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 ULTRASOUND (By Appointment) 

     

 

 

   

GENERAL                        MUSCULOSKELETAL         VASCULAR LAB

      

         

   

 

   

 

      Abdomen                           

 

    L     R                Peripheral Arterial Legs - ABI

 

   

 

      Sonographic KUB     

 

          Shoulder                Peripheral Arterial Arms - WBI

 

   

 

      PVR – Post Void Residual

 

          Elbow                Venous Legs – DVT  

 

   
 

      AAA Screening                            Wrist            
           L

  

         R  

 

   
 

      Umbilical Hernia                Hand

               Venous Arms - DVT

 

   
 

      Inguinal Canal/Groin     

 

          Knee   

                           L           R  

    
  

         

  

             

 

   
 

      Scrotum                                       Achilles Tendon               

 

   
 

      Thyroid                 

 

           Ankle (Medial)      

           L         R

 

 

      Neck        

 

                  Ankle (Lateral)                 Carotid Arteries 

 

   
 

      Submandibular Glands

 

        Foot

               Renal Arteries

 

    

 

                  Plantar Fascia         
         

 

   

 
  

       Hips                         
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Phone: 613-727-1072
Fax: 613-727-5873

     

1545 Merivale Road, Ottawa, ON K2G 3J4 
110 Michael Cowpland Dr, Kanata, ON  K2M 2G9
601 Limoges Road, Limoges, ON  K0A 2M0
550-1145 Hunt Club Road, Ottawa, ON K1V 0Y3

       Other ____________                          
            

Varicose Vein Assmt  

TOS Arterials

TOS Venous

FEMALE PELVIS

 

      Pelvis – transvaginal  
      Pelvis – transabdominal

MALE PELVIS  
      Pelvis – transabdominal

      bladder & prostate
      Prostate – transrectal

  

    ECHOCARDIOGRAM ♥

 

                               

Temporal Arteries  

Portal Venous Hypertension

 

www.mmimaging.com
info@mmimaging.com

 
 
 
  

 

                                                                                                                                  Email Address: _____________________________________________                       

 Patient Information      Physician Information
    

   

  

  First Name                                                                  Last Name                                           Name                                       

 Address   

                                              

    
      

Email                                                         
                    

 Cell Phone    
  

                                        Phone                                       Fax                                                           

    

  

                                                                            M  |  F                                                                                                                                                  

    

  OHIP                   Version Code             Se

                            OHIP Billing #:

x                Date of Birth                    

Elastography/Shearwave
(Non-OHIP/Private Pay)

OBSTETRICS   LMP: DD/MM/YYYY

  OB   OB – Morphology       

  
  OB 

      

– Dating                    

    

    

     Follicular Tracking

     
      Biophysical Profile (BPP)         Nuchal Translucency –

 EFTS  (11 - 14 wks) 

   
   

   

     

   

    
 

 

     
   

   
 
   

    

            

 

     

  *Affiliated with Merivale Cardiovascular Consultants      

  Gastric Emptying Scan

  Bone Scan (Single Site)      

)      Bone Scan (Total Body

           *Cardiac  Perfusion      

    

                        Pharmacologic
       

    Treadmill 

     DisCont. Meds

 DisCont. Meds

Cont. Meds

Cont. Meds

  

      

   

 

 

 

 

 

 

   

     OBSP (Routine Screening Mammogram )

 

    

   

     Screening Mammogram                
 

  

   
    Diagnostic Mammogram   

 
          L        R

 
        Breast Ultrasound    

 
          L        R 

 

      

    *Exercise Stress Test

*Holter Monitor 48/72-hr
 

    

    *Holter Monitor 14-day 
   

Echocardiogram  (Call MMI 613-727-1072)

   

 

  

 

                           

             

 

 

 

 

     

     

 

    
   

     
          

Routine (Low Risk)   

High Risk
                          
         

DEXA Body Composition 
(Non-OHIP/Private Pay)

 

        
 

 

 

 

    
    

                                 

    

quested and/or Other Modalit
  

         

              

    

___________________________________

 
 Copy
Doctor signature:

 To: __________________________
            

        
  

  
                                  

  

WSIBOut of ProvinceSTAT

  

          

FOR ALL PATIENTS
History of kidney disease?
Creatinine/GFR levels within last 6 mos:
(only required if known kidney disease)
Cr GFR DD / MM / YYYY
Last menstrual cycle 

(To be completed with patient) 

Please list known allergies: 

Previous relevant exams: 

Previous surgeries:

Previous reaction to IV contrast?

Aneurysm Clips 
Artificial Cardiac Valve 
Cardiac Pacemaker 
Cochlear Implants 
Coil/Stents 
Neurostimulator
Retained Pacing Wires 
Shrapnel/Bullets

Do you have any of the following: 

If YES to any, please specify (date, type, implant model): 

Allergy to gadolinium contrast? 
Have you had a previous MRI? 
Has metal ever gone into your eye?
Do you have any kidney disease?
Are you on dialysis?
Are you claustrophobic?

FOR CT PATIENTS

FOR MRI PATIENTS

NOYES

      

      

      
      
      
      
      
      

YES NO

DD / MM / YYYY

  L      R   

 

 UPPER EXTREMITIES   
LOWER EXTREMITIES

   

  L     R  

   

       Knee
            Ankle

  

             Foot     
       

 
   

            Hip         

    

            Femur     
  

Tib & Fib 

      

 

               Heel 
Toe: 1 2 3 4

 

 

 Hand
Wrist    
Elbow  

Shoulder 

Forearm  

   Humerus

   Clavicle 

A.C. Joints

Scapula  

Finger: 1 2 3 4 5

 

SPINE & PELVIC 

 

 
 

 

        Thoracic Spine
       Cervical Spine

       Lumbar (L/S) Spine 

       Pelvis

Sacrum/Coccyx
       S.I. Joints

       Hip       L       R

     

   

   

CHEST                   
 Chest PA & LAT

      Ribs       L       R

      

     
      Sterno-Clavicular

      Sternum

HEAD & NECK

     

      Soft Tissue Neck

     

      Skull

     

      Sinuses

     

      Facial Bones

     

      Nose

     

      Mandible

     

      Orbits

     

      TM Joints
 

 

 

 

 
 

 

 ABDOMEN 
          ABD Series    

         KUB (single view)

 

Other implanted devices:  

MRI & CT (Fax Req to: 613-727-3272) 
MRI CT

Call MCC 
613-722-8086 

MAMMOGRAPHY (By Appointment)
NUCLEAR MEDICINE (By Appointment) CARDIOLOGY

X-RAY (WALK-IN)

 

BONE DENSITY (BMD) (By Appointment)

Clinical History 

Scaphoid

- Fetal Growth 



  

        

PREPARATION & INSTRUCTIONS TO PATIENT (These instructions are important; please follow them):   
Please bring your health card and your requisition with you to your appointment. 
MRI & CT    FAX COMPLETED REQUISITIONS TO (613) 727-3272 
ARRIVE 30 MINUTES BEFORE YOUR APPOINTMENT UNLESS OTHERWISE SPECIFIED.   
LATE APPOINTMENTS MAY BE REBOOKED. 
 
FOR PATIENTS WITH KNOWN ALLERGIES AND CLAUSTROPHOBIA: 
If the patient has a known contrast allergy, the requesting physician is responsible for organizing the pre-medication prior to the patient’s scan. 
Contrast allergy pre-medication: Prednisone 50mg P.O. 13 hours and 1 hour pre-examination plus Benedryl 50mg P.O. 1 hour pre-examination. 
If the patient has claustrophobia, the requesting physician is responsible for organizing sedation. 
 
NOTE: Benedryl and oral sedation can cause drowsiness.  Patients should make arrangements to be driven from examination. 
 
IT IS CRITICAL FOR PATIENTS SAFETY THAT ALL RELEVANT SECTIONS ON THE FRONT OF THE REQUISITION ARE COMPLETED BY THE 
REFERRING PHYSICIAN.  INCOMPLETE REQUISITIONS WILL BE SENT BACK FOR COMPLETION. 
 
ULTRASOUND 
ABDOMEN 
No eating or drinking (smoking or chewing gum) 4 hours prior to the appointment. 
 
ABDOMEN/PELVIS 
No eating or drinking 4 hours prior to the appointment. 
Finish drinking 4 cups of water (32oz. or 1L) 45 minutes prior to your arrival time. 
DO NOT empty your bladder before your examination. 
Note: If your bladder is not full YOUR APPOINTMENT MAY HAVE TO BE RESCHEDULED 
 
OBSTETRICAL/PELVIS 
A full bladder is necessary for a thorough examination of the pelvis and pregnant uterus. 
Finish drinking 4 cups of water (32oz. or 1L) 45 minutes prior to your arrival time.  
DO NOT empty your bladder before your examination. 
Note: If your bladder is not full YOUR APPOINTMENT MAY HAVE TO BE RESCHEDULED 
 
PROSTATE 
Take a fleet enema or glycerin suppository 2 hours prior to your arrival time. 
Finish drinking 4 cups of water (32oz. or 1L) 45 minutes prior to your arrival time. 
DO NOT empty your bladder before your examination. 
Note: If your bladder is not full YOUR APPOINTMENT MAY HAVE TO BE RESCHEDULED 

 
The above is not an exhaustive list. Please refer to our website www.mmimaging.com for a full list of procedures 
and preparations. 
 
NUCLEAR CARDIOLOGY (Stress portion) 

1. No caffeine 12-hours prior to test: No coffee, tea (including decaffeinated, herbal or green), chocolate, cola, or medications 
containing caffeine such as Tylenol #1, 2, 3 and Excedrin Migraine. 

2. Nothing to eat or drink 4 hours prior to study. If you are a diabetic, nothing to eat or drink 3 hours prior to study. 
3. Bring list of all current prescription medications.  Please consult your doctor regarding stopping certain medications prior 

to cardiac stressing: Beta Blockers (24-48hrs), Erectile dysfunction Rx (72hrs), Calcium Channel Blockers (24hrs).  Do not 
stop medication on your own. 

If you’re scheduled for the treadmill stress test, bring or wear comfortable clothing and running shoes. 
Do NOT have any creams or lotions on your chest. 
NUCLEAR CARDIOLOGY (Rest portion) 
Bring list of all current prescription medications. 
Bring a fatty snack such as: cheese & crackers, muffin with butter, or sandwich 
 

MMI is a scent free environment 
This requisition can be taken to any licensed facility providing healthcare services including hospitals and ICHSCs such as those 
listed on the ICHSC website: https://data.ontario.ca/dataset/integrated-community-health-services-centres-ichsc-locations 


