
 Patient LABEL / Identification Area

❑ ❑ Cervical ❑ Skull ❑ Metastatic
❑ ❑ ❑ ❑ Thoracic ❑ Sinuses ❑ Bone Age Study
❑ Single View (KUB)
❑ Series (2V) & Chest PA

❑ Lumbar
❑ Sacrum & Coccyx
❑ Scoliosis
❑ ❑

❑ Facial Bones
❑ Nasal Bones
❑ Mandible
❑ Soft Tissue Neck

Other_________________

❑ Shoulder ❑ ❑ ❑ Forearm ❑ ❑ ❑ Pelvis ❑ Tibia/Fibula ❑ ❑
❑ Clavicle ❑ ❑
❑ Scapula  ❑ ❑
❑ AC Joints (Bilateral)
❑ Humerus ❑ ❑
❑ Elbow ❑ ❑

❑ Wrist ❑ ❑
❑ Scaphoid ❑ ❑
❑ ❑ ❑
❑ Fingers ❑ ❑

❑ ❑ ❑
❑ Femur ❑ ❑
❑ ❑ ❑
❑ Knee/Standing
❑ ❑

❑ Bilat Standing PA
Flexion

❑ Ankle ❑ ❑
❑ Foot  ❑ ❑
❑ Calcaneus ❑ ❑
❑ Toe ❑ ❑

❑ Bilat Standing Leg
(hip to ankle)

❑ Abdomen Complete ❑ ❑ ❑ Bilateral
❑ Abdomen (GB, Liver, Renal etc.) ❑ Carotid 
❑ Pelvis(Transabdominal) ❑ Arterial Upper / Lower 
❑ Transvaginal ❑Transrectal ❑ Venous Upper/Lower Leg 
❑ Testicle
❑ Hysterosonogram ❑ Neonatal Brain 
❑ Thyroid/ Face & Neck ❑ 

❑ Spine
❑ IPS NT
❑ Anatomical ❑ ❑ L  Extremity :__________________
❑ Pregnancy Medically Indicated

❑ Routine Screening (Including OBSP) ❑ ❑
❑ Diagnostic Mammogram ❑ ❑
❑ Diagnostic Ultrasound Breast  ❑ ❑
❑ Does patient have Breast Implants ❑ ❑ No
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X-RAY

Other:

Previous Imaging Location:

Arterial Upper / Lower Extremity 

Venous Upper / Lower Extremity 

Please indicate area of concern

Revised 05/20

Medical Imaging Department
REQUISITION

X-RAY, ULTRASOUND, BREAST IMAGING, 
BMD, NUCLEAR MEDICINE

FORM SF0180 Page 1 of 2 Rev. 05/2020

(P) 416-756-6931 (F) 416-756-6358

Approved By: Manager, Medical Imaging Department; Approval Date: October, 2019 (archive: N/A)

General Site-4001 Leslie Street

Toronto On M2K 1E1

Outpatient & Community Services Centre

South Entrance-2 Champagne Drive

Toronto On M3J 0K2



Patient LABEL / Identification Area 

Medical Imaging Department

❑ ❑ Cervical ❑ Skull ❑ Metastatic
❑ ❑ ❑ ❑ Thoracic ❑ Sinuses ❑ Bone Age Study
❑ Single View (KUB)
❑ Series (2V) & Chest PA

❑ Lumbar
❑ Sacrum & Coccyx
❑ Scoliosis
❑ ❑

❑ Facial Bones
❑ Nasal Bones
❑ Mandible
❑ Soft Tissue Neck

Other_________________

❑ Shoulder ❑ ❑ ❑ Forearm ❑ ❑ ❑ Pelvis ❑ Tibia/Fibula ❑ ❑
❑ Clavicle ❑ ❑
❑ Scapula  ❑ ❑
❑ AC Joints (Bilateral)
❑ Humerus ❑ ❑
❑ Elbow ❑ ❑

❑ Wrist ❑ ❑
❑ Scaphoid ❑ ❑
❑ ❑ ❑
❑ Fingers ❑ ❑

❑ ❑ ❑
❑ Femur ❑ ❑
❑ ❑ ❑
❑ Knee/Standing
❑ ❑

❑ Bilat Standing PA
Flexion

❑ Ankle ❑ ❑
❑ Foot  ❑ ❑
❑ Calcaneus ❑ ❑
❑ Toe ❑ ❑

❑ Bilat Standing Leg
(hip to ankle)

❑ Abdomen Complete ❑ ❑ ❑ Bilateral
❑ Abdomen (GB, Liver, Renal etc.) ❑ Carotid 
❑ Pelvis(Transabdominal) ❑ Arterial Upper / Lower 
❑ Transvaginal ❑Transrectal ❑ Venous Upper/Lower Leg 
❑ Testicle
❑ Hysterosonogram ❑ Neonatal Brain 
❑ Thyroid/ Face & Neck ❑ 

❑ Spine
❑ IPS NT
❑ Anatomical ❑ ❑ L  Extremity :__________________
❑ Pregnancy Medically Indicated

❑ Routine Screening (Including OBSP) ❑ ❑
❑ Diagnostic Mammogram ❑ ❑
❑ Diagnostic Ultrasound Breast  ❑ ❑
❑ Does patient have Breast Implants ❑ ❑ No

Form #    Revised 04/19

Thyroid:

Parathyroid:          Scan

Scan Lasix (? Obstruction)

Uptake & Scan

BONE MINERAL DENSITOMETRY

Renal:

Breast Imaging:

(P) 416-635-2550  (F) 416-635-2401

Liver / Spleen (Sulfur Colloid)

Captopril (HTN)

Cardiac - Pyrophosphate Scan (Amyloid protocol)

Hemangioma (RBC)

I approve the radiologist to order additional examinations related to the current investigation on my behalf.    Physician Initials:

416-756-6766
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