
PREMEDICATION FOR ELECTROMYOGRAPHIC EXAMINATION

NAME:    ___________________________________   DOB:  __________________

PHONE NUMBER:  ____________________________________________________

WEIGHT:  ______________________     PCP:  _____________________________

PHARMACY NAME: ________________________  PHARMACY PHONE:___________

ALLERGIES:____________________________________________________________

PAST MEDICAL HISTORY:  _________________________________________________

________________________________________________________________________

________________________________________________________________________

CURRENT MEDICATIONS:  _________________________________________________

________________________________________________________________________

________________________________________________________________________

PERSON GIVING INFO: ___________________________________________

DATE OF APPOINTMENT:  ________________________________________


