
(By Appointment)
X-RAY BREAST IMAGING

ULTRASOUND
BONE MINERAL DENSITOMETRY

Referring Physician Signature:  X

Copies To:

Date Ordered:

Wentworth-Halton X-Ray and Ultrasound Inc.
Owned and Operated by The Radiologists at Hamilton Health Sciences (Hamilton General Site)

Previous?

OBSP (Ontario Breast Screening Program)

Baseline
Low Risk Follow-Up
High Risk Follow-Up

Digital Fax: 905-592-4799     | req@whxray.com  | www.whxray.com   |

Health Card Number:
Appt. Date:

Date of Birth:

Time:
ON 8942 598 775 AN

30/05/1978

(No Appointment Required)

Screening Mammogram
Diagnostic Mammogram (use diagram below)
Indication:

Breast Ultrasound (use diagram below)

Y N

L

Location:
Date:

Surgery:

(By Appointment)

(B.M.D.) (By Appointment)

Previous?
Y N

Location:
Date:

BARIUM STUDIES (GASTRICS)

Upper G.I. Series (Double Contrast)
Barium Swallow (*Digital Fluoro)
Small Bowel Follow Through

(By Appointment)

Surgery:

PRIORITY REPORT
Request for Stat Case

Phone:

Fax:

ABDOMEN
Flat Plate / K.U.B.
Acute Series (3 views)

HEAD & NECK
Skull
Sinuses
Facial Bones
Nasal Bones
Soft Tissue Neck /Adenoids
Mandible
T.M. Joints
Orbits (pre-MRI)

CHEST
Chest

Sternum

SPINE & PELVIS
Cervical Spine
Thoracic Spine
Lumbar Spine
Sacrum / Coccyx
Scoliosis
S.I. Joints
Pelvis

RibsL

LOWER EXTREMITIES
HipL

FemurL

KneeL

Tibia & FibulaL

AnkleL

Os CalcisL

FootL

Toe No.L

UPPER EXTREMITIES
A.C. JointsL

S.C. JointsL

ShoulderL

ScapulaL

ClavicleL

HumerusL

ElbowL

ForearmL

WristL

ScaphoidL

HandL

Finger No.L

OTHER
Specify:

Pancreas
Gallbladder / Bile Ducts

ABDOMEN

Liver
Aorta
Kidneys
Spleen
Kidneys & Bladder 

Appendix
Hernia

ABDOMEN

Abdominal Wall Mass or Other

VASCULAR

Carotid
Ankle Brachial Indices (A.B.I)
Femoral Study

Leg Deep Vein ThrombosisL

Arm Deep Vein ThrombosisL

PELVIC
Bladder
Prostate
Uterus / Ovaries
Transvaginal (if required)

SMALL PARTS
Scrotum
Thyroid

Other:

MUSCULOSKELETAL (MSK)
ShoulderL

KneeL

Targeted MSKL

OBSTETRICAL
Dating
IPS/eTFS
Anatomy
Twins or Multiple Gestation
Biophysical Profile (BPP)
Other:

AxillaL

for Internal Organs (Requires Fasting)

(K.U.B. Requires Full Bladder)

Other

Specify:

Specify:

Arterial Studies:

(includes
A.B.I., Aorta, Iliacs & Femoral Arteries)

Venous Studies (D.V.T.):

(Requires Full Bladder)

(Requires Full Bladder)

Specify:

(less than 16 weeks)
(11-14 weeks)

(greater than 16 weeks)

04/08/2021

Healthcare Provider

Clinical Indication, History (reason for exam):
right periorbital pain for numerous years

Please bring your health card and this requisition form with you to your appointment.
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Preferred Location: Medical Arts -1 Young Street, Hamilton*

Submit Images and Report to:

HNHB  MSK-CAIC for Burlington,
Hamilton , Stoney Creek& Waterdown
Mississauga Halton Central Intake
Program for Oakville

This requisition form can be taken to any licensed facility providing health care services including hospitals and IHFs, such as those listed on the IHF Program website.

280479

PATIENT INFORMATION
Name:
Preferred Name:

Sex (as per OHIP):

Derrick Ling

Identifies As:Female Male

Phone #: 647-495-0955 (H)
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x Biochemistry x Hematology x Viral Hepatitis (check one only)
Glucose Random Fasting CBC Acute Hepatitis

HbA1C Prothrombin Time (INR) Chronic Hepatitis

Creatinine (eGFR) Immunology Immune Status / Previous Exposure
Specify: Hepatitis A
 Hepatitis B
 Hepatitis C
or order individual hepatitis tests in the
“Other Tests” section below

Uric Acid Pregnancy Test (Urine)

Sodium Mononucleosis Screen

Potassium Rubella

ALT Prenatal: ABO, RhD, Antibody Screen
(titre and ident. if positive)Alk. Phosphatase Prostate Specifi c Antigen (PSA)

Bilirubin Repeat Prenatal Antibodies Total PSA Free PSA

Insured – Meets OHIP eligibility criteria
Uninsured – Screening: Patient responsible for payment

Albumin Microbiology ID & Sensitivities
(if warranted)

Lipid Assessment (includes Cholesterol, HDL-C, Triglycerides, 
calculated LDL-C & Chol/HDL-C ratio; individual lipid tests may 
be ordered in the “Other Tests” section of this form)

Cervical

Vaginal Vitamin D (25-Hydroxy)
Albumin / Creatinine Ratio, Urine Vaginal / Rectal – Group B Strep Insured - Meets OHIP eligibility criteria:

osteopenia; osteoporosis; rickets;
renal disease; malabsorption syndromes;
medications affecting vitamin D metabolism

Uninsured - Patient responsible for payment

Urinalysis (Chemical) Chlamydia (specify source):

Neonatal Bilirubin: GC (specify source):

Child’s Age: days hours Sputum

Clinician/Practitioner’s tel. no. ( ) Throat Other Tests - one test per line
Patient’s 24 hr telephone no. ( ) Wound (specify source):

Therapeutic Drug Monitoring: Urine

Name of Drug #1 Stool Culture

Name of Drug #2 Stool Ova & Parasites

Time Collected #1 hr. #2 hr. Other Swabs / Pus (specify source):

Time of Last Dose #1 hr. #2 hr.

Time of Next Dose #1 hr. #2 hr.

Specimen Collection
Time

24 hour clock
Date

yyyy/mm/dd

Laboratory Use Only

Laboratory Use Only
Ministry of Health
and Long-Term Care
Laboratory Requisition
Requisitioning Clinician / Practitioner

Name

Address

Clinician/Practitioner Number

Additional Clinical Information (e.g. diagnosis)

Note: Separate requisitions are required for cytology, histology / pathology, ColonCancerCheck FIT test, and tests performed by Public Health Laboratory

Patient’s Last Name (as per OHIP Card)

Patient’s First & Middle Names (as per OHIP Card)

Patient’s Address (including Postal Code)Copy to: Clinician/Practitioner
Last Name

I hereby certify the tests ordered are not for registered in or 
out patients of a hospital.

4422-84 (2019/05)      © Queen’s Printer for Ontario, 2019 7530-4581

Address

First Name

OHIP/Insured Third Party / Uninsured WSIB

M F

Check () one: Province Other Provincial Registration Number Patient’s Telephone Contact Number

CPSO / Registration No. Health Number Version Date of Birth

Service Date
yyyy

yyyy

mm

mm

dd

dd
Sex

Clinician/Practitioner’s Contact Number for Urgent Results

( )

( )

X
Clinician/Practitioner Signature Date

Specify one below:


