S SERVANT

MEDICAL INAGING

1909 W. 6th St. Suite A
Stillwater, OK 74074
Phone (405) T43-0845

STILLWATER FAX (405) 743-0846
Patient name: Birthdate:
Patient phone #: Other #:
Diata and Lirma of axan:
OPEN MRI CT SCAN ULTRASOUND
Weight Limit: 450 Ibs WEIGHT LIMIT: 440 LES. [JOB COMPLETE <14 WKS =14 WKS
] BRAIN ] BRAIN [J OB LIMITED
CIPITUITARY [ SOFT TISSUE NECK [CJOB TRANSVAGINAL
[JINNER EAR/IAC) (1 TEMPORAL BONES/IAC) [] ABDOMIMNAL
CJORBITS 1 SINUSES [JRENAL
[ ARTHROGRAM [ LIMITED SINUSES [JPELVIC [JTRANSVAGINAL IF
[C1NECK {SOFT TISSUE) [JCHEST MEDICALLY NECESSARY
[J CERVICAL SPINE [JCHEST PE PROTOGCOL [[] GALLBLADDER
[ 1 THORACIC SPINE [J] ABDOMEN [JCAROTID
[JLUMBAR SPINE [JPELVIS CITHYROID
[C] PELVIS/HIFS [JCERVICAL SPINE [OsCROTAL
(151 JOINTS/SACRUM [JTHORACIC SPINE [ VENOUS DOPPLER ATILF
[ JKMEE ATILF (] LUMBAR SPINE [ JACRTA
[ ] AMKLE ATALF [ JARTHROGRAM [JOTHER _
CJFOOT ATAF [ | KMEE ATILF
] SHOULDER AT/LF [J ANKLE ATLF
[ ]ELBOW RT/LF [ SHOULDER ATLF XRAY
CJWRIST ATILF [ ]ELBOW RATILF [ SKULL
[JHAND ATILF [ JWRIST RTILF []SINUSES
[_JOTHER ; HaMD HTILF [JCHEST
[ |FOOT RT/LF [ HIP RT/LF
[(JIvCONTRASTIFMEDICALLY [JOTHER L] EXTREMITY
NECESSARY []C SPINE
[V CONTRASTIFMEDNCALLY [[] ROUTINE
MRA NECESSARY [] AOUTINE WITH OBLIQUES
[ |HEAD ] ROUTINE WITH FLEXIONEXTENSION
[]NECK/CAROTIDS [[] LUMBAR SPINE
[[]BUN AND CREATININE LAB [ ROUTINE
[] DOES PATIENT HAVE A IF MEDICALLY INDICATED [] ROUTINE WITH DBLIQUES

PACEMAKER?
[]18 PATIENT DIABETIC?
[C1SEMND FILM WITH PATIENT.

REASON FOR EXAM_

[[] ROUTINE WITH FLEXIONEXTENSICN
[ ] THORACIC SPINE
[]OTHER

INSURANCE CARRIER FOR PATIENT

INSURANCE ID#

INSURANCE PHONE #

REFERRING PHYSICIAN (PRINT)

CONTACT NAME AT OFFICE

SIGNATURE OF PHYSICIAN

CONTACT PHONE #

OFFICE FAX #

FOR YOLR CONVENIEMNCE, WE WILL CALL THE PATIENT AND SET UP THE APPOINTMENT DATE AND TIME,
PLEASE FAX A COPY OF THIS FORM ALONG WITH A COPY OF THE PATIENTS INSURANCE CARDTO
#05-T43-0846 AMD WE WILL HANDLE THE REST!



