6590 Powers Ferry Road

W\l cdica Stand-Up MRI Atlanta, GA 30339
of Atlanta Phone: (770) 953-0108 Fax: (770) 953-0109
Patient Name: Date Ordered: Phone #
First MI Last
AppOintment DOB: Insurance Co.:
DATE: . . .
Diagnosis or reason for exam (please include ICD-9 codes)
TIME: - .
lease fax insurance card and order. Thank you.
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Check whether exam is: Q No contrast [ With and Without Contrast
Radiologist’s Discretion: O Contrast ([ Position Imaging

Physician’s Name: Phone: Physician's Signature:

3 Copy of Films O3 Phone Preliminary Report to: Fax Preliminary Report to:
O CD of Images

Does patient have or ever had?

¢ Pacemaker? ([ Yes (O No ¢ Body Piercing? [ Yes (O No
¢+ Any ear or eye implants? [ Yes O No ¢ Metal in body? 3 Yes O No
¢ Pregnant? O Yes O No ¢ Brain aneurysm clip? O Yes O No

¢ Previous Surgery? (O Yes O No ¢ Allergies:




