Respiratory Lung Function Test Referral
For appointments: PH: 54855 864 Fax: 54855 885 consulting_suites@erh.org.au
TESTS REQUIRED: PATIENT DETAILS:
Name:
[] Spirometry - Flow volume loops — Pre and Post
Bronchodilator) — Salbutamol 4 puffs via a spacer DOB: Phone:
[] pLco (Diffusion capacity of the lung) testing Address:
[] Confirm Medications can be withheld on
Medicare:

the day of the test (inc SABA &LABA
medications)

Clinical indications for test e g COPD, Asthma,

ILD, Other:

Please attach Medication Summary and Past History required for processing
** Please note referrals may be returned if this information is not being provided

CONTRADICTIONS:

o No open pulmonary TB
o No abdominal, thoracic, neuro, ocular surgery o No known history of syncope w forced
past 4/52 expiration/cough
o No pneumothorax past 6/52 o No myocardial o Angiogram in previous 24 hours o Haemoptysis
infarction past 6/52 o No pulmonary embolus of unknown origin o Transbronchial biopsy in
past 6/52 o No known thoracic, abdominal or previous 24 hours o Intercostal catheters in situ
cerebral aneurysm o Unstable cardiovascular status
©  No Active Infections past 4/52 O Inability to follow instructions
O Physical limitations preventing upright posture
Referring Doctor Details:
Name:
Address:
Phone:
Signature: Date:




