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RADIOLOGIST CONSULTATION REFERRAL

[0 Ultrasound O FNA
O Abdominal E (F;iv'lcct . O Bone Densitometry (dexa)
O Liver US & Elastograph stetric
_ graphy O Other Shoulder Ultrasound
iver
O Renal O Evaluation of injury to Tendon, Muscle or Muscle/Tendon Junction
O Rotator Cuff Tear/Calcifcation/Tendinosis
O Biceps Subluxation
LI DopplerO Plain FilmO CT O Capsulitis and Bursitis
O Evaluation of Mass including Ganglion
0 MRI please specify region: ... 0O Occult Fracture

...................................................... O Acromioclavicular Joint Path0|ogy

O Bilateral Mammogram / Tomosynthesis Knee Ultrasound

O Investigation of Breast Symptom/s or O Abnormality of Tendons or Bursae about the Knee
Meniscal Cyst, Popliteal Fossa Cyst, Mass or Pseudomass
Nerve Entrapment, Nerve or Nerve Sheath Tumor

Injury of Collateral Ligaments

Past history of Breast Cancer or

Oooao

O
O Family history of Breast or Ovarian Cancer or
O

Routine screening, none of the above apply
(no medicare rebate)

[ Breast Ultrasound (bilateral)
[ Breast Ultrasound (one side)
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