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Please bring Health Card and This Requisition

Please call 24 hours in advance if you need to change your appointment to avoid cancellation fee. Please arrive 15 minutes before appointment.
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849 Upper Wentworth St., Suite 102
Hamilton, Ontario L9A 5H4
(Between Mohawk and Limeridge Mall)

Tel: 905-574-7755  Fax: 905-574-0384  Email: 849xray@gmail.com 

Mon, Tues & Thurs

8:00am - 4:00pm

Friday
Saturday

8:00am - 5:00pm

8:00am - 6:00pm
8:00am - 5:00pmWednesday

Sinuses (Not covered by OHIP)

Baseline
High risk management after1 year

Low risk after 5 years

BONE DENSITY (DEXA)

Date of last exam

X-RAY
PREGNANCY RELEASE FORM

I declare to the best of my knowledge
that I am NOT presently pregnant. 

Signature of Patient

Total
images
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Fluoro Time  (       )

Shielding      (       )

X-Ray Exp.

Tech.

Other Examination or Views

PATIENTS LAST NAME FIRST NAME

HEALTH CARD NUMBER DATE OF BIRTH

D M Y

Clinical Information

Date: Referred By: Signature

Please DO NOT USE
Deodorant before

examination
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ULTRASOUND REQUEST
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ULTRASOUND REQUEST
By Appointment Only
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Day Month Year

Telephone

Testicular/Scrotum

TIME:____________________________________


