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ULTRASOUND See back for exam preparation/instructions

* Preliminary imaging performed
when required

CLINICAL HISTORY

PRACTITIONERS INFORMATION PRACTITIONERS STAMP/ID

Practitioners Name

Signature

Phone/Fax

Copy To

Previous on PACS
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P:

Send Patient with Images 
(CD Copy)
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NY

X-RAY EXAM REQUESTED

Guardian Radiology Corp
4121 70 Avenue

Lloydminster, AB  T9V 3L9

LOCATIONS

Wetaskiwin
4919 50 Street  T9A 1J6
P: 587-468-8344  F: 587-468-0169
MON-FRI  8:00-4:30 pm
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