
Abdomen Chest

Incomplete requests will be returned, 
resulting in delay of booking

Patients more than 15 minutes 
late may result in rebooking

PLEASE BRING YOUR REQUISITION AND HEALTH CARD
FOR PREPARATION AND DIRECTIONS PLEASE TURN OVER

LINDSAY ULTRASOUND & XRAY
86 Angeline St. S. Ste. 102 Lindsay On K9V 3L5

Main Line: 705-324-0101 - Line 2: 705-324-3164 - Fax: 705-324-0105 
www.lindsayultrasoundxray.ca 

lindsayultrasoundxray@gmail.com
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This requisition form can be taken to any licensed facility providing healthcare services including hospitals and IHF’s, such as those listed on the IHF program website:
http://www.health.gov.on.ca/en/public/programs/ihf/facilities.aspx
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Verbal 
Contact # 

URGENT

Kawartha Imaging
Date:
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GENERAL 
Abdomen Ltd Abd 
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Physician Fax Number:
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