
PRIORITY: P1 P2 P3 P4 

MODALITY     

 
 
Radiologist 

Signature:      

Request for Interventional Procedure  

170 Colborne St. West, Orillia, ON L3V 2Z3 Tel: 705-327-9127 

Fax: 705-330-3224 (By Appointment Only) 

RELEVANT IMAGING / REPORTS 

PATIENT ANTICOAGULATED 

ALLERGY TO CONTRAST MEDIA 

OSMH 

NO 

NO 

OTHER  Specify Location: 

YES  Specify Medication: 

YES  Specify Allergy: 

   

   

RENAL DYSFUNCTION NO YES 
 

DIABETIC ON METFORMIN NO YES  

(Please PRINT clearly) OFFICE STAMP: 

Form #3780  


