IMAGEN

Aorta Duplex ULTRASOUND EVALUATION

Date of Exam: Name of Patient:
Patient ID #: Accn# Ordering Provider:
Order Status:
Regular
STAT

Reason for Exam (Symptoms/Indication): Choose or Type

Past Relevant Surgical Past Relevant
History: Choose or Ty Medical History: Choose orType
Previous Relevant Exams & Dates: Choose or Type Choose or Type
Date Date
Impression:
Aorta Prox cm/s cm Please Select One
Aorta Mid cm/s cm Please Select One
Aorta Dist cm/s cm Please Select One
Rt Ihac cm/s cm Please Select One
Lt Ihac cm/s cm Please Select One
AAA Seen: Y ES NO Plaque Seen: [ [Y ES NO

Location: | |Infrarenal Suprarenal Renal Arteries NOT S E EN

= -
| I L el

Measurements should INCLUD E the Walll

Additional Comments:

Sonographer Name: Contact Phone Number:

Choose or Type

Date


Rebecca Southern
Line

Rebecca Southern
Line

Rebecca Southern
Line


	Check Box1: Off
	Check Box2: Off
	Abdomen Indications: [Choose or Type]
	Abdomen Surgical History: [Choose or Type]
	Abdomen Medical History: [Choose or Type]
	Additional Comments: 
	Sonographer Name: 
	Sono Contact Number: 
	Pathology Selection 2: [Please Select One]
	Pathology Selection 3: [Please Select One]
	Abdomen Prior exams 1: [Choose or Type]
	Abdomen Prior exams 2: [Choose or Type]
	Abdomen Prior exams 3: [Choose or Type]
	Date 1: 
	Date 2: 
	Date 3: 
	Patient Name: 
	Patient ID: 
	Accession #: 
	Ordering Provider Name: 
	Free Field to Enter Pathology 2: 
	Free Field to Enter Pathology 3: 
	Size 2: 
	Size 3: 
	Size 4: 
	Check Box54: Off
	Check Box55: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Pathology Selection 4: [Please Select One]
	Free Field to Enter Pathology 4: 
	Pathology Selection 5: [Please Select One]
	Pathology Selection 6: [Please Select One]
	Free Field to Enter Pathology 5: 
	Free Field to Enter Pathology 6: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Check Box67: Off
	Check Box68: Off
	Date264_es_:signer:date: 


