
CREDIT VALLEY PULMONARY DIAGNOSTICS
PULMONARY FUNCTION TEST REQUISITION

2300 Eglinton Ave W, Suites 510/512
Mississauga ON, L5M 2V8

T: (905) 569-7600  |  F: (905) 607-3002
www.cvpft.com  |  email: info@cvpft.com

• Please FAX this completed requisition.  The appointment will be booked directly with the patient.  
• Please give patient a printed copy of the test preparation instructions or refer them to our website.

Appointment Date:

Date:    dd/mm/yyyy

Time: _____________

Patient Information
SURNAME:

GIVEN NAME(S):

HEALTH CARD #:

PHONE (H):

APT #:

CITY:

DOB:  DD/MM/YY

GENDER:

ADDRESS:

PHONE (C):

POSTAL CODE:

Referring Physician’s Name (print):

Address: 

Copies To:

Signature:

Phone:

Fax:

OHIP #:

Date Referral Sent:       DD/MM/YYYY

Request Status:         Urgent        Routine

Pulmonary Function Testing Requested 
(Complete PFT is recommended for the breathless patient)

 Complete PFT (Includes Pre/Post Spirometry, Lung Volumes, Diffusion)

 Spirometry Pre and Post Bronchodilator Only

History

 Smoker _______________ Pack-Years

 Ex-Smoker ____________ Pack-Years

 Pulmonary Medications: ______________________________

 Hgb:_______ g/L on  ____________  (date within three months of appointment)

 Oxygen _____________  L/min

Reason Testing Requested:

 SOB/Dyspnea

 Chronic Cough

 Asthma

 Asthma Screen

 Sarcoidosis

 COPD

 COPD Screen

 Pre/Post-Op Assessment

 Interstitial Lung Disease

 Abnormal Chest X-Ray

 Bronchiectasis

 Follow Up: __________________

 Other:  _____________________

 ______________________________

SPECIAL INSTRUCTIONS:    Other (please explain)
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