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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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Bone Density Exam
REQUEST FOR

BY APPOINTMENT ONLY· ·

Weight (max 350lb):

Please specify the patient’s fracture risk using prior BMD, FRAX or an equivalent tool (required): 

       Low risk (< 10%)              Medium risk (10%-15%)              High Risk (> 15%)
   

SPECIFIC EXAM REQUIRED (check all that apply):

         Baseline Study (once per lifetime, never had BMD in Ontario)

         Subsequent Test (once every 60 months) * 

	 Low or Medium Risk Patient

         Subsequent Test (once every 36 months) *

	 High Risk Patient

	 Therapy Monitoring

	 Risk factor for secondary osteoporosis consistent with Canadian clinical practice guidelines

	 New fragility fracture. Date of fragility fracture:

	 Other risk factor for rapid bone loss *

         Additional test /other risk factors (once every 12 months)

	 Hypercortisolism / Cushing's Syndrome

	 High-dose glucocorticoid therapy of >20mg Prednisone equivalent per day

	 Other risk factors *
	

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

REQUIRED FOR ALL SUBSEQUENT TESTS

PREVIOUS EXAM DATE: PREVIOUS LOCATION:
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