Melbourne Interventional Pulmonology Group Pty Ltd

LuNg Function Request
Bookings: 03 7036 7348 Fax: 03 8372 0587

lungfunction@nickwilsmore.com.au

Patient Details

AdAreSS:

Referring Doctor

Signature:

Required Tests

1 Spirometry (pre -/+ post) + FeNO (exhaled Nitric Oxide)

2 [0 Spirometry (pre -/+ Post) + TLCO (Gas Transfer) w/ Hb

3 [ Spirometry (pre -/+ post) + Lung Volumes

4 O Spirometry (pre -/+ post) + CO

5 [ CO only (fee applies for single assessment)

6 [ Bronchial Provocation Testing (Mannitol - fee applies)

7 0 MIPS/MEPS/SNIPS

Please note: In order to bulk bill multiple appointments may be required.

Copy of Report to

Clinical Notes

Test on current inhaler medications Y /N

Appointment Details

Location: Suite 11.1, Level 11, East Wing Tower
Epworth Eastern Hospital, 1 Arnold St, Box Hill VIC 3128

Please see reverse for Patient Instructions.



Patient Instructions

PLEASE BRING THIS REFERRAL WITH YOU TO YOUR TEST
BEFORE ALL TESTS

We prefer you not to take any puffers (unless otherwise instructed)
- NO Ventolin, Respolin, Asmol, Bricanyl for 6 hours

- NO Atrovent, Seretide, Serevent, Symbicort, Oxis, Foradile, Spiriva
or antihistamine tablets for 12 hours

- NO smoking within 4 hours

BEFORE BRONCHOPROVOCATIONS TESTS

As above, plus:

- NO tea, coffee, chocolate or caffeinated drinks to be consumed on the test day.

- NO oral steroids such as Prednisolone, Prednisone or Dexamethasone for 3 days - if
advised/approved by your prescribing doctor.

- NO Antihistamines such as Dimetapp, Benadryl, Claratyne, Zyrtec or Telfast for 3 days.

BEFORE FeNO TESTS
As for “ALL TESTS” plus:

- NO food or drink for one hour before your test

- AVOID consuming any foods high in nitrogen on the day of the test including ham,
bacon, salami, strawberries, currants, raspberries, cherries, gooseberries, spinach,
lettuce, beetroot, celery, chervil radish and turnip tops.

IF YOU ARE MORE BREATHLESS THAN USUAL AFTER
STOPPING THE ABOVE MEDICATIONS, PLEASE CONTACT
YOUR DOCTOR AND RESUME TAKING THE MEDICATIONS.
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