
 LMP ______________________________________ or EDD _______________________________________

 Indication ________________________________________________________________________________

 Special Instructions ________________________________________________________________________

    Endovaginal sonography can be preformed if indicated by radiologist. *
 WE DO NOT PERFORM NUCHAL TRANSLUCENCY STUDIES

Home Phone: __________________________________  DOB: _____________________ 

Appointment Date: ______________________________ TIme: _____________________

Insurance: ______________________________________________________________

Diagnosis/Reason for Exam: ______________________________________________________________________

________________________________________________________ICD-10 Code:___________________________

Medical Imaging Request
Please see instructions on back

Patient Name: ____________________________________________________________

Area of concern: ___________________________________________________________________________

Kidney Bladder Fetal Pelvic with vaginal probe Pelvic without vaginal probeUltrasound

Testicular Aorta Soft Tissue non-vascularThyroidUltrasound

Complete

Please check appropriate exam below:Abdominal Ultrasound
RUQ includes liver, gallbladder, pancreas, arota, and right kidney LUQ includes spleen and left kidney

Location: __________________________________________________________________________________Hernia Study

Please check appropriate exam below:Vascular Ultrasound

Carotid

Please check appropriate exam below:Doppler Ultrasound

Extremity Venous Doppler (DVT)  ____Bilat  ____R  ____L  and  ____Upper  ____Lower

Superior Mesenteric Artery/Celiac Artery Doppler Renal Artery Doppler Pseudoaneurysm

Referring Provider Signature: X  ______________________________________________________CC:______________________________

Referring Provider Name (Please Print):___________________________________________________ Date: ________________________________ 

Please Call Patient to Schedule Exam

Request Pre-Auth Assistance

1720 Esplanade
Chico, CA 95926
O: 530-898-0500
F: 530-898-0533

halobreastcare.com

First Trimester

Second Trimester

Third Trimester




