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< Referral Form >

EH—Z=#H 9:30AM-1:00 PM, 2:30 PM - 5:30 PM
EH7X 9:30AM - 2:00 PM

tE B A

Patient Name: Appointment Date & Time:

Patient ID:
BEAMEZE 4 ME (BESTIRZHARRSN
Gender / Age: O
Fasting for 4 hours before examination
Patient Tel.: (not applicable to post cholecystectomy patient)
Payment: O Cash Report: O To patient
O Account O To clinic, Address

Clinical Information :

Xray Examination Order (Jordan Center Only) :

Breast Imaging Examination Order :

O 2D Mammogram (Jordan Center Only), O USG Breast (Jordan & TST Center) , O Bilateral O Left O Right

USG Examination Order (Jordan & TST Center) :

O Whole abdomen FEZ=fE (upper abdomen + pelvis)

Upper abdomen

O Upper abdomen EZEf8 (Liver + Gallbladder + Biliary system + Spleen + Pancreas + Kidneys + Aorta)

O Liver O LGB &£=fg O LGBS E=Zi&

Lower abdomen

O Male/ Female Pelvis (TA) O Kidneys O Urinary bladder
Small Parts

O Thyroid O Neck O Thyroid + Neck O Scrotum
Vascular & Doppler

O Intima Media Thickness of Carotid Arteries

O Limb vein, O Bilateral O Left O Right

OFNA |/ O Biopsy , Site:

For internal use:

Referring Doctor & Signature:




