CANADA MOBILE X-RAY

CANADA MOBILE X-RAY INC. (REQUISITION) — EDMONTON

118 Nolanshire Crescent NW

Calgary AB T3R 0P8

Tel: 1-800-813-3650

Fax: 780-401-3352

ALL AREAS MUST BE COMPLETED OR PLACE LABEL
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PHYSICIAN NAME PRACTICE ID#
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TECH INITIALS # OF FILMS #OF REPEAT FILMS
TECHNIQUE USED KVP mAs PATIENT SHIELDED

TECH COMMENTS
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