
Venous ultrasound or Consultation for venous disease requested

11011 Meridian Ave. N
Suite 101

Seattle, WA 98133
www.viaradiology.com

Phone: 206-525-8346
Fax: 206-525-8350

Patient Information	 Referring Physician

Patient Name:_____________________________________________________________	 Name:_ ____________________________________________________________

Patient Date of Birth:_ ____/______ /_ _____  Patient Phone:_________________________ 	 Other Phone:________________________________________________________

Appointment Date:_______/______ /_ _____  Appointment Time:_____________________ 	 r Phone Report r Mail Report r Fax Report to:_ _______________________

Diagnosis

r Greater Saphenous Vein Reflux	 r Bulging Veins on Legs	 r Burning / Tingling Sensations	 r Swelling / Throbbing

r Chronic Venus Insufficiency	 r Spider Veins	 r Heaviness & Fatigue	 r Cramping / Pain

r Stasis Dermatitis	 r Varicose Veins	 r Skin Discoloration / Texture Change

r Restless Leg Syndrome	 r Leg Ulcer	 r Other____________________________________________________________

Clinical History & Additional Comments
_______________________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________

Ray Jensen, MD
Frederic Joseph, MD

Stephen Whipple, DO

r	Conservative Therapy (i.e., compression stockings)

	 instituted already?  r Yes  r No

r Varicose Veins

r Venous Stasis Ulcer	
r Spider Veins

r Venous Ultrasound for Reflux (Please circle):	 Right	 Left	 Bilateral

r Venous Ultrasound for DVT (Please circle):	 Right	 Left	 Bilateral

r Consultation ___________________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________________________


