
Physician Information

Referring Physician:_______________________________________________________

Billing #:__________________

Phone #: _____________________________ Fax #:_______________________________

Address: ___________________________________________________________________

cc Physicians: _____________________________________________________________

Physician Signature:_______________________________________________________

Patient Information

Name: _____________________________________________________________   

Health Card #: ____________________________   V.C. _____    Sex: ____

Cell Phone:__________________________    DOB: ____________________

Address: __________________________________________________________

(DD/MM/YYYY)

V I T A C O R P
X-RAY, ULTRASOUND & VASCULAR LAB

1243 Islington Avenue Suite 603
Etobicoke, ON  M8X 1Y9
Mon to Fri: 8am-5pm

Email: vitacorp1243@gmail.com
Website: www.vitacorp.ca
T: (416) 762-3818  F: (416) 231-1233

Clinical Information

Technologist Notes / Office Reference

I declare to the best of my knowledge that I am NOT presently pregnant 
Patient Signature
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APPOINTMENT

Date: ____________________________________

Time: ____________________________________

Please arrive 10 minutes early to get
checked in. You may have to be rebooked if
you arrive late. Arrive with health card and
requisition.

Verbal



ULTRASOUND PREPARATIONS

Pelvis or Transvaginal
A full bladder is required. Finish drinking 1 liter (4-5 glasses) of water an hour before your appointment. Do not void
until the examination is done. 

Obstetrical 
A full bladder is required. Finish drinking 1 liter (4-5 glasses) of water an hour before your appointment. Do not void
until the examination is done. Eat or drink something sweet before the exam. 

Abdomen and Pelvis
Do not eat or drink anything for 10 hours prior to the examination. However, finish drinking a liter of water an hour
before your appointment.  Do not void as a full bladder is required. 

Prostate Study
A full bladder is required. Finish drinking 1 liter (4-5 glasses) of water an hour before your appointment. Do not
void until the examination is done.  

Transrectal Study
Take a Dulcolax suppository 3 hours prior to your appointment. 30 minutes after taking the suppository, you may go
to the bathroom. Then follow instructions for prostate exam. 

Abdomen
An empty stomach is required. Don’t eat or drink anything for 10 hours prior to your exam. You may drink water only.

Located in suite 603 at 1243 Islington Avenue (at the corner of Islington and Aberfoyle). 

Paid parking is available.

BRING THIS REQUISITION TO YOUR APPOINTMENT!

This requisition form can be taken to any licensed facility providing healthcare services, including hospitals and IHFs, such as those listed on the
IHF Program website: https://www.health.gov.on.ca/en/public/programs/ihf/facilities.aspx

IMPORTANT GENERAL INSTRUCTIONS
Gender preference for staff - ask us when booking 
Cancelling appointment - let us know a day in
advance 
Medications - continue any medications as usual,
unless told otherwise
Pregnancy status (for X-ray patients) - tell us before
your X-ray 

PREPARATION 
may need to change patient into a gown
depending on the procedure
make sure any accessories within the area of
interest for the X-ray can be easily removed, if
possible
for children, elderly, weak, or special
situations, check with us
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