+lealient

Physician Group

Outpatient Testing Order Form
1000 Carondelet Dr., Suite 201B  Kansas City, MO 64114

Ph: (913) 956-2250

Patient Name:

Fax: (913) 956-2224

DOB: / /

Ordering Physician:

Indication for Test:

Physician Signature:

Ultrasound / Duplex:
|:|767OO Abdominal Ultrasound
|:|93978 Aorta/lliac Ultrasound

|:|UE Arterial Duplex: |:| RT |:| LT |:| Bilat
[ |LE Arterial Duplex: [ |RT [ |LT [ |Bilat

|:|93880 Carotid Artery Duplex
|:|93975 Mesenteric Duplex
|:|93975/76770 Renal Artery Complete
[ ]76770 Renal Ultrasound

|:|93931 Subclavian Artery Duplex
|:|76536 Thyroid Ultrasound

|:|UE Venous Duplex |:| RT |:| LT |:| Bilat

[ ]LE Venous Duplex (OvT):[_|RT [_|LT [ ]Bilat

|:|LE Venous Duplex (Insufficiency Study):

I:I RT I:ILT I:I Bilat

Echocardiography:
[ ]93306 Echo
[ ]93350 stress Echo

Nuclear Medicine:

|:|Stress |:| Pharmacologic |:| Treadmill

|:| Event Recorder

|:| Other:



