
[image: image1.png]Q‘g?ovic[énce

HEALTH CARE



[image: image2.png]Y% HEART CENTRE

PROVIDENCE HEALTH CARE



[image: image3.png]Y% HEART CENTRE

PROVIDENCE HEALTH CARE







St. Paul’s Hospital


Telephone: 604-806-8051


Fax: 604-806-8637

	REQUEST FOR PERMANENT PACEMAKER IMPLANTATION



	Date: 





Patient’s name (last, first): 












Referring MD: 









Family MD: 










	 FORMCHECKBOX 
 INPATIENT: All inpatient referrals are coordinated by the EP/Device Triage Coordinator: FAX to:  604-806-8637

Hospital: 







Unit: 






 FORMCHECKBOX 
 First available surgeon or cardiologist (rapid referral) 
 FORMCHECKBOX 
 Specific physician: 



      Selecting specific physician could affect wait time 

	 FORMCHECKBOX 
 OUTPATIENT:  


All outpatient referrals to first available implanter are coordinated by the EP/Triage Coordinator

All outpatient referrals to specific implanting physician are coordinated by implanting physician’s office
PHN: 







DOB: 






Address: 

City: 

Postal code: 




Home telephone: 





Work telephone: 





	All sections of the requisition must be fully completed in order to book the procedure

	PROCEDURE(s) REQUESTED
 FORMCHECKBOX 
 Repeat procedure

Date of last implant: 






 FORMCHECKBOX 
 First implant



 FORMCHECKBOX 
 Generator replacement
 FORMCHECKBOX 
 Lead revision/replacement

 FORMCHECKBOX 
 Upgrade








 FORMCHECKBOX 
 Pocket Revision


 FORMCHECKBOX 
 Specify: 









	 FORMCHECKBOX 
 Left side



 FORMCHECKBOX 
 Right side



 FORMCHECKBOX 
 No preference

	MAIN INDICATION 

	 FORMCHECKBOX 
 AV Block
Specify 


 FORMCHECKBOX 
 Atrial fibrillation

 FORMCHECKBOX 
 Pre-ablation
 FORMCHECKBOX 
 Chronic bi- or trifascicular block 





 FORMCHECKBOX 
 Hypersensitive carotid / Neurocardiogenic syndrome


 FORMCHECKBOX 
 Syncope      FORMCHECKBOX 
 No syncope



 FORMCHECKBOX 
 Sinus Node Dysfunction


 FORMCHECKBOX 
 Cardiac resynchronization therapy (CRT)


Other (Specify): 









	CLINICAL STATUS 
Underlying atrial rhythm: 
 FORMCHECKBOX 
 Sinus (including variants)

 FORMCHECKBOX 
 Atrial fibrillation/flutter


	


Native rate:
       FORMCHECKBOX 
 below 30
 FORMCHECKBOX 
 30 or above 
 FORMCHECKBOX 
 Unknown


	 FORMCHECKBOX 
 Mechanical Valve

 FORMCHECKBOX 
 Warfarin:  
   Date of INR 



     INR must be 2 or less    INR: _____
 FORMCHECKBOX 
 IV/SC anticoagulation:  
Specify 









	 FORMCHECKBOX 
 Recent MI    Date:






 FORMCHECKBOX 
 LV dysfunction (EF less than 40%)

 FORMCHECKBOX 
 History of CVA/TIA

 FORMCHECKBOX 
 Diabetes:        FORMCHECKBOX 
 Insulin        FORMCHECKBOX 
 Oral medications

 FORMCHECKBOX 
 Comorbidities likely to affect survival
	
 FORMCHECKBOX 
 Able to give consent  (If not specify 



)


 FORMCHECKBOX 
 IV Antiarrhythmics or inotropes  (Specify 


)


 FORMCHECKBOX 
 Precautions:
 FORMCHECKBOX 
 MRSA

 FORMCHECKBOX 
 VRE


 FORMCHECKBOX 
 Other: 











	RECOMMENDED DEVICE 

 FORMCHECKBOX 
 AAI   FORMCHECKBOX 
 VVI    FORMCHECKBOX 
 DDD   FORMCHECKBOX 
 Loop recorder
 FORMCHECKBOX 
 Biventricular 
Rate responsive:
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No


Approach:  FORMCHECKBOX 
 Transvenous
 FORMCHECKBOX 
 Mini thoracotomy  Company:  FORMCHECKBOX 
 Guidant
 FORMCHECKBOX 
 SJM
 FORMCHECKBOX 
 Medtronic
 FORMCHECKBOX 
 Model #  ___

	URGENCY

	 FORMCHECKBOX 
 Urgent inpatient (within 24 hours)






 FORMCHECKBOX 
 Urgent outpatient (within 2 weeks)
      (temporary pacing or impending need for temporary pacing)



     (Impending need for emergency admission)  

 FORMCHECKBOX 
 Semi-urgent inpatient 
(Cannot go home before implant)



 FORMCHECKBOX 
 Semi-elective outpatient (2 to 4 weeks)















 FORMCHECKBOX 
 Elective outpatient

	Physician name: ____________________________   Signature: _________________________________________


To inquire about timing of procedure, please call booking office at 604-682-2344 ext. 63370

For emergency cases please call at 604-682-2344 and discuss with the on-call surgeon.
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