
      

 

ULTRASOUND ORDER FORM 

PLEASE FAX TO (940) 298-1640 

 

PATIENT INFORMATION 

Patient Name: ______________________________________ DOB: _____________________________________ 

Phone Number: _____________________________________ Insurance: ________________________________ 

Height: ________________ Weight: _________________ Ordering Provider: ______________________________ 

Clinical History/DX: _____________________________________________________________________________ 

GENERAL ULTRASOUND VASCULAR ULTRASOUND 
 

o Abdomen Complete  

o Abdomen Limited (Gallbladder, Liver, RUQ) 

o Abdomen Doppler 

o Renal Complete 

o Scrotal 
o Pelvic 
o Transvaginal 

o Thyroid 

o Soft Tissue Muscle, Tendon Joints  
 
 
 

o Other:  
 
 
 

 

o Abdominal Aorta 

o Arterial Lower Extremity Bilateral 

o Arterial Lower Extremity Unilateral  

o Right Leg 

o Left Leg  

o Arterial upper Extremity Bilateral 

o Arterial Upper Extremity Unilateral  

o Right Arm 

o Left Arm 

o Carotid 

o Renal Artery  

o Venous Lower Extremity Bilateral 

o Venous Lower Extremity Unilateral 

o Right Leg 

o Left Leg 

o Venous Upper Extremity Bilateral 

o Venous Upper Extremity Unilateral  

o Right Arm 

o Left Arm  

HEALTHCARE PROVIDER INFORMATION 

Ordering physician name:________________________________ NPI: ____________________________________ 

SIGNATURE (required): __________________________________________________________ 
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