
 
 

LOWER E XTREMITY ARTERIAL DOPPLER 

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

SYMPTOMATIC:  R / L               ULCERS/GANGRENE: Y / N            PULSES:  NORMAL / ABNORMAL 

 
Clinical Indications: __________________________________________________ 
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