
Surname: ........................................................      First Name: ...........................................................
DOB: ..................................... Email: .................................................................................................
Address: .................................................................................................................................... ........
Home Ph: ...................................    Work: ................................    Mobile: ..........................................
Clinical History: .................................................................................................................................
...........................................................................................................................................................
....................................................................................................................................................... ....

Referring Doctor Details:
Doctors Name: .................................................................................................................................
Address: ...........................................................................................................................................
..........................................................................................................................................................
Signature: ....................................  Provider No: ..............................................................................
Date of Referral: ............................Email: ............................................... Fax: ................................
Copy of Report to: .............................................................................................................................

Investigation:

The Wesley Medical Centre
Level 2, Suite 26, 40 Chasely Street

Auchenflower, 4066, Qld

Routine EEG

Sleep-deprived EEG

ICU EEG

Fax: (07) 3607 5196

Semiology of the seizures: ................................................................................................................
Has the pt had an EEG?: ...........  Has the pt had an MRI scan? ...........  Urgency: ............................

Age of first seizure: .................. Family history of Epilepsy: .............................................................

EEG Patient Request Form

www.qldneurologyservices.com.au

Tel: (07) 3607 5194

E: reception@qldneurologyservices.com.au

Patient Details:

BRISBANE
Wesley Medical Centre 
Level 2, Suite 26, 40 Chasely St 
Auchenflower Q 4066 
Tel: (07) 3607 5190  Fax: (07) 3607 5196
wesley@qldrespiratory.com.au

North St Medical Centre 
St Andrews War Memorial Hospital 
457 Wickham Tce, 
Spring Hill Q 4000 
Tel: (07) 3054 1228  Fax: (07) 3054 1229
sawmh@qldrespiratory.com.au

BUNDABERG
Mater Medical Suites 
3, 313 Bourbong St,
Bundaberg Q 4670 
Tel: (07) 4304 8001  Fax: (07) 4304 800 

Tel: (07) 4646 4250  
Fax: (07) 4646 4253 
toowoomba@qldrespiratory.com
.au

Surname: ............................................... First Name: .......................................
DOB: .........../.........../.............

Address: ..........................................................................................................
Home Ph: ............................ Work: ........................... Mobile: ..........................

Clinical History/Details: .....................................................................................

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

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

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

Referring Doctor Details:
Doctors Name: ..............................................................................................

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

Signature: ..................................Provider No: ..............................................
Date of Referral: ......./......./...........Email/Fax Report...................................
Copy of Report to: .............................................................................................

Investigation Required:
Full Lung Function (Flow Volume Loops - before & after bronchodilator,
Lung Volumes, Gas Transfer) 
Flow Volume Loops - before & after bronchodilator 
Cardiopulmonary Exercise Test (Wesley)
Bronchial Provocation:

Mannitol Challenge Hypertonic Saline (Wesley) Histamine Challenge (Wesley)

Allergen Skin Prick Test
Hypoxic Altitude Simulation Test (Wesley, Bundaberg & Hervey Bay)
Respiratory Muscle Strength (MIPS/MEPS & Postural Spirometry)
Postural Spirometry (Seated & Supine)
Six Minute Walk Test (single trial without O2)
Six Minute Walk Test (dual trial without and with O2 for MASS evaluation) 
Overnight Oximetry
FeNO - Fractional Exhaled Nitric Oxide 

Respiratory Function
Request Form

www.qldrespiratory.com.au
Lung Function Test Bookings Tel: (07) 3607 5194

E: reception@qldrespiratory.com.au
Registered Spirometry Practice with DNRM Registration Number: S2053
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Mater Medical Suites 
3, 313 Bourbong St,
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Level 2, Suite 26, 40 Chasely St 
Auchenflower Q 4066 
Tel: (07) 3607 5190  Fax: (07) 3607 5196

North St Medical Centre 
St Andrews War Memorial Hospital 
457 Wickham Tce
Spring Hill Q 4000 
Tel: (07) 3054 1228  Fax: (07) 3054 1229 

Ramsay Specialist Centre 
Suite 322, Level 3
Greenslopes Private Hospital
121 Newdegate St
Geenslopes Q 4120
Tel: (07) 3074 0140  Fax: (07) 3074 0141

BUNDABERG
Mater Medical Suites 
3, 313 Bourbong St
Bundaberg Q 4670 
Tel: (07) 4304 8001  Fax: (07) 4304 8002

HERVEY BAY
St Stephens Medical Centre
1-11 Medical Place
Hervey Bay Q 4655
Tel: (07) 4313 1160  Fax: (07) 4313 1161 

IPSWICH
Level 1, Suite 3
18 Limestone St, Ipswich Q 4305
Tel: (07) 3050 7102  Fax: (07) 3050 7103 

MACKAY
Mackay Private Hospital
57 Norris Road, Mackay Q 4740 
Tel: (07) 4805 6441  Fax: (07) 4805 6440 

NORTH LAKES
9 McLennan Court
North Lakes, Q 4509 
Tel: (07) 3607 5190  Fax: (07) 3607 5196

GOLD COAST 
Pindara Private Hospital Level 1
39 Allchurch Ave, Benowa Q 4217 
Tel: (07) 5610 5812  Fax: (07) 5610 5813 

SUNSHINE COAST 
Pulse Oceanside Medical 
Level 3, Suite 402
11 Eccles Boulevard, Birtinya Q 4575 
Tel: (07) 5353 5166  Fax: (07) 5353 5167 

ROCKHAMPTON
Mater Hospital, Suite 1, Level 1
31 Ward St, Rockhampton Q 4700 
Tel: (07) 4807 6512   Fax: (07) 4807 6513 

SPRINGFIELD CENTRAL
Greater Springfield Specialist Suites
Level 5, Suite 503 Cnr Health Care Dr & 
Wellness Way, Springfield Central Q 4300 
Tel: (07) 3180 8290  Fax: (07) 3180 8291

TOOWOOMBA
St Vincent’s Hospital
Entrance 3, Level 2, Scott St 
Toowoomba Q 4350 
Tel: (07) 4646 4250  Fax: (07) 4646 4253 

St Andrew's Hospital
Building 4, Level 1, Suite 31
280 North St Rockville Q 4350 
Tel: (07) 4592 8086  Fax: (07) 4592 8087
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Signature: ..................................Provider No: ..............................................
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