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NOT AN OFFICIAL MEDICAL DOCUMENT 

 Patient Name: 
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 DOB: 

UPPER EXTREMITY DUPLEX    

VELOCITY  cm/s  LOCATION 

 
 

 

 

 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

VELOCITY  cm/s    

 

 

 

 

 

 

 

 

 

 

 

 

Comments:  

  

  

  

RIGHT LEFT 


