
INTESTINAL ULTRASOUND REFERRAL 

 Other: ……………………………………………. 

_________________________________________

_______________________________ 

_________________________________________ 

INDICATION (Please tick) 
PATIENT DESCRIBES: CLINICIAN EXPECTS: 

¨ Clinical Remission ¨ Remission

¨ Active Disease  ¨ Activity

CLINICIAN BELIEVES SYMPTOMS ARE OF: 
 Active IBD  Remission   Functional GI disorder 

 Other information:

IBD CLASSIFICATION (Please circle) 
CROHN’S DISEASE      ULCERATIVE COLITIS 

 

 

     

Medical Imaging Department 
St. Vincent's Hospital Sydney Ltd Level 3, 
390 Victoria St, Darlinghurst NSW 2010
T: 02 8382 1820 F: 02 8382 1821
E: svhs.mi@svha.org.au
http://www.stvincents.com.au

    CURRENT IBD MEDICATIONS (Please tick)    

 Prednisolone

 Budesonide    

 5ASA
Azathioprine (imuran)

 6MP (Purinethol)

 Methotrexate

Infliximab

Adalimumab

Vedolizumab

Ustekinumab

Tofacitinib/Upadacitinib

Ozanimod

Nil

PLEASE FAX REQUEST SLIP TO 02 8382 1821  ANY ENQUIRIES PHONE 02 8382 1820 


C1: Proctitis

 C2: Left sided colitis (to splenic flexure) 

 C3: Extensive Colitis 

L1: Ileal L4: Jejunal  

L2: Right Colon L3: Ileal + right colon 

L2: Left Colon  L3: Ileal + left colon 

L2: Pan colitis  L3: Ileal + pancolitis 

L4: Upper GI     P1: Perianal fistulae





 Non-urgent 

 Non-urgent 

PREVIOUS SURGERY (Please tick) 

   Nil 

   Isolated small bowel resection 

   Ileocaecal resection 

   Right Hemicolectomy 

   Left Hemicolectomy     

   Subtotal Colectomy 

Other…………………………………………. 

MRN     _________________________________

S urname: ________________________________ 

G
 
iven Name: ______________________________ 

D ate of Birth: _____/_____/_____ Sex:  M / F 

A ddress: _________________________________ 

Phone: _________________________________

Medicare 
number:________________________________

Date: ___________________________________ 

Referring Doctor: _________________________ 

Address: ________________________________ 

________________________ Postcode: _______ 

Provider No: ______________________________ 

CC (if necessary) __________________________ 

________________________________________ 

Signature:________________________________ 

Radiologists: Dr. Barnett Dr. Boshell Dr. Bigg-Wither, Dr. 
Comin, Dr. Chaganti, Dr. Ho, Dr. Hsu, Dr. Jones, Dr. 
Milner, Dr. Sesel, Dr. Silverstone

Gastroenterologist: Dr. Simon Ghaly, Dr. Craig Haifer, 
Dr Brandon Baraty, Dr. Hiuching (Letisia) Sin

Procedure by:  Gastroenterologist  ¨ Sonographer/Radiologist  ¨




