% THE CYPRUS INSTITUTE OF NEUROLOGY AND GENETICS

6 IROON AVENUE, 2371 NICOSIA, CYPRUS
TEL: (357) 22358600, FAX: (357) 22392786
EMAIL: emg@cing.ac.cy

Referral Letter
NEUROMUSCULAR DISORDERS CENTER ELECTROMYOGRAPHY LABORATORY
Department Code: 12 Head of Lab: Eleni Zamba-Papanicolaou, MD
PATIENT DETAILS
Patient Name: CING No.:
Address: ID Number:
Town/Village: GeSY Benef. Code:
District: Postal Code: Hosp. Card No.:
Tel Home: Tel Work: Date of Birth: Gender: Hosp. Card Expiry: /
/ / Patient Email:
Patient Status: O GeSY NON-GeSY: O GP O Private
REFERRING PHYSICIAN/SCIENTIST
Clinician Status
Name: GeSY Physician Code: O GeSY
L .o 1 O Government
ocation: email: O Private
O CING
CLINICAL DETAILS

Clinical Information / Differential / Diagnosis:

Medications:

Precautions: Contagious diseases (MRSA, COVID-19, CJD, Hepatitis, HIV, etc.), Contraindicated active medical
device (Cardiac pacemaker, DBS, etc.) or contraindicated medications (see Patient Prep sheet)? O YES O NO

The referring physician agrees to more/less exams than ticked below if warranted by the clinical/lab findings and at the
discretion of the reporting neurologist O YES O NO

Patient Prep Forms given by O Referring Physician O Receptionist/Nurse of Ref Physician O Other:

TYPE OF SERVICE (Please M tick accordingly)
Nerve Conduction Studies (NCS) Electromyography (EMG)

[0 12. NCS perlimb [0 31. EMG per limb
[0 14.1 NCS for more than 2 limbs [0 14.2 EMG for more than 2 limbs
O 26. Mixed NCS [0 15 Quantitative EMG
O 27. Inching [0 16. Single Fiber EMG
[0 25. Repetitive Nerve Stimulation Aut ic Testi
[0 13. Blink Reflex I:Iu Ozléomlsc £5 lllng i SSR
[ 33. Jaw Jerk Reflex . Sympathetic skin response ( )
[0 34. Masseter Inhibitory Reflex Additional Report Copies
O 29. H-Reflex O 41. Copy of report
Referring Phys.: Signature: Date:
OFFICIAL USE ONLY
TO ACCOUNTS: O Patient O Clinician/Hospital O Government O CING Ward O Other:
GeSY Ref. No.: Date Reception Rec’d: Previous Exams/Dates:
Priority: O Routine O Semi-Urgent O Medically Urgent Reporting Phys. Initials: Authoriz. Date:
Who / When Called Patient: Appt. Date/Time: Appt. No.:
Reporting Phys.: Signature: Date:
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Statement of Health

The lab staff must be informed of patient medical issues that may change the results, or that may put the patient or healthcare staff at risk. Please tick the
boxes below appropriately:

Yes / No

o / o |have a bloodborne or contagious disease (Hepatitis, CJD or BSE, HIV, AIDS, MRSA, etc.)

o / o Ihave a medical implant (VNS, DBS, Cardiac pacemaker, defibrillator, etc.) or intravenous / intra-arterial catheter

o / o |have a cardiovascular and/or lung disease (e.g., COPD, lung cancer, asthma, thrombosis, etc.) and/or
other disease that requires oxygen therapy

o / o |am taking or recently took Anticoagulants (Warfarin, Aspirin, etc.), Acetylcholinesterase inhibitors

(Mestinon, Prostigmin, Botox, etc.), Spasmolytics (Baclofen, Diazepam, etc.), mydriatic eye drops, or

other medications (Quinolones, Imuran, Cyclosporin, Cyclophosphamide, Corticosteroids, IVIG, etc.).

Please list all medications:

| have a history of spasms

| am pregnant

| have a serious medical condition (please list):

O oo
— T~
O oo

Informed Consent

o | am informed about the methodology and risks involved with this examination
O | have had the opportunity to ask questions about the exam and my questions have been answered to my satisfaction
I do o do not o consent that the data collected today will be utilized anonymously for future analyses and
possible publications/presentations
o | consent (or, on behalf of the patient) to voluntarily do this exam—Patient consent is obtained from a LEGAL
REPRESENTATIVE ONLY if the patient is:

(1) o a minor, o incompetent, or o disabled, and (2) the legal representative is o a parent, or o legal guardian

FULL NAME of Patient/Legal Representative
SIGNATURE of Patient/ Legal Representative Date

AfAwon Yyeioag

Ta TPOOWTTIKG TOU EPYAOTNPIOU TIPETTEI VA Eival EVAUEPOI IO TA 1OTPIKG BEpaTa TOU aGBEv TTou €iTe pTTopolv va emnpedoouy Ta amoTeAéopara, EiTe va
Slakivéuveloouv Tnv vyeia Tou acBevi fi Tou umaAARAou. ZAZ MAPAKAAOYME NA THMEIQZETE XTA MIO KATQ TETPAFQNA:

NAI/ OXI

0o / o ‘Exw peradorik mabnaon Tou aiparog 1 poAuoyatiki acdéveia (Hmatimida, CJD A MZE, HIV, COVID-19, MRSA, kTA.)

o / o ‘Exw kamoio 1arpikd euputeupa (VNS, DBS, Bnuaroddm, amvidwrrg, KTA.) 1} evdoAERIo / evdoapmpiakd KabeTrpa

o / o 'Exw kapdiayyelakr kai/j Tveupovikr Tanaon (1r.x., Xpovia Aro@pakTikf Mveupgovotrabeia (XAIT), kapkivo
ToU TrveUuova, doBua, Bpoupwan, KTA.), kai/fy GAAn TABnon Tou Xpelddetal oguyovobeparteia

o /[ o NAjpa mpdogara: avrimrnkTiKa (Bapgapivn, AoTipivn, KTA.), avaoToAeig akeTuAoXOAIvEGTEPAONG

(Mestinon, MpoaTiypivn, Botox, kTA.), avTioTraopwdikd (MmakAogévng, Aladeapn, KTA.), o@BAAPIKES

oTayoveg yia pudpiacn f aAAa edappoaka (Kivohdveg, AlaBeiotrpivn, KukhooTtopivn,

Kukhogwaeapidn, KoptikoaTepoeldr, evOoQAEBIa avoaoaaipivn, KTA.).

MapakaAw CNUEIWOTE:

Exw 10T0pIKO ATTO GTTACHOUG

Eipai éykuog

Exw coBapd 1atpik6d TpoRANUA (TTAPAKAAW ONUEIWOTE):

‘Evrutro Zuykardfeong

O oad
~—~ T~
O oad

o Exw evnuepwBei yia v yeBodoAoyia kai yia toug mOavoUg KIvOUVoUG TG eEETacng
0 Mou 860nke n eukaipia va kKAvw EpWTACEIS Kal £xouv atravTnBei TARPwS
0 2up@wvw / o AEN cupgwvw 611 Ta dedopéva TG ONUEPIVAG EEETATNG UTTOPOUV Va XpNnalhoTTonBolv
AVWVULA Yia HEAAOVTIKEG EPEUVEG KOl ETTIOTNOVIKESG dNMOOIEUOEIG/TTAPOUTIATEIG
0 2UPQWVW va TrapakaBiow (1), €k uépoug Tou aaBevr)) eBeAovTIKG 0° auTh TV €¢ETa0— ZuykaTdBean Tou
acBevoug Aaupavetal armrd NOMIKO EKMPOZQMNO MONO érav o aoBevig siva:

(1) o aviAikog, o avikavog, i o avAUTIOPOg, Kai (2) n VouIkr egouaia eival amd o yovéa, f O VOUIKO Kndeudva
Ovopa AoBevoUg/Nopikou Ekmpécwirou (OAOMPADQL)
YMNOIrPA®H Acbevoug/ Nopikoli ExktrpéowTrou Huepopnvia
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