
OUTPATIENT ULTRASOUND ORDER FORM
Please mark facility where test is scheduled

Patient LeGaL naMe DOb teSt Date teSt tiMe

CLiniCaL inDiCatiOnS:

Complete and specific clinical information is necessary for the Radiologist to supervise the scanning of each patient, as well as a

requirement of insurance companies.  Exams without pertinent clinical information may be delayed and/or rescheduled.

CaLL RePORt tO: COPY RePORt tO: r PHOne r PaGeR   r FaX

number:

r HOLD Patient r CD tO GO r DiCtate PRiOR tO aPPOintMent On: at:

ABDOMEN 

r us ABDOmEN RuQ

r us ABDOmEN LuQ

r us ABDOmEN COmPLETE

(includes panc, gb, liver, biliary tree, spleen, and limited

views of aorta, ivc and kidneys)

r us ABDOmEN APPENDIX

(if female pt and want ut and ov’s also order transvaginal)

r us ABDOmEN HERNIA - specific area:______________

r us ABDOmEN AsCITEs

(includes ascites check only no organs)

r us AORTA ABDOmINAL

r us AORTA/RENAL COmPLETE

(full aorta and kidney ultrasound)

r us AORTA sCREENING

(medicare patients only-see qualificatons)

r us INGuINAL HERNIA 

¨ L  ¨ R

r us RENAL

r us RENAL/BLADDER

r us BLADDER

PELVIS

r us TRANsVAGINAL NON-OB

r us PELVIs

(only patients who cannot have transvaginal)

r us FOLLICuLAR

r us TEsTICuLAR/sCROTum

US BREAST

r must be scheduled with mammography scheduler

US OB

r us OB 1st TRImEsTER

r Twins r Triplets r Quads

r EDD____________________________

r unknown*

r us OB COmPLETE - first exam 14 wks or more

r Twins r Triplets r Quads

r EDD____________________________

r unknown*

US OB - continued

r us OB FOLLOW-uP 

r Twins r Triplets r Quads

r EDD____________________________

r WITH CORD DOPPLER
r us OB FETAL ECHO - must be 22 weeks

r us OB LImITED - Does not include ANY fetal Biometry

Check any or all that apply:

r AFI ONLY     r CORD DOPPLER

r FETAL HEART TONEs ONLY

r FETAL POsITION ONLY

r PLACENTA POsITION ONLY

r us OB BIOPHYsICAL PROFILE

HEAD/NECK/SOFT TISSUE 

r us THYROID

r us NECk sOFT TIssuE

specify area:____________________________

r us HEAD sOFT TIssuE

specify area:____________________________

r us TRuNk/ABDOmEN sOFT TIssuE

specify area:____________________________

r us EXTREmITY NON-VAsCuLAR

¨ L       ¨ R

specify area:____________________________

MUSCLE/TENDON

r us sHOuLDER ¨ L ¨ R

r us EXTR NON-VAsCuLAR TENDON/musCLE

¨ L       ¨ R

specify area:____________________________

US PEDIATRICS

r us CRANIAL NEONATAL

r us HIPs INFANT - Age requirement_______________

r us ABDOmEN RuQ

r us ABDOmEN LuQ

r us ABDOmEN COmPLETE (includes panc, gb, liver, 

biliary tree, spleen & limited views of aorta, ivvc & kidneys)
r us RENAL BLADDER

r us sPINE AND CONTENTs

r us EXT NON-VAsC

¨ L       ¨ R
specify area:___________________________

Provider Signature

Ordering Provider (Print)

Date             Time

PROCEDURES

r us GuIDED THORACENTEsIs  ¨ L       ¨ R

specify labs for fluid:__________________________

¨ No labs

r us GuIDED PARACENTEsIs    ¨ L       ¨ R

specify labs for fluid:__________________________

¨ No labs

r us GuIDED THYROID FNA

r us GuIDED THYROID CYsT AsPIRATION

r us GuIDED PROsTATE BIOPsY PsA level_________

r us GuIDED PROsTATE BIOPsY with sedation

PsA level_________________

r us GuIDED GOLD sEED PROsTATE

r us GuIDED GOLD sEED RECTAL WALL

r us GuIDED LIVER BIOPsY -

need consultation w/radiologist

r us GuIDED HYsTEROsONOGRAm

r us GuIDED HIP jOINT AsP/INj 

specify side:__________

r us GuIDED kNEE jOINT AsP/INj

specify side:_________

r us GuIDED HIP TENDON INjECTION

specify side:__________________

r us GuIDED FINE NEEDLE AsPIRATION

Need consultation with Radiologist

specify area:______________________________

r us GuIDED PsEuDOANEuRYsm INjECTION

****ALL ITEMS IN RED HAVE A PREP WHICH IS LISTED ON THE REVERSE SIDE****
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Patient iD LabeL

 MUNSON HEALTHCARE CHARLEVOIX HOSPITAL
Scheduling: 231-547-8801  Fax: 231-935-7878

 MUNSON HEALTHCARE MANISTEE HOSPITAL
Scheduling: 231-398-1114  Fax: 231-398-1408

 KALKASKA MEMORIAL HEALTH CENTER

 MUNSON COMMUNITY HEALTH CENTER

 MUNSON HEALTHCARE CADILLAC HOSPITAL

 MUNSON HEALTHCARE GRAYLING HOSPITAL

 MUNSON MEDICAL CENTER (Main Lobby)

 PAUL OLIVER MEMORIAL HOSPITAL

SCHEDULING (for facilities listed below): Phone: 800-968-9292 Fax: 231-935-3473



PREPS

r USV CAROTID

(includes vertebral and subclavian arteries) 

ABDOMINAL DOPPLER

r usV RENAL ARTERY DOPPLER

r usV mEsENTERIC DOPPLER

r usV LIVER DOPPLER

r usV LIVER DOPPLER W/TIPPs

r usV INFERIOR VENA CAVA

r usV RENAL VEIN

r usV sPLENIC VEIN

r usV kIDNEY TRANsPLANT

EXTREMITIES

r usV LOWER ARTERIAL W/ABI EXERCIsE

r usV uPPER ARTERIAL W/ABI EXERCIsE

¨ Technologist will determine if exercise is appropriate for exam

r usV PALmER ARCH

r usV LOWER EXT VEIN

(cannot use r/o dvt for diagnosis)

¨ BILAT       ¨ L         ¨ R

r usV uPPER EXT VEIN

(cannot use r/o dvt for diagnosis)

¨ BILAT       ¨ L         ¨ R

r usV CALF  REFLuX sTuDY

¨ BILAT       ¨ L         ¨ R

r usV uPPER EXT ARTERY

(duplex scan)

¨ BILAT       ¨ L         ¨ R

r usV LOWER EXT ARTERY

(duplex scan)

¨ BILAT       ¨ L         ¨ R

ULTRASOUND PREPS
ABDOMEN RUQ AND COMPLETE
Patient should have nothing to eat or drink for at least 6 hours prior to exam time

RENAL/BLADDER
*ALL PTS UNDER 16 YRS OF AGE 
Patient should have a full bladder   
Drink 16-20oz of fluid 1 hour prior to exam

PELVIS
** for patients who cannot have a vaginal ultrasound**  
Patient  should have a full bladder  
Drink 16-20oz of fluid 1 hour prior to exam

PROSTATE BIOPSY
Cleansing enema 1-2 hours before exam
You may eat lightly prior to exam  
Radiology nurse will be calling prior to the exam

VASCULAR LAB PREPS
RENAL ARTERY AND MESENTERIC ARTERY PREP
Do not eat foods that cause a gassy stomach (beans, spicy foods, carbonated or alcoholic beverages, etc.) 
Take maximum strength Mylanta Gas Tablets or similar non-prescription simethicone product, 1 tablet every 6 hours the day
before the exam and 1 tablet the day of the exam.  No food after 6:00pm the night before the exam.  
Continue to take prescribed medications with water only. 

VASCULAR LAB
EXTREMITIES-continued

r usV VEIN mAPPING LEG

¨ BILAT       ¨ L         ¨ R

r usV VEIN mAPPING ARm

¨ BILAT       ¨ L         ¨ R

r usV VEIN mAPPING HEmODIALYsIs ACCEss

r usV GROIN PsEuDO

¨ BILAT       ¨ L         ¨ R

BYPASS/ GRAFTS/FISTULA

r usV DIALYsIs GRAFT

r usV DIALYsIs FIsTuLA

r usV BYPAss GRAFTs

specify type:______________________________________________________

specify location:___________________________________________________

¨ BILAT       ¨ L         ¨ R

YOU MUST FAX BOTH SIDES 
OF FORM

Patient Name:______________________________________________________   Date:___________________
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