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EMG LAB 

   
Please Print 

Patient Name 
 

Patient Phone 

 

Date of Birth 

 

Requested Appointment Date & Time 

   

Requesting Physician 
 
 

Physician Phone 

 

Fax 

 

Fax Report 

 Yes      No 

Place an (X) or write in the examination(s) requested 
 

Magnetic Resonance Imaging  (MRI) - Procedural Requirements 

 

Diagnosis: __________________________________________________________________________________________________ 

 

Examination:    UPPER Extremity    LOWER Extremity 

   EMG 

   NVC: __________________________________________________________________ 
 
 

   Other: ___________________________________________________________________ 

 

Special Instructions: __________________________________________________________________________________________ 

 

 

___________________________________________________________________________________________________________ 

 

                                       
 
 
Physician’s Signature: __________________________________     Date: ___________________ 
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