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CANCER DIAGNOSTICS CENTRE PET REFERRAL FORM

PATIENT NAME:

ADDRESS:

CITY: PROVINCE:

POSTAL CODE: PHONE NUMBER: )

DATE: / / PATIENT’S DATE OF BIRTH: / /

DAY / MONTH / YEAR DAY / MONTH / YEAR

PET EXAMINATION REQUESTED:
[] oncoLoGy [] carpIAC [ ] NEUROLOGY

CLINICAL INDICATIONS / PRIMARY QUESTIONS TO BE ANSWERED:

REFERRING PHYSICIAN:

PHONE NUMBER:( ) FAX NUMBER )

EMAIL ADDRESS:

PHYSICIANS SIGNATURE:

COPY OF REPORT TO BE SENT TO

FAX THIS FORM TO: (905) 712 - 9200

CAREIMAGING 246 MATHESON BLVD. EAST MISSISSAUGA, ONTARIO CANADA L4Z 1X1
TELEPHONE: (905) 712 - 9500 FAX: (905) 712 - 9200 www.careimaging.com



