
HAMILTONH

Appointment time:

Referring Doctor: _________________________     Billing #: __________________ 

Clinic: ____________________  Ph: ____________       Fax: ___________________ 

PT.  TEL #

❐ CLINICAL CONSULTATION ❐ AV DIALYSIS GRAFT EXAM

Carotids
Aorta & iliac (Aneurysm Screening) 

Lower extremities bilateral 
(Incl. Aorta, iliacs, ABI, TBI) 

Upper extremities bilateral

 R   L
❐❐

❐

❐

❐

Lower extremities bilateral 
(with IVC & iliacs)

Upper extremities bilateral

Lower extremity unilateral            

❐

❐❐ Upper extremity unilateral

❐

 R   L
❐❐

❐❐

Lower extremity unilateral

PERIPHERAL ARTERIAL PERIPHERAL VENOUS

Upper extremity unilateral 

❐

Other: ________________________

Clinical Information

849 Upper Wentworth Street # 400
Hamilton, ON, L9A 5H4
Tel. 905-538-2260
Fax. 905-538-2262


	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Button28: 
	Button29: 
	Check Box30: Off
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off


