
DIAGNOSTIC IMAGING 
REQUEST FORM 

This completed form and a copy 
of recent laboratory evaluations should 

accompany the patient for the procedure. 

PATIENT INFORMATION 

Patient Name: _____________________________________  Client Name: ______________________________________  

Species: __________________________________________  Breed: ____________________________________________  

Sex:       male      female    Neutered:       yes      no  Age: __________________  Weight: ____________________  

REFERRING DVM INFORMATION 

Name: ___________________________________________  Practice: __________________________________________  

Phone/Fax: _______________________________________  Address: __________________________________________  

E-mail : ___________________________________________  __________________________________________________  

Patients should be fasted at least 8 hours before procedures requiring anesthesia; however, water is allowed.  

RADIOGRAPHIC INTERPRETATION 

 Thorax  Abdomen  Extremities ________________________________________ 

ULTRASOUND 

 Abdominal  Echocardiogram  Cervical 
 Thoracic  Other _________________________________________________________ 

COMPUTED TOMOGRAPHY 

 Abdomen Cranium Spine 
 survey   adrenal/renal   brain    nasal  (neuroanatomic localization) 
 liver  bladder-prost-ureth  orbit   R O L   bulla   C1 - 5   C6 - T2 

      T3 - l3  l4 - S2 
 Cervical - soft tissue  Musculoskeletal  Thorax 

 pharynx/larynx  thyroid   lungs  brachial plexus 
  Describe: ______________________  body wall  mediastinum 

ADDITIONAL REQUESTS 

 Aspirate  Biopsy   Other 
 specify tissue ______________________   specify tissue ______________________  describe _________________ 
 Most recent coag profile (please include with labwork) 
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________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
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9599 JEFFERSON BLVD. • CULVER CITY, CA 90232 • PHONE: 310.558.6110 • FAX: 310.558.6112 
Website: www.socalvetimaging.com • Email: info@socalvetimaging.com  

SOUTHERN CALIFORNIA VETERINARY IMAGING IS LOCATED INSIDE THE CITY OF ANGELS SPECIALTY CENTER, 
JUST OFF THE 405 FREEWAY AT THE CORNER OF JEFFERSON BOULEVARD AND DUQUESNE AVENUE IN THE HEART OF CULVER CITY 

* ROOFSIDE PARKING IS AVAILABLE OFF JEFFERSON* 

. 




