A SE

YUKON

RVANT

MEDICAL IMAGING

Script Pads

1751 Garth Brooks Blvd., Ste. 105

Yukon, OK 73099
Phone (405) 350-6860
Fax (405) 350-6823

Patient name: Birthdata: _
Patient preorne #: CHhar &
Date and time ol exam: _S55M
OPEN MR CcT ULTRASOUND
Weight Limit; 400 |bs WEIGHT LINIT: 400 LBS. [OB COMPLETE <14 WKS =14 WKS
C1BRAIN [C]BRAIN [C] TRANSVAGINAL (If Necessary)
CIORBITS ] ORBITS [C]1PELVIS
] NECK {SOFT TISSUE) CIMNECK (SOFT TISSUE) ] TRANSVAGIMAL (If Necessary)
[JCERVICAL SPIME [ TEMPORAL BOMES/IAC) [] aBDOMIMAL
] THORACIC SPINE (] SINUSES [ SCROTAL
[ LUMBAR SPIMNE [JCERVICAL SPIME ] GALLELADDER
[ S JOINTS [ THORACIC SPINE [JHEMAL
[l SACRLUM [JLUMBAR SPINE [[] ADRTA
[] SHOULDER ] CHEST ] CAROTID
] ELBOW [ SHOULDER ] THYROID
CIWRIST [] ELBOW []VENOUS DOPPLER Upper Ext Lower Ext
[(THAMD [CJWRIST []ARTERIAL DOPPLER Upper Ext Lower Ext
] ABDOMEM [CJHAND [JOTHER
[ PELVIS ] ABDOMEM
CIHIP CJPELVIS XRAY
[ KNEE [(1 KMEE []SKULL
] ANKLE ] ANKLE [ SINUSES
O FooT I FOOT [ CHEST
[]OTHER [ OTHER CHIP
CJEXTREMITY
MRA CTA [ CERVICAL SPINE
[(THEAD [CJBARAIN [JTHORACIC SPIME
[JMECK/CAROTIDS [ CAROTID [CJLUMBAR SPINE
| THORACIC AORTA [JOTHER
[ ] ABDOMINAL AORTA
[ | RENAL
[1 BUN AND CREATININE LAB . i
Frmeoicaccy moicaten [ Left [ IRight [ Bilateral

LI TV Contrast If Medically Necessary

REASOMN FOR EXAM

INSURANCE CARRIER FOR PATIEMT

INSURANCE ID#

INSURANCE PHONE #

REFERRING PHYSICIAN (PRINT)

CONTACT MAME AT OFFICE

OFFICE FAX v

YUKON MEDMCAL IMAGING IS HAPPY TO DATAIM AUTHORIZATION FROM THE INSURANCE COMPANY WHENM IT 1S ALLOWED.

SIGMATURE OF PHYSICIAN

CONTACT PHONE #

FOR YOUR CONYEMIENCE, WE WILL ALSD CALL THE PATIEMT AND SET UP THE APPOINTMENT DATE AND TIME.
PLEASE FAX & COPY OF THIS FOAM ALDNG WITH A COPY OF THE PATIENT'S INSURANCE CARD TO
405-380-6023 AND WE WILL HANDLE THE RESTI



