
HER VIEW ULTRASOUND 

PROVIDER ORDER / REFERRAL FORM 

 

PHONE: 575-323-1130     EMAIL: HERVIEW.US@PROTON.ME   FAX: 505-312-6009 

225 E IDAHO STE 29, LAS CRUCES NM, 88005   

PATIENT INFORMATION 

PATIENT NAME:    DATE OF BIRTH:                                     

ADDRESS:   CITY / STATE / ZIP:     

PHONE:    EMAIL:    

PREGNANT: ☐YES   ☐NO LMP:                     EDD:     

HEIGHT:    WEIGHT:    

SSN:    INSURANCE:    

MEDICAL HX:    COMMENTS:     

PROVIDER INFORMATION 

REFERRING PROVIDER:    NPI:    

CLINIC / PRACTICE:   PHONE:   

FAX:    STAT RESULTS PHONE:    

CLINICAL INFORMATION / ICD-10/ REASON FOR REFERRAL 

   

 

  

ULTRASOUND EXAM REQUESTED 

OBSTETRICS 
☐ OB <14 WEEKS (NT IF IN RANGE 11-14 WEEKS) 

☐ NUCHAL TRANSLUCENCY  

☐ OB >14 WEEKS (DETAILED ANATOMY IF 

INDICATED) 

☐ DETAILED ANATOMY  

☐ OB FOLLOW UP / GROWTH  

☐ OB TRANSVAGINAL  

☐ BPP WITHOUT NST  

GYNECOLOGY (NON‑OB) 
☐ PELVIC COMPLETE  

☐ PELVIC TRANSABDOMINAL  

☐ PELVIC TRANSVAGINAL  

☐ PELVIC LIMITED  

☐ IUD CHECK 

☐ FERTILITY EVALUATION 

 

__________________________________________________________________________________  

PROVIDER SIGNATURE     DATE 


