
Abdomen Chest

Please bring this requisition
form to your appointment

Please bring this requisition
form to your appointment

PLEASE BRING YOUR HEALTH CARD
FOR PREPARATION AND DIRECTIONS PLEASE TURN OVER

LINDSAY ULTRASOUND & XRAY
( Lindsay Professional Building - Beside Giant Tiger )

65 Angeline St. N., Unit 11, Lindsay, ON., K9V 5N7
Main Line: 705-324-0101 - Line 2: 705-324-3164

Fax: 705-324-0105 - We accept walk-ins
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Appointment Time

Patient’s Address

OHIP Number

Referred By

Patient’s Last Name (please print) Patient’s First Name 

Patient’s Phone No.Patient’s Birth Date
DD                    MM                    YY

Sex
M    |    F

MD _______________________________
signature

CC

I Verify to the best of my knowledge
that I am not pregnant

-------------------------------------------------

Other Views or
Other Examinations:
Clinical Information:

----------------------------------------------
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--------------------------------------- Echocardiogram
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Acute (3 Views)

Head & Neck
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Testicular/Scrotal
Thyroid Neck 

OBSTETRICAL
Obstetrical - Dating
Nuchal Translucency (IPS)
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This requisition form can be taken to any licensed facility provising healthcare services including hospitals and IHF’s, 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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