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Level 3, Out-Patient Block, Magdala Avenue, THE WHITTINGTON HOSPITAL,
Tel:  0207 288 5317

London N19 5NF. 
Email: whh-tr.neurophysiologyreferrals.nhs.net
	SURNAME (or STICKER)


	FIRST NAME


	DATE OF BIRTH
	M / F



	ADDRESS (or STICKER)


	HOSPITAL:

-------------------

OP/WARD:
	HOSPITAL NO:

NHS NO:

	
	
	CONSULTANT:

SPECIALITY:
Patient’s GP: 



	
	
	

	
	IF O/P, DATE NEXT F/U APPOINTMENT:
	

	
	
	

	DAYTIME TEL:
	? PREVIOUS EEG/EP/EMG - WHERE? WHEN?
	Transport required:     Y  /  N

Interpreter needed:      Y  /  N

	PROVISIONAL DIAGNOSIS/REASON FOR REQUEST 


	PATIENT STATE:
	LAST ATTACK

	
	WALKING
	
	

	
	WHEELCHAIR-BOUND
	
	

	
	BEDRIDDEN
	
	

	RESULTS OF OTHER TESTS: e.g. Neuroradiology



	ALL MEDICATION

*If Melatonin or Sleep Deprivation is required please specify on form 

	HISTORY (including description of attacks)

	Signed


	Date

	Print Name


	Bleep No.


TEST REQUESTED (please tick)

	EEG*
	
	
	
	AER


	
	
	
	VER
	
	
	

	
	Upper limb SEP
	
	
	
	Lower limb SEP
	
	
	
	EMG/NCS
	
	
	

	CONSENT FOR VIDEO OBTAINED 
	
	Received
	Performed


Test No:





Y/N
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