
Health     WC   Auto  Other: _______________________

Brain         w/ SWI
IAC’s
Pituitary
Orbits
C-Spine         T-Spine              L-Spine
Soft Tissue Neck
Brachial Plexus
Chest
Abdomen
Pelvis
Shoulder  L   R
Elbow  L   R
Wrist  L   R
Hand  L   R
Hip  L   R
Knee  L   R
Ankle  L  R
Foot  L   R
Other ______________________________
___________________________________

MRI     

MRA
Brain (COW) w/o Contrast            Carotid w/o Contrast
Other _________________________________________________________________

Skull
Facial
Orbits
Sinus 
Nasal
Soft Tissue Neck
Chest (CXR)
Abdominal Series
KUB
Pelvis
SI Joints
Sacrum / Coccyx
C-Spine
T-Spine
L-Spine
Bone Age
Other _________________________________ 
______________________________________ 
______________________________________ 

GENERAL RADIOLOGY

Appointment Date: _____________________________________________________ Time: _____________________________________________
Patient Name: _________________________________________________________ DOB: _____________________________________________
Patient Phone: _________________________________________________________  Injury Date: ________________________________________
Insurance Provider: _____________________________________________________  Group #: __________________________________________
Insurance Tel: __________________________________________________________  Claim #: ___________________________________________
Referring Physician: ____________________________________________________ Clinic: ____________________________________________
Physician Tel: __________________________________________________ Physician Fax: _____________________________________________
Physician Signature: ____________________________________________  Date: _____________________________________________________
Diagnosis: _________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________

You are scheduled at:

CONTRAST
With  Without       With & Without

TMJ  L R
Clavicle  L R
Shoulder  L R
Humerus  L R
Elbow  L R
Forearm  L R
Wrist  L R
Hand  L R
Finger  L R
Ribs   L R
Hip  L R
Femur  L R
Knee  L R
Tibia  L R
Fibula  L R
Ankle  L R
Foot   L R
Calcaneus L R
Toes  L R

Additional Notes: 
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________
_______________________________________

UPRIGHT OPEN MRI                      Lakeland only
Brain 
Cervical  Seated    Standing
Thoracic  Seated    Standing
Lumbar  Seated    Standing
Shoulder  L    R
Hip  L     R
Knee  L    R
Other Region: _______________________

Upright MRI Protocol

With Flexion/Extension?
    Yes         No
With Alar Protocol?
    Yes         No
With Contrast?
    Yes         No

3104 W. Waters Ave., Suite 106
Tampa, FL  33614
Tel: 813-238-3833
Fax: 813-463-4451
    High-Field MRI

607 W. MLK Blvd., Suite 103
Tampa, FL 33603
Tel: 813-238-3833
Fax: 813-463-4451
    Open MRI
1111 Oakfield Dr., Suite 103
Brandon, FL  33511
Tel: 813-238-3833
Fax: 813-463-4451
    High-Field MRI

1121 Lakeland Hills Blvd.
Lakeland, FL  33805
Tel: 863-577-0310
Fax: 863-577-0271
    Upright Open MRI


