
*These line items MUST be filled out. 

*PATIENT NAME:

*PATIENT PHONE: *TODAY’S DATE:

*REFERRING PHYSICIAN: *PRIMARY CARE PHYSICIAN:

PHONE #: FAX #: PHONE #: FAX #:

*DIAGNOSIS/REASON FOR VISIT:

*REQUESTED TCVS LOCATION:

*DOB: *BEST WAY TO CONTACT: Text Phone

DIAGNOSTIC ULTRASOUND

Cerebrovascular Exams

Carotid/Vertebral Artery Duplex
(Extracranial)

Abdominal Duplex Exams
(8 Hour Fasting Required - Except for Diabetics)

Aorta and Iliac Artery Evaluation

Peripheral Arterial Exams
Lower Extremity Arterial Evaluations

Upper Extremity Arterial Evaluations

Physiologic Testing - ABI, Digit Pressures, Etc.

Duplex - Aorto, liliac, Femoral, Popliteal

Physiologic Testing - Arm & Digit Pressures, Etc.

Duplex - Subclavian to the Wrist

Renal Artery Evaluation

Mesenteric Artery Evaluation
(Includes SMA, Celiac and IMA)

Peripheral Venous Exams
Venous Insufficiency - Specialized Venous Test
(E.g Varicose Veins, Ulceration)

Vein Mapping With Arterial Evaluation for
Fistula or Heomdialysis Graft Placement 
(Physiologic And Duplex Exams)

Vein Mapping for Arterial Bypass

Bilat Right Left

Venous Duplex Lower Extremity
(E.g DVT Oe SVT)

Bilat

Include Pelvic / Abdominal Outflow Of Legs

Right Left

Upper Extremity Venous Duplex
(E.g DVT Or SVT)

Bilat

Include Pelvic / Abdominal Outflow Of Legs

Right

Arms Legs

Arms Legs

Fistula or Hemodialysis Access 
Graft Evaluation 

Right Left

Left

Special Exams

HELPFUL INFO
H & P - Last / Notes

Med List

Demographic Info

OTHER INSTRUCTIONS
Call with Plan or Results

Fax Plan or Results

Baptist Hospital System

Methodist Hospital System

Other

Downtown
718 Lexington Ave, 
Suite 102,
San Antonio, TX 78212

CONTACT
Phone: 210-420-8671

210-899-1958Fax:
referrals@tcavs.com
TCAVS.com

SPECIAL INSTRUCTIONS

Office Visit Only

Testing or Procedure Only

Office Visit and Testing or Procedure

We offer virtual 
telemedicine
appointments 
readily available

LOCATIONS

Demetrios Macris, MD, FACS
Board-Certified Vascular and Endovascular Surgery
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