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Palace Drive . Suite # A . Ganden City, KS 67846
Phone: 62G275-1At,4 o Fax: 620-275-1517

Toll Fr-ee: 1-866-386-1864

Patienl's Name Phnne'

Refened bv: Aooointment Date:

ls the patient pregnant?

Recent surgery?

Will you need a copy of films?

ls this visit due to an injury?

vesE ruoE

vesl ruoE

vesE lroE

vesE lrol

Please check (r/) all that apply:

E Pacemaker E roreign bodies / Metal in Eyes

I Aneurysm Clips I Prosthetic Device

E Surgical0lips E urtatlic lmplants

lf so, pleaso elaborate

Whcre' When:

Phvsician's Telephone: Fax: Email:

Type of Scan: E Contrast

Body Part to be examined: Please check (/) specific area(s) of interest

HEAD:

E CerebralHemispheres E Oruits

E Brain Stem I otner

I Temporal Lobes

E eituitary (Sella Turcica)

I Posterior Fossa (C-P Angles)

SPINE:

ECervical

IThoracic

I Lumbosacral

E qrest

I p.vi.

E otner

E ftdomen

I Extremity

BODY:

Iome,
Eottrer

Prior Radiographic Studies, especially CT scans:

I unt E cts..n E x-n.y Iomet
Dignostic Consideration:

Clinical History & Pertinent lntormation:

Refening Ptrysician's Signature

Wa Will Pre-certify All Insurance Plans WIth The Followimg Infurrxation:
lnsurance

lnsured Date ol Birth:


