Great-West Life PET/CT Centre

Suite 751 - 7™ Floor, John Buhler Research Centre
715 McDermot Ave, Winnipeg, MB R3E 3P4

Phone: 787-3122 FAX: 787-3300
NEUROLOGY
Physician Referral Form (Clinical Trial)
Patient Name Birth date
dd mmm yy Patient’s PHONE #s
HSC # PHIN Home
Weight kg Height cm Work
Address Cell
Physician Phone or Pager
1. Relevant History, Clinical diagnosis:
2. INDICATION
DEMENTIA:
Clinical disorder: [] Mild cognitive impairment
[ ] Dementia [ ] mild [ ] moderate [ ] severe
Date of onset of symptoms (month, year)
Presumptive diagnosis: [ ] Alzheimer's Disease [ ] Other:

Neuropsychological Testing (Mini mental status exam (MMSE) or similar test) ATTACH REPORT

Functional Status:

Attach test reports, if applicable

EPILEPSY:

Date of onset of symptoms (Year)

Seizure frequency

EEG findings

Suspected location

OTHER INDICATIONS:
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3. Previous Imaging Studies Please attach reports
Study Date Facility
MRI
CT

4. Can the patient manage with minimal assistance and look after personal needs? L[] Yes [1No
(Karnofsky performance score 60 or more)
Can the patient lie supine for twenty minutes? L] Yes [1No
5. Diabetes: [1No [] Diet only [] Oral Medication [ Insulin
Physician caring for diabetes
6. Medications:
Signature: Date:
dd mmm yy
NUCLEAR MEDICINE USE ONLY
[ ] MDAPPROVED
ACTIVITY/AMOUNT | ROUTE INJ. SITE LT TIME TECH
dd mmm yyyy
18
F-FDG MBq 1.V. h

Alternative 1.V access particulars:

Physician Referral Form Neurology

27 July 2010




	1.  Relevant History, Clinical diagnosis: __________________________________________

