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Please fax completed form to 780-986-9447. We will contact and book the patient.

PERFORMANCE REPORT FORM V1.0.0 FEBRUARY 20, 2024

RESPIRATORY SLEEP

ALLERGY CONSULT AND TESTING PULMONARY FUNCTION TEST ONLY

SPIROMETRY ONLY

PULMONARY FUNCTION TEST WITH 
RESPIROLOGY PHYSICIAN CONSULTATION
CHEST XRAY TO BE ARRANGED UNLESS ADVISED OTHERWISE 
(EX. PREGNANCY)

COMING SOON

REFERRAL CRITERIA

SHORTNESS OF BREATH

SLEEP DISORDERED BREATHING PROBLEMS

HISTORY OF ASTHMA, COPD OR OTHER 
RESPIRATORY CONDITIONS

CHRONIC COUGH

WHEEZING

PRE-OPERATIVE TESTING

DISEASE MONITORING

ACTIVITY INDUCED RESPIRATORY
SYMPTOMS

RELATIVE CONTRAINDICATIONS

ACUTE MYOCARDIAL INFRACTION WITHIN 1 MONTH

EYE SURGERY WITHIN 1 WEEK

SINUS OR MIDDLE EAR SURGERY OR INFECTION WITHIN 1 WEEK

THORACIC, ABDOMINAL OR BRAIN SURGERY WITHIN 6 WEEKS

NOTES

FIRST AVAILABLE SPECIALIST SPECIFIC SPECIALIST:


