
 

 

UNSIGNED &/OR INCOMPLETE  REQUISITIONS WILL BE RETURNED 
PLEASE SEE REVERSE FOR PREPARATION INSTRUCTIONS—FAILURE TO FOLLOW THESE INSTRUCTIONS 

MAY/WILL NECESSITATE RESCHEDULING OF YOUR APPOINTMENT 
 

RENFREW VICTORIA HOSPITAL  
DIAGNOSTIC IMAGING REQUISITION 

 

   Phone: (613) 432-4851 ext. 891 
 

   FAX: 613-432-3610  

Ordering Practioner:         
 

Telephone #:                Fax #: 
 

Address:                    Billing #: 
 
   

 Signature:                         Date:   
         
 
 

Copy of Report to: 
 

Address: 
 

Fax: 

Patient Information         Outpatient             Inpatient

  
 
 
                                      
 
 
 
 
 
 
 
 

 
      Falls Risk      Lift Required?             Yes         No 
 

      Wheelchair        Walker                     Ambulatory    

Clinical Information: 
 
 
 
 
 
 

 

                                                                                                                      

      X-RAY   Examination Required (Please print clearly):                    ECG                      
    

BREAST IMAGING 
 

 Last Mammogram:   _______________ 
 

 Location Performed: _______________ 
 

 

Implants?          Yes         No 
 

Mammography: 
 

       Routine screening mammogram 
 

        Diagnostic mammogram 
 

           Bilateral           Right        Left 
     
Breast Ultrasound: 
 

           Bilateral           Right        Left 
 

OTHER: _______________________ 
 
 

Indicate area(s) of concern on diagram 
below 

 
Right                                                   Left 

ULTRASOUND 
 

 Height: ____________              Weight: ____________ 

     ECHOCARDIOGRAM Please Indicate Echo Priority:       1          2          3         4

INTERVENTIONAL PROCEDURE 
 

Exam Required ___________________________ 
 

Anticoagulant or Aspirin Rx: 
_________________________________________ 

 

*Please ensure appropriate requisitions and lab 
work are completed* 

PLEASE FAX CT  REQUISITIONS TO (613) 433-8535 
 

CT 
 

PLEASE BE SPECIFIC/SPECIFY LEVEL 
 

        Abdomen                             Head                  C-spine ______________________                  
   

        Pelvis                                  Sinuses               T-spine ______________________ 
 

        Thorax/Chest                     L-spine ______________________ 
  

        Colonography                   Extremity ____________________ 
    

       OTHER: ______________________________________________________ 
 

 Cr Level:                    eGFR Level:                             Date Drawn:                         

BONE DENSITY (BMD) 
 

Last BMD (date): ______________________ 
 

Location Performed:  ___________________ 

  

        Baseline BMD   

    

      Low Risk BMD 

   

          High Risk BMD  

RVH 2105  
May 2024 

VASCULAR  
 

 

ARTERIAL:          R        L 
 

      Lower extremity 
 

      Upper extremity  
 
VENOUS:  
 

      Lower extremity 
 

      Upper extremity  
 

     Carotid 
 

      
         

 Previous contrast reaction?      Yes       No    If yes, explain:  

OBSTETRICAL: 
 

LMP: _____________ 
 

Dating 
 

Complete 
 

High Risk 
 

B P P 

        OTHER: _________________________________ 
         _________________________________________ 

GENERAL: 
 

 
 

       Abdomen 
 

       Limited Abdomen 
 

       Pelvis  
 

       K U B 
 

       Thyroid 
 

       Scrotum 
    OTHER: ______________ 
    ________________________ 

Allergies? 



 

 

 
 
 
 
 
 
 

 

Full Bladder Instructions  

 
                             1 1/2 hours prior to appointment time (at_________________): 
 
 1. Empty your bladder 
                                            2. Drink exactly 4 glasses of water (8 oz each - 1litre total).  
                                                 Finish drinking 1 hour prior to appointment time.  
                                            3. Do not empty your bladder after finishing drinking  
 
 

 
 
 
 
 

If you have any questions or concerns, please call the Diagnostic Imaging Reception at 613-432-4851 ext 891. 

Please follow the appropriate instruction exactly and arrive 15 minutes early to allow  
for registration. 

Examination Instructions: 

UGI (Upper GI) Nothing to eat or drink 10 hours prior to exam.  No smoking or chewing gum 10 hours prior to exam.  

Small Bowel  
      Follow-through 

Nothing to eat or drink 10 hours prior to exam.   

Take 2 - 5 mg Bisacodyl tablets the evening prior to the exam. 

Insert 1– 10 mg Bisacodyl suppository 2 to 3 hours prior to exam. 

Abdominal Ultrasound Refrain from fatty foods the day prior to exam.  Nothing to eat or drink 8 hours prior to exam.  

Kidney & Pelvis 
Ultrasound 

You can eat regularly but will require a full bladder. Please follow the instructions below regarding 

how to fill your bladder.  

Abdominal  & Pelvic  
Ultrasound 

Refrain from fatty foods the day prior to exam.  Nothing to eat 8 hours prior and a full bladder. Please 

follow the instructions below regarding how to fill your bladder. 

Pelvic Ultrasound A full bladder is required. Please follow the instructions below regarding how to fill your bladder.  

Pregnancy Ultrasound A full bladder is required. Please follow the instructions below regarding how to fill your bladder        

NOTE: Anyone accompanying the patient will be allowed to enter the ultrasound room only 

once the obstetrical examination is near completion. 

Biophysical Profile Eat something sweet 1 hour prior to exam.  A full bladder is NOT required after 36 weeks. 

NOTE: Anyone accompanying the patient will be allowed to enter the ultrasound room only 

once the obstetrical examination is near completion. 

Mammography Before arriving for Mammogram, patient should bathe to remove any deodorant or power residues in 

areas of the chest, shoulders and underarms. 

Bone Mineral Density Please wear comfortable clothing trying to avoid metal, zippers, underwire bra’s and snaps.  Do not 

take calcium the morning of the examination. Please bring a list of any medications you take.  

CT Scan Examinations 
& CT Colonography 

REQUISITIONS ARE TO BE FAXED OR DROPPED OFF TO X-RAY DEPARTMENT. 

Instructions will be given to the patient at the time the patient is called with the  examination booking. 


