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Consultation with EMG/NCS  
REQUISITION FORM  

Date of Referral:___________________________________________  
Requesting Physician Full Name:______________________________ 
Billing #: _________________________________________________ 
Physician Phone Number:____________________________________ 
Physician Fax Number:______________________________________ 

Patient Name:_____________________________________________ 
Health Card with version code (OHIP):__________________________  
Gender:__________________________________________________  
Date of Birth:______________________________________________ 
Address:__________________________________________________ 
Phone Number(s):__________________________________________  

Reason for Referral:  

Please attach any other relevant information and Fax to our office at 705-503-5801 
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