
 
CONSULT / TESTING  REQUEST  FORM 

Woodhaven Office 
    Date: ______________ 

     
    Patient Name:     ________________________________________    Date of Birth: ______________ 

    Address/City/St/Zip:  _________________________________________________________ 

    Home Phone: ________________  Work: _________________  Cell:  __________________   

    Insurance Type:  _________________________________  Weight: ___________ 

 
    Ordering Physician:  ________________________________________________ 
    Phone Number: _____________________   Contact:  ________________                  

HMO REFERRAL
� Was Generated 
� Not Applicable 

 
 

    
   � Cardiac   Dx________            �  Vascular     Dx______               � EP (Dr. Haines)  Dx________ 
             � Routine   � Urgent                      �Routine    �Urgent                          � Routine    �Urgent 
  

 

  � Standard Exercise Stress   Dx____________    � Exercise Cardiolite        Dx______________ 

  � Stress Echo    Dx_____________         � Adenosine Cardiolite     Dx______________ 

  � Stress Echo w/Doppler    Dx_____________     � 24 Hour Holter Monitor  Dx______________ 

  � 2D Echo  Dx_________________          � 30 day Event Monitor    Dx______________ 
Diagnosis/comments:  

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________ 
 
Ordering Physician Signature _______________________________________    Date _______________________ 

 
Office Instructions: 
¾ Complete this form with all necessary diagnosis    
¾ Call our office to schedule:  734.676.0400 
¾ Fax a copy of this request form to Academic Heart & Vascular PLLC:   734.676.0404 
¾ Review preparation instructions on reverse side with patient and give this copy to the patient 

 
21090 Allen Road   •   Woodhaven, Michigan 48183   •   (734) 676.0400 phone   •   (734) 676.0404 fax 

Located on the west side of Allen Road just south of King Road - entrance and parking in rear 

M.D. 

K

 
 
 

William W. O'Neill, MD     Cindy L. Grines, M.D.        Robert D. Safian, M.D.        James A. Goldstein, 
 

For AHV office use only: 
 Patient contact, date and time: __________    Patient contact, date and time: ________ 
 Test Completed Date: ____________________________  Staff Initials: ____________________________ 

  Date: _________________________________ 
 CONSULT IN WOODHAVEN OFFICE
TESTING IN WOODHAVEN OFFICE
:OGSG/FORMS/WH/CONSULTATION TEST  REQUEST WH AHV 5.30.06 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PATIENT PREPARATION FOR NUCLEAR & ECHO STRESS TEST(S)   
 

1. No smoking, caffeinated beverages (Coke, Pepsi, Mountain Dew), tea, coffee, 
decaf coffee, chocolate or alcohol 24 hours before the test. 

2. Eat a small, low fat meal 4 hours before the test. 
3. Wear comfortable loose fitting clothes.  Ladies, NO DRESSES please! 
4. Wear walking shoes with rubber soles. 
5. Take your medicine as directed. 
6. Bring a small towel. 
7. Bring a snack: water, juice, crackers, fruit, etc. 
8. Bring all your pill bottles or a complete list of your medications. 
9. Bring your Driver’s License, insurance cards, referral (if necessary) 

    10. All Cardiolite tests take approximately 3 hours. All others take 15-60 minutes. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

21090 Allen Road   •   Woodhaven, Michigan 48183   •   (734) 676.0400 phone   •   (734) 676.0404 fax 
Located on the west side of Allen Road just south of King Road - entrance and parking in rear 

www.academicheart.com 
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