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EMG (Electromyography) Appointment Form
Patient’s Name:  ________________________________________________________________________  

Patient’s Date of Birth:  __________________    Patient’s Phone Number:   ________________________
Patient’s Address:  ______________________________________________________________________
How concerned are you about your child’s weight?  ( Very       ( Somewhat
( Not at all

Diagnosis (reason for EMG): ______________________________________________________________
______________________________________________________________________________________

______________________________________________________________________________________
______________________________________________________________________________________

( Upper Extremity

( Right
( Left

( Bilateral

( Lower Extremity

( Right
( Left

( Bilateral

Referring Physician:_____________________________________________________________________
Prior EMG? 

( Yes 

  ( No

 (if “YES”, and if EMG was NOT done at Children’s Mercy Hospital, please request that results be faxed
to 816-983-6845).
( Urgent
(within 2 weeks)
( Routine
(within 6 weeks)


Requesting Physician Signature: ___________________________________________________________
SCC Physician

( Dr. Mayer
( Dr. Patel
( Dr. Rinaldi
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