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Name: ____________________________________________________________________  Date: ______ / ______ / ______

Indication for Exam: ___________________________________________________________________________________

Surgery: ____________________________________________________________________________________________

Pain:  Right/Left ____________________________________  Swelling: __________________________________________

Trauma: _ ________________________________ Hx Infections, Fever: __________________________________________

Performing Technologist: _ ______________________________________________________________________________

Rt Testis:____________________________________________________________________________________________

Rt Epididymis:________________________________________________________________________________________

  Variococele:________________________________________________________________________________________

  Hydrocele:_________________________________________________________________________________________

  Doppler & RI:_______________________________________________________________________________________

Lt Testis:_ ___________________________________________________________________________________________

Lt Epididymis:_ _______________________________________________________________________________________

  Variococele:________________________________________________________________________________________

  Hydrocele:_________________________________________________________________________________________

  Doppler & RI:_______________________________________________________________________________________
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 McLAREN IMAGING CENTER
501 S. Ballenger Hwy., Suite B • Flint, MI 48532

810-342-4800

 McLAREN FLINT 
401 S. Ballenger Hwy. • Flint, MI 48532

810-342-2209


