
  
 Diagnostic Ultrasound Services Referral Form 

2201 MURPHY AVE · STE 203
NASHVILLE · TN · 37203 

 

 615.342.6850 SCHEDULING 
615.342.6854          FAX 

MONDAY – THURSDAY: 7:30 AM – 4:00PM FRIDAY: 7:30AM – 2:00PM  

PATIENT    PHONE    SSN    DOB   

INSURANCE    POLICY ID    GROUP   

LMP    EDC    DIAGNOSIS CODE (S) OR REASON/SYMPTOM    APPT DATE    APPT TIME   

PLEASE FAX PATIENT DEMOGRAPHICS WITH ORDER  - THIS WILL ENABLE US TO AVOID UNECESSARY DELAYS IN GETTING PATIENTS CHECKED IN FOR THEIR EXAMS  

 

PHYSICIAN SIGNATURE                                                                                      DATE                                                                                            PHYSICIAN PRINTED NAME   

IVWU REFERRAL TICKET 01.09                                                                                           IVWU © 2010 

NOTES/ADDITIONAL DETAIL   

  ULTRASOUND GYNECOLOGICAL 

 GYN COMPLETE  FOLLICLE CHECK  

  SONOHYSTEROGRAM (PLEASE CHECK BOX BELOW)  

   INFERTILITY  

   ABNORMAL BLEEDING  

  ULTRASOUND OBSTETRICAL 

  FIRST TRIMESTER  AMNIOCENTESIS  PLEASE ADD 
BLOOD TYPE  

 NUCHAL TRANSLUCENCY TEST*  
(IF PT IS 11WKS 1 DAY TO 13 WKS)  FOCUSED LOOK (CPC / HEART / STOMACH / POSITION) 

DOPPLER  COMPLETE ANATOMY SURVEY*   
(2ND TRIMESTER - USUALLY 20 WKS)  (INS will only cover with DX code of IUGR or PIH)   

 CERVICAL LENGTH  FOLLOW UP ( SIZE /GROWTH/EFW)  

SINGLE GESTATION  MULTIPLE 
GESTATION  

  BPP  

 FETAL ECHO  3-D RECONSTRUCTION  

 LIMITED OB (DATES / PLACENTA / FLUID)  GENETIC CONSULT IF CLINICALLY INDICATED  

  ULTRASOUND MISECLLANEOUS ORDERS 

 GALL BLADDER (MUST BE NPO FOR 8 HRS) COMPLETE ABDOMEN (MUST BE NPO FOR 8HRS)  

 RENAL  THYROID  

 


