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If patient unable to give consent, please ensure SDM attends with the patient and has appropriate documentation. 

Patient requires assistance to complete this imaging exam, e.g. mobility, translation

Does the patient have a glucose monitoring device?Patient is able to give consent for this procedure:
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REQUEST FOR

Cardio-Diagnostics

12-LEAD ECG
ACUTE CARDIAC EVALUATION SERVICES
(For urgent assessment only. This includes a consultation with internal medicine.  
Please check testing required.)

INDICATION FOR URGENT ASSESSMENT:
24 HR

48 HR

72 HR

7 DAY

14 DAY

AMBULATORY BLOOD PRESSURE MONITOR (uninsured, patient fee $75)

CARDIAC STRESS TEST (if the patient has no previous CAD, please hold rate reducing medication, if possible)

Exercise Cardiolite Stress Test

Persantine Cardiolite Stress Test

HOLTER MONITOR

REQUIRED TESTS:

NUCLEAR PERFUSION STUDIES (Referral must be made by internal medicine or cardiologist. No caffeine or dairy 24 hours prior to testing.)

CLINICAL INFORMATION MEDICATION

REQUESTS FOR TESTING SHOULD INCLUDE ER REPORT OR PATIENT PROFILE, MEDICATION LIST AND ANY PRIOR CARDIAC DIAGNOSTIC STUDIES 
(ECG, ECHO, BLOOD WORK, INTERVENTIONAL PROCEDURES).
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If patient unable to give consent, please ensure SDM attends with the patient and has appropriate documentation. 

Patient requires assistance to complete this imaging exam, e.g. mobility, translation
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AMBULATORY BLOOD PRESSURE MONITOR (uninsured, patient fee $75)

CARDIAC STRESS TEST (if the patient has no previous CAD, please hold rate reducing medication, if possible)

Exercise Cardiolite Stress Test

Persantine Cardiolite Stress Test

HOLTER MONITOR

REQUIRED TESTS:

NUCLEAR PERFUSION STUDIES (Referral must be made by internal medicine or cardiologist. No caffeine or dairy 24 hours prior to testing.)

CLINICAL INFORMATION MEDICATION

REQUESTS FOR TESTING SHOULD INCLUDE ER REPORT OR PATIENT PROFILE, MEDICATION LIST AND ANY PRIOR CARDIAC DIAGNOSTIC STUDIES 
(ECG, ECHO, BLOOD WORK, INTERVENTIONAL PROCEDURES).
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If patient unable to give consent, please ensure SDM attends with the patient and has appropriate documentation. 

Patient requires assistance to complete this imaging exam, e.g. mobility, translation

Does the patient have a glucose monitoring device?Patient is able to give consent for this procedure:
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TIME:

Tel: 705-327-9127  Fax: 705-330-3224

REQUEST FOR

Interventional Procedure
• BY APPOINTMENT ONLY •

Document #: 3780
v.2

INR (MM / DD / YYYY): __________________

PTT (MM / DD / YYYY): __________________

PLATELETS (MM / DD / YYYY): __________________

I HAVE ORDERED THE FOLLOWING ON THIS DATE (MM / DD / YYYY):  _________________

HGB:

WBC:

Creatinine:

eGFR:

Previous reaction to IV contrast: NO YES
If YES, patient may require pre-medication prior to procedure.

RELEVANT IMAGING / REPORTS OSMH OTHER  Specify Location or supply:

INR/PT PTT Platelets CBC HGB WBC Creatinine

OTHER

PROCEDURE REQUESTED:

COAGULATION

HEMATOLOGY RENAL FUNCTION (within 3 months) ALLERGIES

PATIENT ANTICOAGULATED NO YES  Specify medication and dose:

IF URGENT, PLEASE CONTACT RADIOLOGIST

RELEVANT CLINICAL HISTORY:

Note: ALL biopsies require recent bloodwork. See coagulation section.

Note: The following REQUIRE bloodwork PRIOR to the procedure: Vascular access (angio, PICCs, ports, dialysis lines, embolizations),  
Core Biopsies (lung, liver, kidney, or abdominal/pelvic), Percutaneous drain and catheter insertions, and vascular line/device removals.

Patient is on the following anticoagulant:  _______________________ and will hold ____ day(s) prior to procedure

Patient is on the following antiplatelet:  _________________________ and will hold ____ day(s) prior to procedure

Referring physician must supply most recent bloodwork (≤ 4 weeks) and ensure 
patient receives appropriate instructions on any necessary discontinuation 
of anticoagulation/antiplatelet medications pre-procedurally. If it is deemed 
inappropriate or unsafe to discontinue anticoagulation/antiplatelet therapy, 
please consult Interventional Radiology at: 705-327-9127.

Patient Diabetic: NO YES Renal Insufficiency: NO YES Other Allergies: Weight:

Height:
On Dialysis: NO YES

If YES, Dialysis Schedule:

Taking Metformin: NO YES

Insulin Dependent: NO YES
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MM / DD / YYYY RESULT

RESULTMM / DD / YYYY
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If patient unable to give consent, please ensure SDM attends with the patient and has appropriate documentation. 

Patient requires assistance to complete this imaging exam, e.g. mobility, translation

Does the patient have a glucose monitoring device?Patient is able to give consent for this procedure:
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Interventional Procedure
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INR (MM / DD / YYYY): __________________

PTT (MM / DD / YYYY): __________________

PLATELETS (MM / DD / YYYY): __________________

I HAVE ORDERED THE FOLLOWING ON THIS DATE (MM / DD / YYYY):  _________________

HGB:

WBC:

Creatinine:

eGFR:

Previous reaction to IV contrast: NO YES
If YES, patient may require pre-medication prior to procedure.

RELEVANT IMAGING / REPORTS OSMH OTHER  Specify Location or supply:

INR/PT PTT Platelets CBC HGB WBC Creatinine

OTHER

PROCEDURE REQUESTED:

COAGULATION

HEMATOLOGY RENAL FUNCTION (within 3 months) ALLERGIES

PATIENT ANTICOAGULATED NO YES  Specify medication and dose:

IF URGENT, PLEASE CONTACT RADIOLOGIST

RELEVANT CLINICAL HISTORY:

Note: ALL biopsies require recent bloodwork. See coagulation section.

Note: The following REQUIRE bloodwork PRIOR to the procedure: Vascular access (angio, PICCs, ports, dialysis lines, embolizations),  
Core Biopsies (lung, liver, kidney, or abdominal/pelvic), Percutaneous drain and catheter insertions, and vascular line/device removals.

Patient is on the following anticoagulant:  _______________________ and will hold ____ day(s) prior to procedure

Patient is on the following antiplatelet:  _________________________ and will hold ____ day(s) prior to procedure

Referring physician must supply most recent bloodwork (≤ 4 weeks) and ensure 
patient receives appropriate instructions on any necessary discontinuation 
of anticoagulation/antiplatelet medications pre-procedurally. If it is deemed 
inappropriate or unsafe to discontinue anticoagulation/antiplatelet therapy, 
please consult Interventional Radiology at: 705-327-9127.

Patient Diabetic: NO YES Renal Insufficiency: NO YES Other Allergies: Weight:

Height:
On Dialysis: NO YES

If YES, Dialysis Schedule:

Taking Metformin: NO YES

Insulin Dependent: NO YES
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If patient unable to give consent, please ensure SDM attends with the patient and has appropriate documentation. 
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12-LEAD ECG
ACUTE CARDIAC EVALUATION SERVICES
(For urgent assessment only. This includes a consultation with internal medicine.  
Please check testing required.)
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7 DAY
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CARDIAC STRESS TEST (if the patient has no previous CAD, please hold rate reducing medication, if possible)

Exercise Cardiolite Stress Test

Persantine Cardiolite Stress Test

HOLTER MONITOR

REQUIRED TESTS:

NUCLEAR PERFUSION STUDIES (Referral must be made by internal medicine or cardiologist. No caffeine or dairy 24 hours prior to testing.)

CLINICAL INFORMATION MEDICATION

REQUESTS FOR TESTING SHOULD INCLUDE ER REPORT OR PATIENT PROFILE, MEDICATION LIST AND ANY PRIOR CARDIAC DIAGNOSTIC STUDIES 
(ECG, ECHO, BLOOD WORK, INTERVENTIONAL PROCEDURES).
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If patient unable to give consent, please ensure SDM attends with the patient and has appropriate documentation. 

Patient requires assistance to complete this imaging exam, e.g. mobility, translation

Does the patient have a glucose monitoring device?Patient is able to give consent for this procedure:

OUT-PATIENT ER

First
Name

Last
Name

PATIENT INFORMATION

REQUEST FOR

Cardio-Diagnostics

12-LEAD ECG
ACUTE CARDIAC EVALUATION SERVICES
(For urgent assessment only. This includes a consultation with internal medicine.  
Please check testing required.)

INDICATION FOR URGENT ASSESSMENT:
24 HR

48 HR

72 HR

7 DAY

14 DAY

AMBULATORY BLOOD PRESSURE MONITOR (uninsured, patient fee $75)

CARDIAC STRESS TEST (if the patient has no previous CAD, please hold rate reducing medication, if possible)

Exercise Cardiolite Stress Test

Persantine Cardiolite Stress Test

HOLTER MONITOR

REQUIRED TESTS:

NUCLEAR PERFUSION STUDIES (Referral must be made by internal medicine or cardiologist. No caffeine or dairy 24 hours prior to testing.)

CLINICAL INFORMATION MEDICATION

REQUESTS FOR TESTING SHOULD INCLUDE ER REPORT OR PATIENT PROFILE, MEDICATION LIST AND ANY PRIOR CARDIAC DIAGNOSTIC STUDIES 
(ECG, ECHO, BLOOD WORK, INTERVENTIONAL PROCEDURES).

Physician’s Name                                                                                                 Phone #

 Fax #

(Please PRINT clearly)

CPSO #

Address                                                                                            

INCOMPLETE, ILLEGIBLE AND/OR UNSIGNED REQUISITIONS
WILL BE RETURNED.

CLINICAL QUESTION AND RELEVANT CLINICAL INFORMATION
(Must be provided and must be specific)

Low Bleed Risk Procedure*: Bloodwork not required unless on Warfarin (INR ≤ 2.5; 
<2 for ports/tunneled lines) or bleeding risk history (CBC, INR, PTT; platelets ≥ 20).
High Bleed Risk Procedure*: CBC (platelets ≥ 50) + INR (≤ 1.8) within 2 weeks (72 
hrs if inpatient) + PTT are all required.

Ensure patient receives anticoagulant/antiplatelet instructions.
If unable to discontinue, consult IR: 705-327-9127

*Please see OSMH website, Diagnostic Imaging, for a complete list of low- and high-bleeding risk procedures.
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