Eastern Connecticut Cardiology Associates, L.L.C.

43 West Middle Turnpike

Manchester, CT 06040

(860) 647-9494

 

INSTRUCTIONS FOR MICROVOLT T-WAVE ALTERNANS TESTING

 

Name:__________________________________________________________________

Date:_________________________

Time:________________________

 

APPROXIMATE TIME IS 30 MINUTES

1. If you are taking Betapace, Coreg, Sotalol, Toprol XL, Lopressor, Metoprolol, Cardizem, Digoxin, Atenolol, Tenormin, Labetolol, or Cogard, DO NOT TAKE WITHIN 24 HOURS OF THE TEST. If you have any questions, talk to your doctor. 

2. You will be walking on the treadmill, so wear comfortable clothing and shoes. 

3. DO NOT apply any deodorant, lotion, powder or cream to your chest the day of the test. 

4. Please shave your chest area the day of the test so it is comfortable for you the day of the test. 

5. You may have a light meal prior to the test.

 

ANY FURTHER QUESTIONS PLEASE SPEAK TO YOUR DOCTOR OR CALL THE OFFICE.

 

This is the consent form for the Microvolt T-Wave Alternans.

 

Eastern Connecticut Cardiology Associates, L.L.C.

CARDIOVASCULAR MEDICINE

PARVEEN KHANNA, M.D., F.A.C.C., F.A.S.N.C.

VENKATESWARA NARLA, M.D.

NIRAV SHETH, M.D., F.A.C.C.

43 West Middle Turnpike

Manchester, CT 06040

(860) 647-9494

 

INFORMED CONSENT FOR MICROVOLT T-WAVE ALTERNANS

I consent to voluntarily engage in an exercise test to gain more information about my heart and risk of ventricular arrhythmia.

The test will be performed on a treadmill with the amount of work adjusted to your heart rate. I may continue until symptoms such as fatigue, chest discomfort, dizziness, or shortness of breath may appear, which would indicate that I should stop. The physician may terminate the test at his discretion.

The physician will closely monitor my heart rate and electrocardiogram to determine that it is safe for me to continue. I understand that I may stop the test at any time I may choose.

There is the possibility of certain changes occurring during the test. They include, but are not limited to, abnormal blood pressure, fainting, irregular heartbeats and rare instance of heart attack. Every effort will be made to control this with observations and emergency equipment and trained staff will deal with any unusual situations which may develop.

I have read this information and understand it and any questions which may have occurred to me have been answered to my satification.

SIGNED: ___________________________________________________

DATE:____________________________

PATIENT:__________________________________________________

WITNESS:__________________________________________________

DOCTOR:__________________________________________________

