
UR NUMBER ...........................................................................................

SURNAME ...............................................................................................

GIVEN NAMES ........................................................................................

DATE OF BIRTH ......................................................................................
Please fill in if no Patient Label available

NEUROLOGICAL 
LABORATORY REQUEST

Phone: (03) 9784 2663
Fax: (03) 9125 9878
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Appointment Date/Time: ............/............/............     Time: ............:............

Patient Details: Requesting Doctor Details:

Name: ............................................................................ Name: ............................................................................

Address: ........................................................................ Address: ........................................................................

....................................................................................... .......................................................................................

....................................................................................... Phone: ...........................................................................

Phone: ........................................................................... Provider No: ..................................................................

Date of Birth: ................................................................. Copies to: ......................................................................

Outpatient Testing: Date: ..............................................................................

Electroencephalography (EEG) (>16 years) Signature: .....................................................................

 Routine Clinical Notes/Reason for Referral:

 Sleep-deprived .......................................................................................

 Prolonged .......................................................................................

 With sleep-deprivation .......................................................................................

Paediatric EEG (2-15 years) .......................................................................................

 Routine .......................................................................................

 Sleep-deprived  ......................................................................................

Nerve Conduction Study (NCS) / Electromyography .......................................................................................
(EMG) (>18 years only)

.......................................................................................

 NCS / EMG .......................................................................................

Is the patient on anticoagulation?   Yes     No .......................................................................................

Inpatient Testing (>18 years only) .......................................................................................
INPATIENTS MUST BE DISCUSSED WITH NEUROLOGY TEAM 
BEFORE REFERRING Current Medications:

 Routine EEG .......................................................................................

 Continuous EEG (ICU only) .......................................................................................

 NCS/EMG .......................................................................................

Ward/Bed: ..................................................................... .......................................................................................

Precautions, if any: ........................................................ .......................................................................................

Can patient transfer to Neurophysiology Lab? .......................................................................................

 Via wheelchair  Via Bed  No .......................................................................................

* For urgent EEG / EMG requests
please contact Neurophysiology directly

DOCTOR CONTACT NUMBER ONLY: 9784 730214
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Peninsula Health 
Neurophysiology Laboratory



Peninsula Health 
Neurophysiology Laboratory
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INFORMATION ONLY 
DO NOT SCAN
THIS PAGE

Your outpatient EEG or Nerve Conduction Study/EMG is located at the
Neurophysiology Laboratory

Level 3 -Main Building, Frankston Hospital
2 Hastings Rd, Frankston

Phone: (03) 9784 2663 Fax: (03) 9125 9878

NEUROPHYSIOLOGY DEPARTMENT - FRANKSTON HOSPITAL HOW TO FIND US:

♦ Enter via Main Entrance

♦ Turn right immediately

♦ Follow long corridor to the end

♦ Follow sign for Neurophysiology
   (turn right at end of corridor then
    immediate left)

PLEASE BRING:

♦ This referral

♦ Your Medicare card

♦ Your medication list

EEG INSTRUCTIONS NERVE CONDUCTION STUDY INSTRUCTIONS

► Continue all medication as prescribed ► Continue all medication as prescribed

► Wash your hair the night before ► Avoid lotions/moisturisers on your body the
     day of testing

► No hair-styling products after hair washing
    (gels, sprays, mousse) ► Wear minimal jewellery

► Allow 45-60 minutes for routine or
     sleep-deprived testing ► Wear loose-fitting clothing

► Allow 3.5 hours for prolonged testing ► Allow 20-30 minutes for testing

► Patients will be provided further information for 
     all sleep-deprived and prolonged EEG’s
     requests


