
 

 

 

 

 

 

Hysterosalpingogram (HSG) Request Form 
 
Patient name: _________________________________________________________  
 
Patient DOB: ____________________  
 
Patient phone number: (_____)_______________  
 
 
Referring physician: ______________________________________  
 
Referring physician signature: __________________________ Date: _______________  
 
Phone number: (_____)_______________  
 
Reason for HSG  

 Evaluation for infertility  

 Confirmation of tubal sterilization  

 Abnormal uterine bleeding  

 Confirmation of tubal patency after tubal reversal  

 Other __________________________________________________________  

 
 HSG is performed between cycle day 5-10  
 Please instruct Your patient to call us at (214) 383-2600 on cycle day 1 to 

schedule (no need to call on weekend, may call on closest business day)  
 Please fax this form to (214) 383-2601  
 Please give your patient a prescription of doxycycline 100 mg twice daily for 5 

days to start taking on day of scheduled HSG 
 

 

980 Raintree Circle, Allen, TX 75013 

Phone (214) 383-2600         Fax (214) 383-2601 
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