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Patient':; Last Name

First Name

S e x  0 M  D r Date of Birth (MM/DD/YYYY)

For Ultrasound Appointment
FAX Requisitions: {250} 41 2-17 82

Central Booking Tel:
(2s0)412-1780

Address

Postal Code

Health Card Number

REQUEST FOR EXAMINATION
X.RAY O ULTRASOUND

Phone Number

12 and older:  Nothingto eat  or  dr ink 12 hours pr ior  to
examinat ion.

Chlldrenagell and under: if fastingis required, do so onlyfor 3
hours pr ior  to u l t rasound.

No preparat ion.

llyrs and older: Drink l6 fl.o2. (2 cups) ofwater finish one (1)
hour pr ior  to the examinat ion.  Do not  void.  a fu l l  b ladder is
required.

Chlldren age 4'10 yrs old: Drink 8 fl.o2. (l cup) of watet finish
one (  l )  hour pr ior  to the examinat ion.  Do not  void,  a fu l l  b ladder
is required.

Dr ink 32oz of  f lu id '1.5 hours before examinat ion.
DO NOT EI'PTY BLADDER.
Drlnklng must bc finished r hour priol to appolntment time.

(Under '14 weeks) Dr ink 24oz of  f lu id '1.5 hours before
examinat ion.
(Over 14 weeks) Dr ink l6oz of  f lu id 1.5 hours before examinat ion.
(0ver or Underl4 weeks) DO NOT EMPTY BLADDER.
Drlnking must be finished r hour prior to appointment time,

For u l t rasound when fast ing is  required.  take your insul in as
usual  and use a lactose f ree protein supplement to maintain
calor ies (preferably Glucerna,  Ensure or  Boost) .

Please do not  wear ta lcum powder,  deodorant  or  perfumes.

Discuss your medicat ions and medical  condi t ion wi th your
Doctor  before beginning the preparat ions.
Foryour convenience,  two -p iece,  loose f i t t ing garments are
prererreo.

ABDOMEN:

RENAL (ONLY):

RENAL / BLADDER:

PELVIC:

OBSTETRICAL ULTRASOUND:

**DIABETIC PATIENTS:

MAMMOGRAPHY

FOR ALL EXAMINATIONS:
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Examination requested:Examination reouested:

Time Date

Physician Name Date

Copyto Physician Signature Practi t ioner Number:

X-RAY. ULTRASOUI{D
IIAIIMOGRAPHY . BOI{E DEI{SITY

Unit#301,l990 
Fort Street

Unit#305-l990 
Fort Street

SCREEIIII{G MAX IIOGRAPH Y
offered at:

offered at:
Phone:250-598-0193
Fax:250-412-2005

Phone:250-952-4232
Fax:250-952-4411

llRl {private pay) & X-RAY
offered at:

Unit #243 - Uptown Mall Phone:250-595-2401
356lBlanshardStreet Fax:250-595-2408

X.RAY SERVICES
offered at:

Unit#203

unit#210
l64l Hillside Avenue
Phone:250-5981991
Fax:250-598-8663

6695 Sooke Road
Telephone/Fax:
250.642-4042

Unit#102
582 Goldstream Avenue
Phone:250-478-88i2
Fax:250-478-9950
Free Parking

Unit#3
l0l Burnside Rd. West
Phone:250-475-2020
Fax:250-475'2502

www.westcoastmedicalimaging.com 24-hour notice required to cancel or 975 charge wlll be billed to patient.
risitions willbe returned unordcessed.


