BIRMINGHAM HEARTLANDS & SOLIHULL NHS TRUST

METHACHOLINE CHALLENGE TEST

REQUEST FORM
Name………………………………………….  Ward / OPD………………………………

Hospital No:…………………………………..  Consultant………………………………..

Address:………………………………………………………………………………………

Tel. No:………………………………………

Clinical Problem:…………………………………………………………………………….

Contraindications








YES

NO

ANGINA





……

……


Ischaemic Heart disease



……

……

Hypertension (on treatment)



……

……

Pregnancy





……

……

(12 years old)





……

……

Referring Physician

Name:

      Signature:

 Date:

This form must be signed.

If contraindications have been declared, the signatory will be accepting clinical responsibility for the test being performed.

