
	

	
REQUEST	FOR	INVESTIGATION	

	
Patient	Name:	........................................................................................................................	
	
Sex:	.................................................................................	DOB:	................................................	
	
Address:	..................................................................................................................................	
	
..........................................................................................	Tel:	.................................................	
	
Clinical	Information*:	
	
	
	
	
PLEASE	TICK	IF	PATIENT	IS	INFECTIOUS					☐	 	
	
Examination	required:	
	
Resting	ECG	 	 	 	 					☐	 	 Venous	Duplex	 	 				 		☐	
Exercise	Electrocardiogram	 		 					☐	 	 Carotid	Duplex		 				 		☐	
24	Hour	to	7	day	ECG	Holter	 	 					☐	 	 Aortic	Ultrasound		 	 		☐	
24	Hour	Blood	Pressure	Monitor	 					☐	 	 Graft	Scan	 	 	 		☐	
Echocardiogram	&	Doppler			 	 					☐	 	 Treadmill	&	Ankle	Pressures							☐	
Dobutamine	Stress	Echocardiogram												☐	 	 Peripheral	Arterial	Scan	 		☐	
Exercise	Stress	Echocardiogram	 					☐	 	 Carotid	&	Aortic	Screening												☐	
Bubble	study	 	 	 																					☐	
	
Referring	Doctor:	
	
Address:	..................................................................................................................................	
	
..........................................................................................	Tel:	.................................................	
	
Account	to:	..............................................................................................................................	
	
Signed:	...........................................................................	Dated:	...........................................	
	
*Clinical	 information:	 (This	 box	 needs	 to	 be	 completed	 so	 that	 the	 tests	 can	 proceed).	
Information	given	will	be	important	to	the	performance	and	interpretation	of	the	tests.		


