
PELVIS

ABDO WALL e.g.Hernia

RENAL and PELVICRENAL DOPPLER
EXTREMITY ARTERIAL DOPPLER
VENOUS INSUFFICIENCY

      CLINICAL DETAILS

..................................................................................................................

Mr Mrs Miss Ms Dr   (please tick) 

Phone report to  (         )       

 

Fax report to  (         )   

EDI report to

Copy of report to 

Copies to DHB 

 

CMDHB

 

  ADHB

Referrer access to images and reports online at www.advanceultrasound.co.nz

Prices and booking information online at www.advanceultrasound.co.nz

SURNAME FIRST NAME MIDDLE NAME  

 

ET SSERDDA LEPHONE 
 

 
DATE OF BIRTH            /         /   NHI NUMBER *REQUIRED

  

 ACC NUMBER

Patient Details

Report DistributionReferrer Details

 

LMP:

EDD:

Name

 

(please print) 

Registration#

Signature

Date             /         /   

 

 Musculoskeletal Ultrasound
 SHOULDER ULTRASOUND

    

(please specify) 

 General 

 

 

ABDOMEN

  
RENAL

  OTHER (please specify)

 

Vascular Ultrasound
CAROTID

 

DVT

 

 Interventional
 CORTISONE INJECTION

 

Obstetric Ultrasound

 

DATING

 

NUCHAL 
 ANATOMY

 

GROWTH

 OTHER
 (please specify)

 

home

mobile

OTHER
ABDOMEN and PELVIC

For Selected Services

See reverse for important details

  (09) 277 4495 (09) 624 4292 For Bookings Call  Botany Junction Three Kings Plaza

NECK and THYROID

WDHB

(urgent results only) 

ABDOMEN and RENAL


