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ERIE ST CLAIR RADIOLOGY

Appointment MONTH YEAR TIME

Arrive 10 minutes before your appointment and bring your OHIP card. If you are unable to keep your
appointment, please give us 24-hour notification. You will be rebooked if you are late.

Patients Last Name Patients’ First Name

Address Date of Birth (DD | MM | YYYY)

City Prov. Postal Code Phone# Cell Phone #
Health Card #

Physician’s Signature:
CC Reports to:

Clinical History (REQUIRED) ] STAT (JVERBAL  Contact #

DIGITAL X-RAY (No appointment required)
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DIAGNOSTIC IMAGING INSTRUCTION SHEET

X-RAY If there is a possibility that you are pregnant, please inform your doctor and the technologist prior to the X-ray.




