
 

 Ambulatory EEG Request Form 
 
 
 

Name: _____________________________________ Address: ___________________________ 

DOB:   _____________________________________  ____________________________________  

Phone: ____________________________________ Email: _____________________________ 

Medicare No: __________________________________      

Ambulatory EEG indication 
  Diagnosing the basis of episodic neurological dysfunction  
  Characterising the nature of a patient’s epileptic seizures 
  Localising seizures in patients with uncontrolled epilepsy, with a view to surgery 
  Assessing treatment response where subclinical seizures are suspected 

EEG study requested 
  Two-day video ambulatory recording  
  Three-day video ambulatory recording 
  Four-day video ambulatory recording 
  Inpatient video ambulatory recording ( ___ days) 

Epilepsy consultation requested        

Previous EEG (location and result) 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 

Clinical history and current medications 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 
_________________________________________________________________________ 

Referral Details: 
Name:   __________________________________ Provider number:  ________________________ 
Clinic:   __________________________________   Phone: __________________________________ 
Fax:        __________________________________   Email: ___________________________________ 
Date:     __________________________________ Signature: _______________________________ 


