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NEUROSCIENCES




Neuro Diagnostic Unit



Patient Details (or label)

Level 3





Surname __________________
Box Hill Hospital





Nelson Road, Box Hill Vic 3128


Name_____________________
Tel: (03) 9895 4639




DOB______________________
Fax: (03) 9895 4610

Email: ndu@easternhealth.org.au


Tel_______________________
Request for:





Addr______________________







__________________________
EEG



                                                            Date:______________________
 Routine EEG





 Sleep Deprivation EEG
Electrophysiology
 Routine nerve conduction studies/EMG→
Is patient on Warfarin/anticoagulant? 
      





 Yes    No
 Visual evoked responses

Clinical Details

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

Referring Doctor MUST complete
Name___________________________    Provider No_________________________
Address______________________________________________________________

Tel___________________ Fax___________________ Sign____________________
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