FROM

{FRI }SEFP 2 2011 14:5755T. 1457 Ho. TSO000008E5 P 1

B CardioRisk Laboratories

IMT Patient Log Sheet M
' At the Heart of Good Health

Date: 4f4f10 d
Facility: /floth . FAX 1-801-858-4512
Sonographer: Steven Pham

viKIM Patient Name D.0B. Comments

|| | fgan G ANAR

2 pfss | ¢ e

3 Ao 14!3{5(. C

4 ille e q/gtjgé ¢

o| | ffinge, fhobad fagfcz| ] <

6| | || awellira, Veraen flha{m C

7 sopudi, Chalil Azl | M (Ao,

8| | Geeea, Shason -

o | Kohasonpean

10 H/l”p ltﬂ”ngw .

1 cleet, fmtﬂ

12 CM (heol

13

X
14 éflmém“ &ﬂaﬂﬂ.
15 | Edunds, \ldaid

16 &E‘Jﬁ”f_x Whm.

17 iy Sl , Boctpacn
18 le '

9 | |Braqss, Gany

20 Guge cgro, Tamara

o | |Cruz, Macoach 4_/!21?30 w LS -
2| | |Shuns, Hivdd Sl

23 Westls, Loqup. 5‘)?4!4?’

24 Fooimed,  Pullyy /4[4

2 F!W‘% Qauu‘cg

o

SH

o~
EERARRMNEINRINNERRTRERERNNERERERRERE R

* Signature of physiciarof representative is acknowledgement of responsibility fo pay CdrdioRisk Ultrasound, Inc., for all
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