
ALS/Neuromuscular Clinic

Rm. UG26, 2075 Bayview Avenue
Toronto, Ontario M4N 3M8

Office: 416-480-4213/Fax: 416-480-6817

ALS Consultation + EMG/NCS

DATE: ____________________________

HEALTH CARD# __________________________________________ VC: ______

PATIENT’S NAME: _____________________________	 E-MAIL: __________________________________

ADDRESS: ________________________________________________________________________________

                     ________________________________________________________________________________

TE LEPHONE  NO: _____________________________

POSTAL  CODE: ________________  GENDER:  ______   DATE OF BIRTH: _____________

CONTACT (NEXT OF KIN): ____________________________________________________

REFERRING PHYSICIAN:  __________________________________   OHIP Billing # __________________
			           	
(Address)
    __________________________________________________________________
				  
				    PHONE#   ________________________ FAX#  ___________________________

FAMILY PHYSICIAN:	 __________________________________________________________________

				    __________________________________________________________________
				  
				    PHONE#   ________________________ FAX#  ___________________________

(Address)

Reason for Referral:  ________________________________________________________________
________________________________________________________________

____________________________________________________
__________________________
______________________________________

*PLEASE INCLUDE THE FOLLOWING:

   NEUROLOGY NOTES
  CONSULT NOTES
  MRI REPORTS   (date of MRI if pending  _______________________________________)
  EMG REPORTS
  BLOODWORK
	 	 PULMONARY FUNCTION TEST

* PATIENTS WILL NOT BE BOOKED WITHOUT PREVIOUS MRI OR MRI PENDING

___________________________________     _____________________________
Signature         Date


