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Scrotal 

Technologist Report Page

Date:____/____/________                         Ordering Physician:______________________

Patient Name: ____________________________________  DOB: ____/____/________

Patient #: ________________________            M / F             Age: __________

Reason for Exam: _________________________________________________________

SCROTAL
         


  
        RT                    LT




RT testicle:           Normal or _______________________________________________
RT hemiscrotum: Normal or_______________________________________________
LT testicle:           Normal or _______________________________________________

LT hemiscrotum: Normal or_______________________________________________
 Comments: _____________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
Technologist:_________________________________________
