
         
 

General ULTRASOUND 

Name: ______________________________      Date: __________________ 
Physician: _______________________    DOB: ____/____/_______ Age: ______ 
Sonographer: ___________________________ 
 
Clinical Indications: ______________________________________________________ 

 

Body Part Imaged: _______________________________________________________ 

 

Comments: 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

 

*******Any lesion which is measured must have image documentation of color Doppler flow*********** 

 


