
Foothills Professional Building
Suite 240, 1620 29th Street NW

Calgary, Alberta T2N 4L7

PATIENT INFORMATION

Last Name:___________________________________  First Name:_________________________________ Gender:	 Male ■	 Female ■

Address:____________________________________________________________________________________________________________

City:_ ________________________________________ Province:_ ___________________________  Postal Code: ____________________

Contact Number:______________________________ Additional Number:____________________________________________________

Date of Birth: _________________________________ Personal Health Number:_______________________________________________
	 MM / DD / YYYY

ALBERTA LUNG FUNCTION
Phone (403) 289-0723 Fax (403) 289-9059
Email: book@albertalungfunction.ca

PULMONARY DIAGNOSTIC

■  Full PFT
	 - Repeat ____________ months

■  Spirometry

■  DLCO 

HYPOXEMIA ANALYSIS

■  Assessments required by AADL to obtain and maintain
	 oxygen funding: (Including full PFT’s and ABG’s)

■  Arterial Blood Gas

■  Respiratory assessment

■  Oximetry 

PATIENT INSTRUCTIONS: will be discussed with patient at time of booking

MEDICATIONS / ADDITIONAL INFO / COMMENTS

PHYSICIAN INFORMATION

Referring Physician:__________________________________________________________________  Date: __________________________
	 MM / DD / YYYY

Phone Number:_ __________________________________________ Fax Number:______________________________________________

Physician signature: _________________________________________________________________________________________________

Family Physician (if different than referring): _____________________________________________________________________________

Phone Number:_ __________________________________________ Fax Number:______________________________________________

■  Home Oxygen to maintain SPO2 ≥ 88%


