung Volumes,
Diffusion capacity)

Appointment needs to be booked by phone &
requisition faxed.

Doctor's office responsible for informing
patient.

Exercise Provocation Testing*
(Spirometry, Flow Volumes with O2 saturation &
cardiopulmonary exercise stress)

Appointment needs to be booked by phone &
requisition faxed.

Doctor's office responsible for test instructions
and informing patient.

Blood Gas on Room Air

* Test requires running on a treadmill at an incline, therefore appropriate footwear required.
Please inform your patient to arrive 5 minutes prior to their appointment.

Physicians Signature

Office use only:

o 8810 o 8850 o 8836
n 8815 n 8851 n 8854
n 8820 n 8852

o

8830

o 2300
B 40,000

n 8842



Health Sciences Centre DATE

Winnipeg

PATIENT
Adult Chest Medicine

PULMONARY FUNCTION TESTING

ooe

PHIN #
RS-211, Respiratory Hospital
810 Sherbrook Street BOCToR
Winnipeg, Manitoba R3A 1R8 CLINICIUNIT

Phone: (204)787-1234 Fax: (2104)787-1333

HSC NO.

LOC'N

The following information must be filled and faxed, or mailed, to the Pulmonary Function Laboratory prior to

the actual booking. This information is essential to ensure patient safety.

DIAGNOSIS: PRECAUTIONS:

HEART DISEASE: 0 Yes
U1 Chest Pain - Undiagnosed
U Angina

1 Recent Myocardial Infarction (< 6 months)
O Old Myocardial Infarction (> 8 months)

U No

U Cardiomyopathy
U Hypertension

a Arrhythmias

U Pacemaker

[ Congestive Heart Failure
U Valvular disease — Specify

MEDICATIONS:
O Beta Mimetics (Ventolin)
U Anticholinergics (Atrovent)

U Implanted Defibrillator
QO Other — Specify

U Digitalis
QO Antiarrhythmics

O Inhaled Steroids
O Oral Steroids
U Anti-Leukotrienes

O Calcium Channel Blockers
1 Beta Blockers
U Other — Specify

SPIROMETRY AND LUNG VOLUMES Pre Bronchodilators
Spirometry (FEV,,, FVC, Ratio) a

Flow Volumes (PEFR, MMEF, FEF,;, FEF,,, etc.)
Lung Volumes (TLC, FRC, RV, Airway Resistance)
Diffusing Capacity

Maximum Inspiratory & Expiratory Pressures

= o S
0Oo0o0ooo

Single Breath Nitrogen Washout

Post Bronchodilators
Q
]
Q

GAS EXCHANGE AND CARDIOPULMONARY EXERCISE TESTING
Arterial Blood Gas on Room Air

Steady-State Gas Exchange on Room Air at Rest

Calculation of Shunt on 100% Oxygen

Walking Oximetry on Room Air

Walking Oximetry on Oxygen

o g kw0 N

Progressive Cardiopulmonary Exercise Testing

O00OCO0OO0OO

ASTHMA CHALLENGE
1. Methacholine
2. Cold Air

3. Post Exercise

ITEM #01452  12/99 HSC

O

is an operating division of he Winnipeg Regional Health Autherity



Requisition for Outpatient
Diaghnostic Service
Hours of Service
Monday to Friday - 9:00 agm. to 3:°00 p.m.

(’" *y Concordia

- HOSPITAL

1085 Contordia Avenue, Winnlpeg, MB R2K 358

No weekend or statutory hivliday outpatient services,

| Logel surnatnn First name il | Nema used | B Male
‘I3 Female
Birthdate ~ Wantioba Hadlth no, PHIN Pligne Thomd) Phorig [busindag)
Day fonit Yoar ? "
Adtress iy, Postal Godo

Chinloal Histéry f Bagnosts

-Method of Payrmant- 0 Self - E}WCH#

43 Qutiof Province #

Please report to Admitting for the test]s] indicated below.

'O Laboratory Phone: B61-7174 (9:00 a.m. o300 p.m). -

No appoinfment required,

Examination required: [ *dicalds Tagting requifed ] Blucose Tolgrapee Test™  L13 hour  El4 hour

T CBG T INR I NA, &, O Appointment Date: ‘ Time:
(3 Urinatysis 3 AFTT E¥Cholesteral Plagse call the Lab at081-7174 1o make dn-appoinimsnt.
T3 Urlpe C&S {3 Urea LY Triglycerida™

1 Blucoss® I Greatining [ Lipoproteir Profls*

L1 Other:

I Respiratory:

Therapy - Phore: 861-7348

. 661-7234 (9:00 a.m. to 3:00 pm)

Bronchodialor nol to ba taken for 4 hours pdc;r fo tast,
Examination Requested:

[ Splronetiy betore bronghadilator  Apgoirinent Datst
£ Spirematry afer Bronchodiator  Appointment Date;
{1 Arteridl Blood Gag: Appointment Dated
0 Tesifs)comploted  Thempist:

Time: |
Time:
Please G4l o-miake an appaintment.

Time:

_.. Ploase call lo moake an appelniment:
. Pleasa calt lo make-an appairtment.

200 a.m. to 3:00 p.m.)

LT Cardiology . Phone: 661-71

Ho appoiiment tequired.
£ Slandard Tracing

[} Tesls] orploled  Tech!

To axpedite reporting, please print clearly, -Alf fiolds must be complatod.

Creaing Novomber 1991 Reslsad iy 210

Flrysiolat'’s Namy ey Plions Nuiber.
(g 'Addras& 2 Offica Fax Numbsf
“Physiziars Sigiatire Pats
Chart Gopy
HE-0111 Faims: Conmitiea Approvat Aprd 2010

Pagatold.
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