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Patient's Name: Date:

Clinical Diagnosis:

Examination(s) Request:

Date
: ﬂ DIGITAL DIAENEI*STIE CENTRE
\Vj B OB B B 2 H $ O Lab No.:
(For Office use only)
Referring Doctor Clinic Address and Dr. Signature / Company Chop
Tel Fax
Clinical Diagnosis
Patient’s History of Allergy
No/Yes (please specify) L.M.P.
Patient's Name 5 A& Date of Birth 4 A&7
Gender 145 HKID No. &3 3E5RE/ Examination Date %2 B #i (dd)/ (mm) / (yy)
Passport No. :E RIS Examination Time AR5 B am/pm
PLEASE SPECIFY OR PUT AN " / "IN THE BOXES BELOW
DIGITAL X-RAY BONE DENSITOMETRY DEXA
O X-RAY Examination [0 Bone Densitometry (Whole Body)
O CXR 0 Abdomen O Pelvis [0 Bone Densitometry (Lumbar Spine & Femur)
O KuB O Others: O Body Composition Analysis
[0 Spine: Lumbar / Thoracic / Cervical [0 Bone Densitometry (Whole Body) & Body Composition Analysis
View(s): [0 Bone Densitometry (Lumbar Spine & Femur) & Body Composition
O Special Radiological Examination Analysis

Please specify region(s):

ULTRASOUND EXAMINATIONS DIGITAL MAMMOGRAPHY
[0 Please specify region(s): O Mammogram (One side only) 0 Mammogram & U/S Breasts (Both sides)
O Mammogram (Both sides) O Breast Ductography

O Sterotactic/Ultrasound Guide Biopsy

COMPUTED TOMOGRAPHY

Examination(s) Requested

I Brain O Pelvimetry [0 Spine: Lumbar / Thoracic / Cervical 0 Heart

O Extremities O Pelvis Level to U Calcium Score

[ Facial Bones O Petrous Temporal Bones [0 Angiography L1 Coronary Angiography
O Larynx O Pituitary Fossa [ Brain [0 Carotid Artery - gilr(c::rf;nrysgﬁso;raphy
O Nasopharynx [ Thorax [ Brain & Neck [ Abdomen )

O Neck 0 Thyroid O Lower Limb O Others E°2lt;anst)“:;d'”m

I Orbits [0 Sacrum & Sacro-lliac Joints [0 Colonoscopy O Contrast Only

O Paranasal Sinuses UJ Upper Abdomen L) Urography O Plain & Contrast

U Parotids LI Upper Abdomen & Pelvis O Plain & Optional Contrast
DELIVERY MATERIAL DELIVERY OF FILM & REPORT PAYMENT METHOD

O Film O Send to Doctor O Cash

[0 CD Rom [0 Fax to Doctor (report only) [0 On account

O Film+CD Rom (additional charge HK$100) O Pick up by patient

O Others:

REMARKS

Tel E55: 85227393111 Fax &X: 852+27396111
Please READ IMPORTANT NOTES overleaf. A EEEEEIE °



Mon.- Fri.2E8—Z A 9:00am - 6:30pm
Sat. 2 Hj /< 9:00am - 1:00pm

Closed on Sun. & Public Holiday
Tk EHARARBHEAKE
=227
HK Pacific
Centre

12/F, Oterprise Square, 26 Nathan Road,

Tsim Sha Tsui
(TST MTR Exit C1 / KCR Exit K)
Entrance at Middle Road (Opposite to Sheraton Hotel)

HEE

EEKE . ey s o e e e
Chungking Mansions RV BERE265ERIEEEH121&
(RPE#EEC1EH O / REKHO)

HEAD ERARREEAD (BREHE/EYME)

Prestige Tower

peoy ueyeN B

Tel EF: 852-27393111
Fax EEXE: 85227396111
Email & &0: enquiry@ddchealth.com
Website #31t:

Sheraton Hong Kong I 4
Hotel & Towers Kitn \y

DIGITAL DIAGNOSTIC CENTRE
¥ W B B 2 B % oD

NEEBE

Rie¥mEs
The Kowloon Hotel oy

Oterprise Square

www.ddchealth.com

¥BRBE

The Peninsula Hotel

IMPORTANT NOTES EEE

Please make appointment and bring along old films for comparison. HiERA R EEE S °
Please notify us for any change or cancellation of this appointment. 1E B X HECHTEN @+ FRBBHAH L o

For Ultrasound Examinations B H#ZE

Examination #2218 Preparation Z2E455518

Abdomen / Upper Abdomen Fasting 6 hours before examination is required
fEE R LA RERIZE=E6/)

Gallbladder Fasting 4 hours before examination is required
i BEATEIEA/)EF

Kidneys, Bladder, Pelvis, Transrectal Prostate, A full bladder is needed during the examination
Gynaecology, Transvaginal Gynaecology Scan, M RIIE 64T B K E MR

Obstetrics

Bh - B - 28 - YR (REBFEH)  mE

mR (RREREHE) - BN

For Computed Tomography (CT) El§im#

Examination #2218 B Preparation 25482518

IV Contrast Study Fasting 4 hours before examination is required
BB RS BERI R4/






