
Alliance Respiratory Consultants

* If possible, patient should avoid taking any short-acting bronchodilators for 4 hours prior to testing ie. Atrovent, Bricanyl, Ventolin
#If possible, patient should avoid taking any long-acting bronchodilators for 12 hours prior to testing ie. Advair, Symbicort, Oxeze, Serevent, Spiriva 

PATIENT INFORMATION:

DateMonth Year

Tel 587.290.4447   Fax 587.290.4449
     

REQUISITION FOR:

  

SYMPTOMS/CURRENT HISTORY:

Asthma

COPD 

                        Pulmonary hypertension 

Lung lesion/Mass 

Other:  __________________________

PHYSICIAN INFORMATION:

Referring Physician:  __________________________________   Date: _______ _______ __________

Practitioners ID#: ___________________________________________

Phone Number: __________________________ Fax Number: ___________________________

PULMONARY  CONSULTATION

DR.   JALED  YEHYA  

DR.  ANU  PARHAR  

 

URGENT       ANY

 

RESPIROLOGIST

Dyspnea 

Fibrosis 

Interstitial lung disease

Cough 

Pulmonary Nodules 

Pleural effusion

Physician signature:  __________________________ 

Physician stamp or label

www.alliancerespiratoryconsultants.com 

Sleep Apnea 

DR.
 

ASHLEY
 

WHIDDEN DR.

 

PEN

 

LI

        

REQUISITION FOR PULMONARY FUNCTION TEST ONLY (No Consultation)
* Consultation will be accompanied by PFTs unless PFTs sent with the referral#201, 225 Carleton Drive, St. Albert, AB T8N 4J9 Edmonton, AB T6X 0P2#  202A,  1230  91st  St  SW,  St.  Albert Edmonton

DR.  ANGELA LAU

DR.  CHRYSTAL CHAN

JaledYehya


JALEDYEHYA





Business Hours:

 

Monday - Friday, 8:30 AM - 4:30 PM (by appointment)

Edmonton - South 

www.alliancerespiratoryconsultants.com 

Alliance Respiratory Consultants
Tel 587.290.4447   Fax 587.290.4449        

      

St Albert 

#201, 225 Carleton Drive, St. Albert, AB T8N 4J9 # 202A, 1230 91st St SW, Edmonton, AB T6X 0P2#201, 225 Carleton Drive, St. Albert, AB T8N 4J9
# 202A, 1230 91st St SW, Edmonton, AB T6X 0P2
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