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QUESTION

E. Volume of Cyst or Abnormality
(in ee.)

CALCULATE VOLUME:

[MAXIMUM DIAMETER]? x 0.523

C. Solid Area
0 = MNone 2 = All solid (GO TO 4G)
1 = Mixed

D. Septal Structure
= No septae = Yes, thick (=3 mm)
= Yas, thin tsarnrn]

E. Cyst Qutline
Smooth

1
2 = Irregularities
3 = Papillarities

F. Cyst Wall Thickness
1 =Thin (=3mm) 2 =Thick {=3mm)

G. Echogenicity

1= Snnmucant 4 = Mixed
2=L 5 = High
d= Lmr.' with echogenic core

5. Other Abnormalities Noted: Ha

1. Examination Result; 2

Positive Screen - Re'erral Required
(GO TO 3)

Megative Screen - Mo Abnormalities
(GO TO 3)

Megative Screan - Other Abnormalities
(GO TO 3)

Inadequate

Medical Complications
« of Examination:

Mo Yes (SPECIFY) Ma Yas (SPECIFY)
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Continuad

6. Comments:
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Yes (SPECIFY)

Participant Discomfort
Participant Refusal
Equipment Malfunction
Inability to Insert Probe
Bowel Interference
Other (SPECIFY)

7. Examiner ID:

3. Level of Referral:

LEFT
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Photo

1 - Significant Abrormality,
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2 - Moderate Abnornality,
Ratarral Yas

3 - Slight Variation from
MNormal, Mo Referral

4 - Normal/Result kot
Available, Mo Referral

B Consultant ID:

Mo Yas
(SPECIFY)
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