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Ultrasound Scheduling Form
Date: ____/___/ PRIVATE 
​​​​_____                                    Fax to: 828.670.5663
Referring practice Name: _________________________________ Fax number: _____________________  

Patient Name: ________________________________________   DOB: ____/____/ 19____   
SSN:  ____________________________

Patient’s daytime phone: ​​​​​​​​​​​​​​​​______________________
Patient’s evening phone: ____________________
Clinical Indication:  (ICD-9 ) ( Breast mass (611.72 )

( Breast discharge (611.79 ) 
( Breast- fibrocystic change (611.9)
( Breast-mastodynia (611.71) 
( Breast cyst (610.0) 
( Breast cancer (V10.3) 

( Pelvic mass (789.30 )  

( Pelvic pain (625.9) 
( Abnormal uterine bleeding (626.8 ) ( Postmenopausal bleeding (627.1) 
( Dysmenorrhea (625.3) 
( Endometriosis (617.9) 

( Uterine fibroids( 218.9) 

( Endometrial polyp (621.0)
( Ovarian cyst (620.2)

​​​​​​​​​​​other: _____________________________________            ICD-9 code:_______________

Type of Ultrasound:
( Pelvic
 



( Sonohysterogram




( Breast: ( Left
( Right
( Bilateral  



(Other:_________________________________________
Please indicate if you would like a gynecology or breast consultation at the time of her ultrasound:    (
Report will be faxed unless you indicate that you prefer a report by  (  phone or  (  mail 

If you prefer, please call 828-670-5665 to schedule an ultrasound appointment.
We appreciate the opportunity to assist you with your patient’s care.
