SoutH GEORGIA

adiology

ASSOCIATES

AORTA ULTRASOUND
Name: Date:
Physician: DOB: / / Age:
Sonographer:
Clinical Indications:
PROXIMAL:  AP: TRANS: X
MID: AP: TRANS: X
DISTAL:  AP: TRANS: X
RT ILIAC: AP: TRANS: X
LT ILIAC: AP: TRANS: X

Additional comments:




