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1 [J [J Lowerlimb Arterial Duplex Full assessment (incl. aorta-iliac arteries, ABI +/- Exercise)
2 [] [ Lowerlimb Arterial Duplex 8 [ ] Ankle Brachial Index
3 [] [ UpperLimb Arterial Duplex 9 [ Ankle Brachial Index with Exercise
4 [] [] False Aneurysm Exclusion Duplex 10 [] Toe Pressures
5 [] [] Haemodialysis Fistula Duplex 1 [ Finger Pressures
6 [] [] Mapping for A-V Fistula Duplex 12 [] PenileArterial
7 [ ][] Other

Arterial Study (abdominal) - requiring overnight fast*
13 [ ] Aorto -iliac Duplex* * Preparation - Abdominal Studies
14 [] Abdominal Aortic Aneurysm Duplex* - Fast from midnight
15 [] Endoluminal Graft Duplex* - Prescribed medication should be taken
16 [] Renal Artery Duplex* - No chewing gum / cigarettes
17 [] Mesenteric/ coeliac Artery Duplex*
18 [] Renal Transplant Duplex*
19 [ ] Other

Venous Study Cerebrovascular Study
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20 [ ] [] LowerLimb DVT Exclusion Duplex 28 [ ] Carotid/Vertebral Duplex
21 [ [] Upper Limb DVT Exclusion Duplex 29 [] Temporal Artery Duplex
22 [] [] VenousIncompetence (Varicous -Vein) Duplex
23 [] [] VeinMapping Duplex (Pre- Arterial grafting) ]
24 [ [J IVCand Illiac Vein Duplex* OFEICEUSESPatient1D
25 [ ] [] Gonadal Vein Duplex* Sonographer Initials & Date
2 [1[] Jugular / Subclavian Vein Duplex [JName & DOB [ Correct site & side  [] Procedure Consent
27 [1 [ oOther
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