
DEEP VENOUS DOPPLER EVALUATION ARMS 

Date:          Patient Name:  

Patient ID#:      Accn#:                Ordering Provider: 
Order Status: 

  Regular      Reason for Exam (Symptoms/Indication):  Patient on Anticoagulation?

  STAT 

Clinical Observations:      Swelling       Palpable Cord       Redness      Stasis Ulcer       Hx Of DVT 
Past Relevant Past Relevant 
Surgical History:  Medical History:  

Previous Exams & Dates:  
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IJV           IJV 

SUBC-V           SUBC-V-

AXIL-V           AXIL-V 

       

 

  Brach V Brach V 

          Radial V Radial V 

          Ulnar V Ulnar V 

          Cephalic V Cephalic V 

          Basilic V Basilic V 

          

PRESENT   ABSENT or NOT VISUALIZED  

Additional Comments:     

Sonographer Name:  Contact Phone Number:  
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