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EXAMINATION(S) REQUESTED LCISTAT [JURGENT [JROUTINE [CJPORTABLE

General X-ray: Ultrasound:

Nuclear Medicine: Gl/GU/Fluoroscopy:

Current Patient Location: O Outpatient [OClinic/ACC [OEmergency Oinpatient
Study to be done as: [1Outpatient Clinpatient

WSIB/Third Party Claim Number: Preferred Days/Time (not guaranteed):

CLINICAL HISTORY Isolation Precautions: CIN/A OcContact ODroplet OAirborne COReverse

(For Emergency Ultrasound Patients: Specify Date of Follow-up)

ADDITIONALINFORMATION

EDC or date of Last Menstrual Period: O (Required for Obstetrical patients)

O ralls Risk  OlLifting Device Required O Patient with Restraints (must be accompanied)
Does Patient Consent to Appointment Information Being Disclosed in a Telephone Message? Yes [0 No
Is Patient Able to Come in on Short Notice? [IYes [INo

Contact Telephone Number (if different from above):

REQUESTING PHYSICIAN

Address: City: Postal Code:

Telephone Number: Fax:

Copy to: MD (Physician’s Printed Name)
DATE/TIME SIGNATURE PRINT NAME
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