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No………….. 

THE MID YORKSHIRE HOSPITAL NHS TRUST 

PINDERFIELDS HOSPITAL 

NHS TRUST 

DEPARTMENT OF CLINICAL NEUROPHYSIOLOGY 

REQUEST : 

 
EEG EMG Nerve Conduction EEG

  
 

NAME :                                TITLE:            CHRISTIAN NAME:  

DATE OF BIRTH:  

ADDRESS:  

NHS NUMBER:                                                                          PATIENTS TEL NO:  

 

HOSPITAL (I/P)(O/P):                     WARD:       HOSPITAL NUMBER:  

 

CONSULTANT (If Hospital referral): 

 

GENERAL PRACTITIONER (If GP referral):  

SURGERY NAME:  

 

 

PREVIOUS REPORTS AND NUMBER: 

History & clinical findings including results of other investigations: 
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Problems 
 
 
Consultations 
 
 
Values and Investigations (past 3 months) 
 

PREVISIONAL DIAGNOSIS: 
 
 
MEDICATION 
 

 

 

SIGNED:       DATE:  

Please return forms to: Pinderfields General Hospital, Clinical Support Neurophysiology, Gate 24 
(level C), Wakefield, WF1 4DG. Tel: 01924 541164 


