
SERVICE UPDATE
September 2024

Mayfair is committed to providing you and your patients with the highest  
quality medical imaging. Below is some information you may find helpful.

BEACON HEIGHTS
Effective September 30th, Mayfair is now offering 
elastography exams on Mondays and Fridays at our Beacon 
Heights location. 

N-STRIDE PAIN MANAGEMENT 
Nstride Autologous Protein Solution Therapy treatment is 
available for joint pain and osteoarthritis. We do not offer 
N-Stride for soft tissue. The treatment fee is $1,250 set by the 
manufacturer (Zimmer Biomet) and includes a preparation 
kit. This procedure is not available for spinal procedures.  The 
request must be sent by the physician and/or physician’s 
office with completed form faxed for triage to 403.777.3198. 

ORDERING CARDIAC SERVICES
Mayfair offers cardiac services that include Myocardial 
Perfusion scans and Exercise Stress Test that both include 
an Internal Medicine consultation. Coronary CT Angiography 
(fee for service) is also available. The request must be sent 
by the physician and/or physicians office with completed 
form fax for triage to 403.777.3001.  

ORDERING SPECT/CT
SPECT/CT combines a “SPECT” scan with a “CT scan to help 
localize an area of abnormal activity that may be present on 
the planer (two dimensional) bone scan image. To order this 
service, please use the Mayfair General Requisition form to 
order SPECT/CT.  This exam is readily available at a variety of 
Mayfair locations. 

WHOLE BODY IMAGING MRI
Mayfair now offers state-of-the-art whole body MRI helping to 
lead to early diagnosis and allowing patients to achieve peace 
of mind and better manage their health.  To learn more about 
this exam, email bd@radiology.ca.  To book, please call 403-
777-4674 or fax the MRI requisition form to 403-777-3198.

FOLLOW-UP EXAMS
We’ve noticed an increase in patients contacting Mayfair to 
book follow-up imaging based on recommendations they find 
in their own diagnostic reports. Unfortunately, we cannot assist 
with these requests without the proper requisition from you.

To ensure our mutual patients receive the highest quality 
and timely service, we wanted to bring this trend to your 
attention.

Mayfair has updated our requisition forms to reflect our 
services. To receive new requisitions or update your EMR:

• Email bd@radiology.ca

• Download at radiology.ca/requisition-forms

Fee-for-Service 
Biologics:  
 	PRP (Platelet Rich Plasma): ________________________________________________________

 	APS (Autologous Protein Solution/nSTRIDE®): ________________________________________

Practitioner’s ID/Stamp:

See reverse for patient instructions

Signature:

Name:

Copy to: 

Phone:                                        Fax: 

Address: 

PROCEDURE SITE REQUESTED (Additional imaging will be coordinated, if appropriate)

REFERRER INFORMATION

PAIN  
MANAGEMENT
REQUISITION

PATIENT INFORMATION

Medications  
 Coumadin
 Plavix
 Other Blood Thinners: 

Allergies
 Xylocaine
 Iodinated Contrast
 Other:

 Diabetic

Relevant previous imaging:
 X-ray Date:
 Ultrasound Date:
 MRI  Date:
 Other:                                           Date:

HISTORY AND PRESUMPTIVE DIAGNOSIS

INJECTION TYPE   Steroid Injection performed unless otherwise indicated

	Viscosupplementation: 

ALL APPOINTMENTS: 
Tel: 403.777.3000
Fax: 403.777.3001
paintherapy@radiology.ca

PATIENT INFORMATION

FOR REFERRER 
Number of repeats/year:
(Limit 4 injections per site per year)

Please provide all relevant information.

Musculoskeletal Procedures 
Shoulder
Subacromial Bursa  R     L
Glenohumeral Joint  R     L
AC Joint  R     L
Biceps Tendon (long head)  R     L 
Tendon Calcification  R     L

Elbow
Elbow Joint  R     L
Lateral Epicondyle  R     L
Medial Epicondyle  R     L
Olecranon Bursa  R     L

Wrist & Hand
Radiocarpal Joint  R     L
1st CMC Joint  R     L
Carpal Tunnel  R     L
Extensor/DeQuervain’s  R     L 
Flexor/Trigger  R     L
Ganglion Cyst  R     L
Other Joint:  R     L

Knee
Knee Joint  R     L
Baker’s Cyst  R     L

Hip & Pelvis 
Hip Joint  R     L 
Greater Trochanteric Bursa  R     L
Iliopsoas Bursa  R     L
Ischial Bursa  R     L 
Symphysis Pubis 

Ankle & Foot
Ankle Joint  R     L 
Subtalar Joint  R     L
1st MTP Joint  R     L
Plantar Fascia  R     L 
Ganglion Cyst  R     L
Morton’s Neuroma  R     L
Other Joint:  R     L

Other
Tenotomy  R     L 
Site:        

Other:  R     L 
Site:

	For Pre-Injection Assessment
(If checked, we will review prior imaging and 
suggest appropriate injection.)

 (Specify  Indication)

 (Specify  Indication)

Spinal Procedures
	SPECT/CT Bone Scan (to guide facet injections)

  

 

	 	
		 

	 	
	 	

	SI Joint   R  L
	Coccyx    

	Selective Nerve  L3  R  L
 Root Block** L4  R  L
 (transforaminal/TFESI) L5  R  L
  S1  R  L

	Cervical Epidural
  (Trans Facet) 

	Epidural Injection**   L3/L4
	 (interlaminar)   L4/L5
     
	Other: 

* If determined appropriate based on MBB results
** MRI required before injection 

Cervical    R     L  (level)
Thoracic   R     L  (level)

L1/L2   R     L
L2/L3   R     L
L3/L4   R     L
L4/L5  R     L
L5/S1  R     L

	Facet Injection
OR
	Medial Branch

 Block
OR
	Radiofrequency  

 Ablation* (L-Spine)

 L5/S1
 Caudal

 R     L  (level)

(level)
(level)

Rev. 06/2022

 (Specify  Type)
(Most available onsite for purchase)

PLACE PATIENT LABEL HERE

Date of Request:  D/                    M/                      Y/                    

Name:                                                            Female        Male 

Address:

City:                              Province:               Postal Code:        

Home Phone:

Other Phone:

Date of Birth:  D/                 M/                  Y/                    

AHC or WCB #:  

Appt. Date: D/        M/         Y/            Time:
am

pm

CARDIAC REQUISITION    

EXAM TYPE   
1. 	 Myocardial Perfusion Scan with 
 Internal Medicine Consultation
 Exercise stress testing or pharmacologic stress testing 
  will be decided by the internal medicine consultation.  

For appointments, please fax the completed form to 403.777.3001. 
If available, please include: resting ECG, complete medication list, copies of any previous stress tests, angiogram or 
echocardiogram results, and recent blood work (i.e. lipids, glucose). A booking coordinator will contact your patient to 
schedule their appointment. If you have any questions, please call 403.777.3000 or toll-free 1.866.611.2665.

INDICATION FOR REFERRAL

  Calcium Channel Blockers: 

  Beta Blockers: 

  Nitroglycerin:

  Insulin:

  Oral Hypoglycemic Agents:

  Bronchodilators: 

  Theophylline: 

  Other:

Pulmonary & MSK
 Asthma/C.O.P.D.
 Interstitial Lung Disease
 Osteoarthritis

Allergies
  Contrast Allergies
  Other Allergies: 

MEDICATIONS

Coronary Risk Factors
  Diabetes

  Hypertension

  Hyperlipidemia

  Obesity

  Smoker

  Peripheral Vascular Disease

  Stroke

  Renal Failure

  Family History

  Asthma

PATIENT HISTORY

  Diagnosis of coronary artery disease
  Evaluation of extent/severity of known coronary disease
  Evaluation of cardiac function
  Investigation of patient with multiple risk factors

  Pre-op assessment: Surgery & date: 
  Driver’s license qualification & third-party medical 

       (Not covered by AHCIP – payment required) 

  Other: 

PATIENT INFORMATION

Chest Pain 
  Yes             
  No

	  Typical
	  Atypical
	  Non-Anginal
	   New
	   Chronic
	   Changing Pattern
	   Exertional
	   Rest
	   Nocturnal
	  Dyspnea
	   Syncope

Cardiac History 
 CABG
 Angioplasty/Stent
 Myocardial Infarction
 Heart Failure
 Arrhythmia
 Pacemaker
 Rheumatic Fever
 Valvular Heart Disease*

*  Stress test not suggested 
with aortic stenosis

REFERRER INFORMATION – URGENT bookings must be requested directly from physician’s office.

Physicians – please see radiology.ca for additional exam information and requisition forms.

Address: 

Practitioner’s ID/Stamp:

	Stat Report

Name:

Signature: 

Phone:                                        Fax: 

Copy to: 

PLACE PATIENT LABEL HERE

Date of Request:  D/                    M/                      Y/                    

Name:                                                            Female       Male     

Address:  

City:                              Province:               Postal Code:        

Home Phone:  

Other Phone:

Date of Birth:  D/                 M/                  Y/                    

AHC or WCB #:  

M E D I C A L  I M AG I N G  R E I M AG I N E D

2. 	 Exercise Stress Test with Internal  
 Medicine Consultation (No Imaging)

3. 	 Echocardiogram

4. 	 Coronary CT Angiography (Private Pay)

 Recent ECG required (<1 yr).

Breast Imaging
  Complete Breast Assessment  

[Mammography and breast ultrasound/ 
ABUS - (if dense breast or as necessary)]
	Diagnostic Breast Ultrasound

	  R       L       Bilateral
	 Diagnostic Mammography  

(with tomosynthesis)
  R       L       Bilateral
	 Screening Mammography 

(with tomosynthesis)

Intervention
		Breast Biopsy (FNA, core biopsy, needle 

localization, stereotactic biopsy)

Nuclear Medicine Imaging
	Bone Scan
	Bone Scan with SPECT/CT
	HIDA Biliary Scan
	Thyroid Scan

General Ultrasound
 Kidneys and Bladder
 Abdomen
  Liver Elastography for NAFLD  

(For use with Hepatology NAFLD Pathway, 
see: specialistlink.ca)
		Liver Elastography for Alcohol Use (For 

use with Hepatology AUD pathway, see: 
specialistlink.ca)

  Liver Elastography, other indication  
(Please specify): _____________________

 Pelvis
 Thyroid
 Neck (salivary glands, lymph nodes, mass)
 Hernia       R      L  Abdominal wall
 Scrotum
 RLQ / Appendix
 Soft Tissue Mass
 Other: __________________

Musculoskeletal Ultrasound
X-ray of the area may be required if recent trauma,  
or if no X-ray within last six months.

 Shoulder (incl. rotator cuff)  R      L
 Elbow  R      L
 Wrist  R      L
 Carpal Tunnel   R      L
 Hand or Finger   R      L
 Hip   R      L
 Knee (incl. Baker’s cyst)   R      L
 Ankle   R      L
 Achilles   R      L
 Plantar Fascia  R      L
 Foot or Toe   R      L
 Muscle/Tendon: ______________________
 Ganglion: ___________________________
 Other:______________________________

Obstetrical Ultrasound
Date of last menstrual period: _________________

  Complete Obstetrical Assessment  
(early, NT, detailed)

  Early Obstetrical (< 14 weeks)
   Nuchal Translucency (NT) (GA 11w+0d — 

13w+6d, preferably after 12 weeks)
  Detailed exam (> 18 weeks)
 BPP & growth (> 28 weeks)
  Other:__________________

Vascular Ultrasound
  Carotid, Vertebral & Subclavian Arteries
  Carotid Intima-Media Thickness
  Venous (DVT) 

 R        L        Arm       Leg
The exams above can be performed at any  
ultrasound location. For specialty vascular exams, 
please refer to the Vascular Requisition.

Bone Mineral Densitometry
 Bone Mineral Density Evaluation

PROFESSIONAL SERVICES

REFERRER INFORMATION 

***Please see patient instruction on reverse***

Practitioner’s ID/Stamp:

 Send images with patient (CD copy) Images also available on Netcare.

Signature:

Name:

Copy to:

Phone:                                        Fax: 

Address: 

HISTORY & PRESUMPTIVE DIAGNOSIS
Please complete this section with as many details as possible, this enables our clinic staff to provide the most comprehensive patient care.

ALL APPOINTMENTS:
Tel 403.777.3000 
Fax 403.777.3001
Toll Free 1.866.611.2665

PATIENT & APPOINTMENT INFORMATION

Right Left

M E D I C A L  I M AG I N G  R E I M AG I N E D Appointments are required for all exams, except X-ray.Rev. 06/2024

GENERAL
REQUISITION

 Stat Phone Report
 Phone:

 Stat Fax Report
 Fax:

X-ray  (No appointment necessary, walk-in basis)
Exam to be performed:

Specialty Imaging
Mayfair offers specialty exams which can be requested using the applicable requisition.

Download these requisitions online (www.radiology.ca/requisition-forms) or email bd@radiology.ca to request.

• Cardiac Requisition • Coronary CT Angiography Requisition
• MRI & CT (Private Pay) Requisition • Pain Management Requisition

PLACE PATIENT LABEL HERE

Date of Request:  D/                    M/                      Y/                    

Name:                                                            Female        Male 

Address:

City:                              Province:               Postal Code:        

Home Phone:

Other Phone:

Date of Birth:  D/                 M/                  Y/                    

AHC or WCB #:  

Appt. Date: D/        M/         Y/            Time:
am

pm

 WCB - Alberta

Breast Imaging
  Complete Breast Assessment  

[Mammography and breast ultrasound/ 
ABUS - (if dense breast or as necessary)]
	Diagnostic Breast Ultrasound

	  R       L       Bilateral
	 Diagnostic Mammography  

(with tomosynthesis)
  R       L       Bilateral
	 Screening Mammography 

(with tomosynthesis)

Intervention
		Breast Biopsy (FNA, core biopsy, needle 

localization, stereotactic biopsy)

Nuclear Medicine Imaging
	Bone Scan
	Bone Scan with SPECT/CT
	HIDA Biliary Scan
	Thyroid Scan

General Ultrasound
 Kidneys and Bladder
 Abdomen
  Liver Elastography for NAFLD  

(For use with Hepatology NAFLD Pathway, 
see: specialistlink.ca)
		Liver Elastography for Alcohol Use (For 

use with Hepatology AUD pathway, see: 
specialistlink.ca)

  Liver Elastography, other indication  
(Please specify): _____________________

 Pelvis
 Thyroid
 Neck (salivary glands, lymph nodes, mass)
 Hernia       R      L  Abdominal wall
 Scrotum
 RLQ / Appendix
 Soft Tissue Mass
 Other: __________________

Musculoskeletal Ultrasound
X-ray of the area may be required if recent trauma,  
or if no X-ray within last six months.

 Shoulder (incl. rotator cuff)  R      L
 Elbow  R      L
 Wrist  R      L
 Carpal Tunnel   R      L
 Hand or Finger   R      L
 Hip   R      L
 Knee (incl. Baker’s cyst)   R      L
 Ankle   R      L
 Achilles   R      L
 Plantar Fascia  R      L
 Foot or Toe   R      L
 Muscle/Tendon: ______________________
 Ganglion: ___________________________
 Other:______________________________

Obstetrical Ultrasound
Date of last menstrual period: _________________

  Complete Obstetrical Assessment  
(early, NT, detailed)

  Early Obstetrical (< 14 weeks)
   Nuchal Translucency (NT) (GA 11w+0d — 

13w+6d, preferably after 12 weeks)
  Detailed exam (> 18 weeks)
 BPP & growth (> 28 weeks)
  Other:__________________

Vascular Ultrasound
  Carotid, Vertebral & Subclavian Arteries
  Carotid Intima-Media Thickness
  Venous (DVT) 

 R        L        Arm       Leg
The exams above can be performed at any  
ultrasound location. For specialty vascular exams, 
please refer to the Vascular Requisition.

Bone Mineral Densitometry
 Bone Mineral Density Evaluation

PROFESSIONAL SERVICES

REFERRER INFORMATION 

***Please see patient instruction on reverse***

Practitioner’s ID/Stamp:

 Send images with patient (CD copy) Images also available on Netcare.

Signature:

Name:

Copy to:

Phone:                                        Fax: 

Address: 

HISTORY & PRESUMPTIVE DIAGNOSIS
Please complete this section with as many details as possible, this enables our clinic staff to provide the most comprehensive patient care.

ALL APPOINTMENTS:
Tel 403.777.3000 
Fax 403.777.3001
Toll Free 1.866.611.2665

PATIENT & APPOINTMENT INFORMATION

Right Left

M E D I C A L  I M AG I N G  R E I M AG I N E D Appointments are required for all exams, except X-ray.Rev. 06/2024

GENERAL
REQUISITION

 Stat Phone Report
 Phone:

 Stat Fax Report
 Fax:

X-ray  (No appointment necessary, walk-in basis)
Exam to be performed:

Specialty Imaging
Mayfair offers specialty exams which can be requested using the applicable requisition.

Download these requisitions online (www.radiology.ca/requisition-forms) or email bd@radiology.ca to request.

• Cardiac Requisition • Coronary CT Angiography Requisition
• MRI & CT (Private Pay) Requisition • Pain Management Requisition

PLACE PATIENT LABEL HERE

Date of Request:  D/                    M/                      Y/                    

Name:                                                            Female        Male 

Address:

City:                              Province:               Postal Code:        

Home Phone:

Other Phone:

Date of Birth:  D/                 M/                  Y/                    

AHC or WCB #:  

Appt. Date: D/        M/         Y/            Time:
am

pm

 WCB - Alberta

radiology.ca


