
CHERMSIDE
St Vincent’s Private Hospital
Northside
Level 3, Orange Lift 
Suite 6
627 Rode Road 
Chermside QLD 4032

CLEVELAND
Cleveland House
Suite 22/120 Queen Street
Cleveland QLD 4152

INDOOROOPILLY
(Located inside iHealth Centre)
Indooroopilly Junction
Level 5/112 Coonan Street
Indooroopilly QLD 4068

NORTH LAKES
27 Discovery Drive 
Cnr Discovery & Memorial Drive
(Located inside Serviced Offices)
Room 4
North Lakes QLD 4509

UPPER MT GRAVATT
(Located inside CMINS)
Level 3
12 Mt Gravatt Capalaba Road
Upper Mt Gravatt QLD 4122

ARTERIAL DUPLEX SCANNING
Carotid and vetebral arteries
Temporal arteries
AAA/EVAR follow up/surveillance
Aortoiliac arteries
Lower extremity arteries     R       L   
Graft surveillance   Site:___________
Renal arteries
Mesenteric arteries
Upper limb arteries
Resting doppler/ABI
Claudication exercise test
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L O C A T I O N S

S T U D Y  R E Q U I R E D

C L I N I C A L  D E T A I L S

3350 6980 (all locations)

chermside@qvd.com.au

www.qvd.com.au

Your medical practitioner has referred you to QVD as we are a specialist Vascular Ultrasound Imaging facility
however you are not oblicated in any way and may attend a diagnostic imaging provider of your choice

ABN: 65 064 438 419

Q U E E N S L A N D  V A S C U L A R  D I A G N O S T I C S
R E Q U E S T  F O R M

VENOUS DUPLEX SCANNING
Insufficiency varicose veins  
Venous thrombosis 
IVC/Iliac veins
Ovarian and pelvic veins
Perforator marking
Vein conduit mapping
Upper limb veins

OTHER STUDY
Thoracic outlet assessment
Popliteal entrapment
Fistula mapping
AV fistula duplex  Site: ____________

R       L

R       L
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R       L

R E F E R R I N G  D O C T O R  D E T A I L S

Name: ______________________________________________________

Doctor’s Signature: ______________________ Date: ____/____/____

Provider Number:____________________________________________

Address: ____________________________________________________

                ____________________________________________________
              
                

P A T I E N T  I N F O R M A T I O N

Name: ______________________________________________________

(or attach patient identification sticker)

DOB:    _____/_____/______  Phone : ___________________________

Address: ____________________________________________________

                ____________________________________________________
              
                

PLEASE NOTE: We typically book
out several weeks in advance.
Contacting us as your earliest
convenience is recommended.


