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OP or IP or Emerg - Rm #:____________ & Ext # ___________

Name: ___________________________________________________

Address: _________________________________________________

City: ______________________________ Phone: ________________

Date of Birth: ______________________________________________

OHIP: ___________________________

CT to be done by: __________________________20_______

Area(s) to be scanned: Physician Data (print or imprint below)

Clinical Info / Differential Diagnosis:
Sending HHHS Physician: _____________
Phone # 705-457-3721

Appointment Date:

Physician’s Signature: _____________________Date:_______ ◻ DART Form attached

The above must be completed and signed by the physician.
This area is for Radiology use only


