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_____________________
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 ARTERIAL LEGS

 ARTERIAL ARMS

 CAROTID

 CLAVICLE
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 HUMERUS

 ELBOW

 FOREARM

 WRIST

 HAND
 _______ DIGITS

 FEMUR

 KNEE

 TIB-FIB

 ANKLE
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  FOOT

 _______ TOE

 CHEST
 RIBS

 CERVICAL SPINE
 THORACIC SPINE
 

 LUMBAR SPINE
 SACRUM / COCCYX*
 SI JOINTS*
 PELVIS & HIPS

 

   3    1 

 SKULL

 FACIAL BONES

 NASAL BONES

 ORBITS

 MANDIBLE

  

 ABDOMEN

 
PELVIS

ABDOMEN/PELVIS

 ABDOMEN LIMITED

 SCROTUM

 GROIN (Hernia)

 THYROID

 NECK

 SALIVARY GLAND

 Site _________________

 OTHER

 _______________________

 _______________________

_______________________

MOBILE X-RAY MOBILE ULTRASOUND

( Prep on Reverse)

 Receiving Ontario Health atHome (Formerly HCCSS) 

*

*

 ABDOMEN VIEWS*

DATE

(*Weight Restrictions  90 KG/200 LB)

 URGENT

INFECTION CONTROL PRECAUTIONS  YES   NO

Telephone:  1-800-268-5804
Toll Free Fax: 1-855-374-3497
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