Fax Scheduling Referral
(Pleaseprin)

AUBURN DIAGNOSTIC Ap
IMAGING SERVICES

Merritt Building

253.395.1955 Ph.

Appt Time:

pt Date:

Check in

253.886.5307 New Ph. 253.886.5326 New Fax 800.531.9165 Toll free
253.395.1950 Fax

Name: Date of birth: / /
(Last) (First) (MI)

Home phone: ( ) Work phone: ( Soc.Sec.#:

Address:

\_ Allergies (please specify):

~

7 PHYSICIAN INFORMATION:

N\

Referring physician: (Print) (Signature)
cctoDr.
(O Phone Preliminary report () Hold Patient and call () Fax Preliminary report (OFax Final report OBum to CD (D sendfilms () Patient return wy films
Phone #: ( ) Fax #: ( )
\ Contact person for questions regarding patient:
INSURANCE INFORMATION:
Name of Insurance: Phone #: ( )

Subscriber name:

Subscriber ID:

N\

\_ Claim/Group #: Insurance authorization required: () Yes (O No Auth.:

MRI:
O Spine: O Cervical
O Thoracic
O Lumbar
O Metastatic Spine
O Brain: O MRA, Rads discretion
O Neck (soft tissue)
O Pituitary
O Orbits
O™
O Bone Marrow
O Chest
O Shoulder (L/R) O Arthrogram
OHip(L/R)
OKnee (L/R)
O Extremity (L/R)
OIAC's: O Limited
O Complete
O Abdomen: O MRCP O Kidney
O Liver
O Pelvis: O Organ:
O Bone
O MR Angiogram: O Intracranial
QO Carotid
QO Aorta Thoracic
O Renal

O Lower Extremity Runoff
O Other:

CT:
O Head
O Sinus (comprehensive)
O Temporal Bone
O Neck (soft tissue)
O Larynx
O Chest
O High Res. Chest (HRcT)
O Abdomen
O Pelvis
O Abd/Pelvis (complete)
OCT Enterography
O IVP w/ 3D Reconstruction
O Spines: Ow/ 3D Reconstruction
O Cervical Spine: Level:
O Thoracic Spine: Level:
O Lumbar Spine: Level:
O Extremity (L/R):

O w/ 3D Reconstruction
O CT Angiogram:
O Pulmonary Angiogram
O Intracranial
O Carotid
O Aorta Thoracic
O Aorta Abdominal
O Lower Extremity Runoff
ORenal
O Other: Ow/ 3D Reconstruction

O Other:

Unscheduled Exams:
O CT Limited Sinus
O CT KUB (for kidney stones only)

O KUB plain film (if indicated)

O 0B: O Complete QO Limited
O w/Transvag O w/ Doppler
O Abdomen
O Complete
O Limited (single organ)
O Kidneys/Bladder
O Kidney Transplant
O Retroperitoneal
QO Other

O Aorta
QO Thyroid
O Pelvis
O Complete O Limited
QO w/ Tranvag
QO w/ Doppler
QO Testes

AN

Creatinine:
Draw Creatinine? (Y

ON

Indications for creatinine can be found on the backside of this form.

Are there new or previous films related
to this study? Please have your patient
bring them to their appointment.

Contrast:
Clinical Diagnosis:

O with OWithout (O Rad Discretion

Symptoms:

Any previous surgery on area

ofinterest? OY (ON

If Yes, when:
Pregnant? QY ON
Diabetic? Oy ON

Renal Failure?  OY
Claustrophobic? OY

ON
ON

O Please contact patient
If you have questions call us

ON
ON
ON

Hypertension? (Y
Allergies? @)%

Histoay ofmetal QY
in body or eyes?

to schedule.
at253.886.5307.

/







