
Dr. Alex Hartman & Dr. Rose Lee
Medical Directors of Imaging 

Ultrasound │X-Ray │BMD
Mammography

Name: DOB:

Address:  
 

HIN:

 
PHONE:

REFERRING DOCTOR: 

SIGNATURE: 

CC: 

VERBAL Contact Number:

DUAL SCAN SERIES (NT SCAN 11-14 WKS + ANATOMICAL 18-20 WKS)

G.U. TRACT – KIDNEYS-BLADDER (PROSTRATE) PELVIC

SCROTAL TRANSVAGINAL

TRANSRECTAL

SONOHYSTEROGRAM with ECHOVIST (for tubal patency investigation)

MUSCULOSKELETAL                                                                                                              RT        LT
 
 
 
 
 
 
 
 

VASCULAR

BREAST IMAGING
BREAST ULTRASOUND

(Please Specify)

CLINICAL INFORMATION

APPOINTMENT DATE AND TIME: 

PATIENT INFORMATION ON THE BACK

www.truenorthimaging.com

FERTILITY MONITORING

Greater Toronto Area Requisition

ontario breast
screening program
a cancer care ontario program

BIL        RT        LT

Markham Women's Imaging Centre

Midtown Diagnostic Imaging

Thornhill Diagnostic Imaging



APPOINTMENT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DAY 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

MONTH 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

YR. HOUR
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