‘ Ambulatory EEG Recordings
. o Diagnostic Testing Order Sheet

ambulatory

EEG recordings LLC
Patient Name: Phone #:
Address: Alt. Phone #:

DOB: Sex: M/F

Parent or Guardian Name:
(if patient is a minor)

Subscriber #: Group #:
Primary MD:
ss¢

Epilepsy/Seizure Disorder Syncope Other

Sleep Disturbance _ Differential diagnosis

|Test Type:|

__ AmbulatoryEEG or __ Ambulatory Video EEG or Overnight Sleep EEG

ECG Monitoring: Yes No

_24hrs  _ 48hrs _ T72hrs Longer* Until Event Occurs _ Max Length (Days)

(*please specify in days or hours)

Has the patient had a previous EEG? Yes/No  If “Yes”, where and when?

*Current Meds/Anticonvulsants:

Special Seizure/Event Settings:

Ordering MD: [Ordering MD phone #
MD UPIN#: [Fax results to phone #: |
Date Ordered: [Mail result to address:|

MD Signature:

Interpreting MD Preference:

phone 262-241-1701
816-415-3159
toll free phone  877-378-2307

fax 262-241-1801
toll free fax 877-398-2323

info@aereeg.com
WWW.aereeq.com
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