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_________________________________________________ 

CARDIOLOGY IMAGING AND CONSULTATION 
OUTPATIENT REQUISITION 

Medical Diagnostics Department 
30 The Queensway, Toronto, ON. M6R 1B5 

1st Floor East Wing – Room 1E-132 

Cardiac Testing Telephone: 416-530-6325 

Cardiology & Heart Failure Clinics Telephone: 416-530-6328 

Fax Line:  416-530-6702 

Patient Demographics 

Name: ___________________________________________ 

☐ Male ☐ Female 

MRN: ____________________________________________ 

DOB: ____________________________________________ 

Address: _________________________________________ 

Telephone: _______________________________________ 
OHIP #: _________________________________________ 

INCOMPLETE FORMS WILL BE RETURNED AND NOT PROCESSED 

Urgency of Examination(s) Requested: ☐ Urgent (within 72 hours) ☐ Routine 

Cardiology Consultation Requested: ☐ Cardiology Clinic ☐ Heart Failure Clinic   with Cardiologist: 

ECHOCARDIOGRAPHY – Please select only one type of Echocardiogram 

☐ Transthoracic Echocardiogram (TTE) 
Note: To be contrast enhanced at the sonographer’s discretion 

☐ Exercise Stress Echocardiogram
☐ Bubble (Agitated Saline) Echocardiogram 

☐ Contrast Study 

 The following require a Cardiology Consultation: 
☐ Transesophageal Echocardiogram (TEE) 

ELECTROCARDIOGRAPHY 

☐ Electrocardiogram (ECG) (ECG Walk-ins accepted Monday-Friday 8:00 am – 3:30 pm) ☐ Holter Monitor: 
☐ Exercise Treadmill Test (GXT): 24-hour (Pediatrics only) 

☐ Bruce Protocol    ☐ Modified Bruce Protocol 48-hour  72-hour 7 days  14 days 
☐ Ambulatory Blood Pressure Monitor (ABP) Note: 48-hour monitors may be converted to 

Note: Patient will be charged $55.00 for ABP 72-hour monitors depending on availability 

NUCLEAR CARDIOLOGY - Fax requisition to Diagnostic Imaging at 416-530-6060 

☐ Exercise Myocardial Perfusion ☐ Persantine Myocardial Perfusion 
☐ Multigated Acquisition Scan (MUGA) for ejection fraction ☐ Myocardial Viability Imaging (Thallium) 

PACEMAKER CLINIC - If available, please include any relevant device history (previous surveillance reports and/or operative reports) 

☐ Pacemaker Follow-Up ☐ ICD/CRT Follow-Up ☐ Implantable Loop Recorder (ILR) Follow-Up 

TEST INDICATION/CLINICAL HISTORY 

ADDITIONAL PATIENT INFORMATION 

Patient e-mail address:________________________________ Send MyChart invitation? ☐ Yes (e-mail)  ☐ Yes (SMS)  ☐ No 
Interpreter required? ☐ Yes ☐ No – Language: ________________________________________________________________ 

REQUESTING PHYSICIAN 

Address: ________________________________  Postal Code: _______________ Telephone: ___________________________ 
Fax: _________________ CPSO #: ____________  Copy to: ___________________________ MD/NP (Copied Provider’s Printed Name) 

DATE SIGNATURE PRINT NAME 
DD/ Month/YYYY 
S1212 (MED DIAG)-JULY 2025 archive: (04/2025, 10/2024, 11/2023, 12/2022, 12/2018) 

https://unityhealth.to/patients-and-visitors/mychart/
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