
1510 E. Main St, Ste 101
Santa Maria, CA 93454
Phone: (805) 928-0610
Fax: (805) 928-0680

Non-Invasive Cardiovascular Testing Request

Patient Name:______________________________________DOB:_________________

Diagnosis:_________________________________________Phone:________________

Insurance/Authorization:___________________________________________________
Please include a copy of the insurance card (FRONT and BACK)

Height:__________________Weight:___________________Allergies:______________

Test is:  ____ Routine ____ Urgent

Non-invasive Office Based Testing

• ____    Echocardiogram

• ____    Exercise Stress Echocardiogram

• ____    Dobutamine Pharmacologic Stress Echocardiogram

• ____    Exercise Stress Nuclear Myocardial Perfusion Imagin (MPI)

• ____    Adenosine/Lexiscan Pharmacologic Stress Nuclear MPI

• ____    Carotid Ultrasound

• ____    Arterial Ultrasound of Lower Extremities - Specify ( R / L / bilateral)

• ____    Venous Ultrasound - Specify ( R / L / Bilateral) & Extremity ( Upper / Lower)

• ____    Holter Monitor (24 hours)

• ____    Event Monitor

Ordering Physician:________________________________________(signature required)


