31 Tapscott Rd. Unit 85, Scarborough, ON M1B 4Y7

(Inside Malvern Mall, Beside Fresh Land Supermarket)

Tel: 416-287-1818 | Fax: 416-287-2126 | Web: www.medimagediagnostic.com
Email: info@medimagediagnostic.com, medimagediagnostic@gmail.com

o Med Image

\/ DIAGNOSTIC CENTRE

Monday - Friday: 8:00 am - 8:00 pm
Saturday: 8:00 am - 4:00 pm

Sunday: 11:00 am - 3:00 pm

REFERRAL PHYSICIAN / SPECIALIST

FREE PARKING OPEN WEEKEND
MAIN FLOOR ACCESS FEMALE TECHNICIAN
SAME DAY REPORT

PATIENT INFORMATION

Name | [ Name | |

DOB | | Billing # | |

Tel I | Tel I | Fax| |

OHIP# | | Signature | |
[ ] STAT/VERBAL

GENERAL CHEST ABDOMEN

[ ] ABDOMEN [ JcHEST PA & LAT [ ]kus

[ ] FOLLICLE MONITORING [ ]sTERNUM [ ] AcuTE (3 vIEW)

[] PELVIS - FEMALE [ ]JTRANSVAGINAL [ ]STERNOCLAVICULAR JOINTS

[ ] PELVIS - MALE [(IJr  []L rBS

[_] PROSTATE TRANSRECTAL [ ]PROSTATE ABDOMINAL SPINE & PELVIS HEAD & NECK

[ ] PVR (Post Void Residual) [ ]cErvicAL sPINE [ ]skuLL

[ ] KIDNEY & BLADDER []THORACIC SPINE [ ]sINusEs

[ JrR [Jv BREAST [ ]LUMBAR SPINE [ ]eaciAL BONES
OBSTETRICAL DSACRUM & COCCYX |:| NASAL BONES

[ ]1st TRIMESTER [ JpeLvis [ ]manDiBLE

[ ]IPSINT (11-14 WKs) [ Is1JoinTs [ J™™JoinTs

[ ]ANATOMY SCAN (18 - 20 WKS) [rwins SKELETAL SURVEY [ ]soFT TIsSUE NECK

|:| HIGH RISK (COMPLETE + MCA/DV DOPPLER) I:lARTHRITIC |:| ORBITS (MRI)

[ ]BPP ONLY (INCLUDES MCA/DV DOPPLER) [ ImEeTAsTATIC []ApbEnoiDs

[_|BPP + GROWTH (INCLUDES MCA/DV DOPPLER) [IscoLiosis SERIES [ImasToips

[ ]LIMITED (PLEASE SPECIFY) | [ ]BONE AGE L OWER EXTREMITIES
SMALL PARTS MUSKULOSKELETAL UPPER EXTREMITIES I:l R I:l L HIP

[ JR []r GROIN/INGUINAL [ JR []v sHOULDERs [ Jr []L sHouLpErs CIR [ reur

(IR [t [ JrR []. ELBOWS [ Jr [L cravicLE CIR [o weee

[ JTESTES / SCROTUM [JR []. wrisTs [ Jr []L AcJoinTs [C]R [ JL memsrsua
DSUBMANDIBULAR GLANDS |:|R |:| L HANDS |:| R |:| L SCAPULA |:| R |:| L ANKLE

[ ]SALIVARY GLANDS [JR [ Hips [ Jr [ ]L HumERUS CJr  [Jv Foor
[Ineck [JR [[]t Knees [1r [ esow [[JR []L cALCANEUS
[ ]SOFT TIsSUE [JR []L ANKLEs [ Ir []L FOrREARM [JrR [ Toes |:|
[]THYROID [JR []Jv AcHiLLEsTENDONS [ JrR [ |L wrisT

[ ]CHEST for PLEURAL EFFUSION [ R [ _|L LUMPS [ Jr []L HaND

[ JCHEST (LUMP / MASS) [lr [IL scapHoD

[ ]OTHER (PLEASE SPECIFY) | | [(Jr [Jroers[ |

PROCEDURES VASCULAR

[ ]THYROID FNA []cAROTID

[ ]HYSTEROSONOGRAM [ JARTERIAL ARMS [JR []. vENOUS ARMS

[ JECHOVEST HYSTEROSONOGRAM [ JARTERIAL LEGS [CJR [ ]L vENous LEGS
BONE MINERAL DENSITOMETRY (WALK-IN)

[_]As PER MINISTRY GUIDELINE RESET FORM SEND EMAIL

THIS REQUISITION FORM CAN BE TAKEN TO ANY LICENSED FACILITY PROVIDING HEALTH CAR SERVICES INCLUDING HOSPITAL AND IHF, SUCH AS THOSE LISTED ON THE IHF PROGRAM WEBSITE.
http://www.health.gov.on.ca/en/public/programs/ihf/facilities.aspx
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