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Digital X-Ray & General Ultrasound Requisition 
 

FIRST NAME SURNAME 

ADDRESS DATE OF BIRTH (MM/DD/YY) SEX 
□ MALE □ FEMALE □ OTHER 

CELL PHONE HOME PHONE WORK PHONE 

PERSONAL HEALTHCARE # (PHN) PAYMENT INFORMATION 
 □  MSP  □  ICBC  □ WCB □ OTHER 
 
CLAIM #: ______________________________ 

 
Appointment Date: ________________________________ Time: _____________________________ 
 

EXAMINATION REQUESTED 
 
 

CLINICAL INFORMATION 

PRIORITY 
□ Routine 
□ Urgent 
□ Stat 

RELEVANT PREVIOUS EXAM 
□ CT 
□ MRI 
□ Ultrasound 
□ Other: ________________ 
 
Date: ____________________ 
 
Location: _________________ 

ORDERING PHYSICIAN 
 
 

BILLING # DATE 

SIGNATURE OF ORDERING PHYSICIAN 
 
 

CC REPORT TO 
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