
ABDOMEN COMPLETE
LIVER / GB / PANCREAS  (RUQ)
KIDNEY / BLADDER
THYROID
SCROTAL / TESTICULAR
PELVIC TRANSABD & TRANSVAG
CAROTID DOPPLER
AORTA
OBSTETRIC
  ☐  Ist Trimester w EV if needed 

  ☐  2nd/3rd Trimester 

  ☐  OB other:

R   L   B      LE   ARTERIAL DOPPLER
R   L   B      LE   VENOUS  DOPPLER
UE   LE   MUSCULOSKELETAL STUDY
 with Dr. B. Kincaid

SPECIFY:

BRAIN / NEURO 
  ☐  BRAIN (ROUTINE) 
  ☐  PITUITARY ☐  ORBITS 
  ☐  IAC’S
 MRI NECK (SOFT TISSUE) 

 MRA BRAIN (CIRCLE OF WILLIS) 

 MRA NECK (CAROTIDS)

SPINE ☐  CERVICAL ☐  THORACIC 
       ☐  LUMBAR ☐  SACRUM

EXTREMITIES 
 R  L   SHOULDER  ☐ with arthrogram

 R  L   HUMERUS 

 R  L   ELBOW ☐ with arthrogram 

 R  L   FOREARM 
 R  L   WRIST ☐ with arthrogram 

 R  L   HAND 
 R  L   HIP ☐ with arthrogram

 R  L   FEMUR 

 R  L   KNEE ☐ with arthrogram 

 R  L   LEG (TIBIA/FIBULA) 

 R  L   ANKLE/HINDFOOT 

 R  L   FOREFOOT
ABDOMEN / CHEST
 ☐  LIVER ☐  MRCP
 ☐  PANCREAS 
 ☐  RENAL 
 ☐  CHEST 
 ☐  OTHER: 
 ☐  MRA:

PELVIS 
  ☐  BONY          ☐  SI JOINTS 
  ☐  UTERUS/OVARIES 
  ☐  PROSTATE (PLEASE CALL) 
  ☐  HERNIA PROTOCOL 
  ☐  SOFT TISSUE SPECIFY

ULTRASOUND X-RAY

WOMEN’S IMAGING

 ORBITS for MRI
 CHEST PA & LATERAL
 ABDOMEN 
 ☐  SUPINE   ☐  SUPINE / UPRIGHT

 PELVIS
 3   5   F/E CERVICAL SPINE            

  THORACIC SPINE
 3   5   F/E LUMBAR SPINE 
  SCOLIOSIS 

  BONE AGE (L HAND)

JOINTS AND EXTREMITIES SPECIFY

R     L     B

R     L     B

R     L     B

X-RAY OTHER:

 BRAIN
 SINUSES
 FACIAL BONES
          NECK SOFT TISSUE
 IAC’s / TEMPORAL BONE
 CHEST
 SCREENING CHEST (LDCT) wo

 PE  CHEST  CTA
 ABDOMEN / PELVIS
 RENAL STONE STUDY       wo

 CT UROGRAM  w/wo

 CERVICAL SPINE
 THORACIC SPINE
  LUMBAR SPINE 
 CT MYELOGRAPHY
  R  L  SHOULDER / ELBOW / WRIST

 R  L  HIP / KNEE / ANKLE / FOOT

 CT CALCIUM SCORE

CT ANGIOGRAPHY (CTA) w contrast 
 ☐  CTA HEAD 
 ☐  CTA CAROTID / NECK 
 ☐  PULMONARY CTA
 ☐  CTA THORACIC AORTA
 ☐  CTA ABDOMINAL AORTA

 ☐  CTA AORTA & LOW EXT RUNOFF______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________

_______________________________________
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

______________________________

PATIENT’S NAME:

PATIENT’S PHONE#:

 ______________________________________________________AGE:___

 ________________________________________________

__

PHYSICIAN: _____________________________________________________________________

CLINICAL HISTORY/INDICATION:____________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

cc/NAME:______________________________________FAX NUMBER:____________________

PHYSICIAN’S SIGNATURE:________________________________________________________

 

3T MRI
 

 

 

   

 

wo w/wo   BRAIN DIGITAL MAMMOGRAPHY
   Screening
   Diagnostic
BREAST ULTRASOUND
OB/GYN ULTRASOUND
3T BREAST MRI
DEXA SCAN

2-D ECHO

 

 w/wo   IAC’S

 w/wo   BRAIN & IAC’S

 w/wo   ORBITS

 w/wo   PITUITARY

wo w/wo   CERVICAL SPINE

wo  w/wo   THORACIC SPINE

wo w/wo   LUMBAR SPINE

 w/wo  *BRACHIAL PLEXUS

wo     *Intracranial MRA

wo  w/wo

w/wo

  *Carotid / Neck MRA  

Thoracic Aorta MRA

   *

Abdominal Aorta / Renal  MRA

wo  w/wo  *NECK SOFT TISSUE

UE/LE Peripheral MRA

wo  w/wo  *CHEST

wo  w/wo

wo w/wo

   ABDOMEN

      MRCP

wo  w/wo

   

PELVIS

R    L    B   SHOULDER 

R    L    B   BREAST

 

R    L    B   ELBOW

R    L    B   WRIST

R    L    B   HIP / OSSEOUS PELVIS

R    L    B   KNEE

R    L    B   ANKLE

R    L    B   FOOT

   

   

RQI # / Pre-Certi�cation #: _________________________________

Date: ___________________________________________________

ICD-9: __________________________________________________

MRI  SCREENING CT CONTRAST SCREENING

PACEMAKER

PREGNANT

CEREBRAL ANEURYSM CLIPS
METALLIC FOREIGN BODY
IN EYE

HISTORY OF WORKING
WITH METAL
OCULAR TRAUMA
OTHER NON-ORTHOPEDIC
METAL IMPLANTS

IODINE / CT CONTRAST ALLERGY (Please call our office)DIABETES

PREGNANTRENAL DISEASE

AGE OVER 60

IF ANY OF THE ABOVE ARE CHECKED, BUN/
CREATININE WITHIN 30 DAYS IS REQUIRED. BUN_______  Cr______  DATE___/___/_____

GLUCOPHAGE/GLUCOVANCE

BUN/CRE Testing @ 3T

INTRAVENOUS CONTRAST PER RADIOLOGIST DISCRETION (If you do not select this option, please select a contrast option where applicable.)

PRIORITY READING - Please provide contact telephone number (_____________________________)
___________________________________________________________________________________________________________________COMMENTS:

      ARTHROGRAM

_______________________________________________________________________________________________

9000 Waukegan Road  Suite # 110  
Morton Grove, IL 60053
P: 847-213-2700   F: 847-213-2709 
www.3Timaging.com

______________________________

ORBITS for MRI

CHEST PA & LATERAL

ABDOMEN complete

ABDOMEN KUB (1 view)

3     5      F/E CERVICAL SPINE

      THORACIC SPINE

3     5      F/E LUMBAR SPINE

      PELVIS

R     L      B  HIP / KNEE

R     L      B  FOOT / ANKLE

R     L      B  SHOULDER / CLAVICLE

R     L      B  HAND / WRIST

R     L      B  RIBS

R     L      B  HUMERUS / ELBOW / FOREARM

R     L      B  FEMUR / TIB - FIB

R     L        FINGER / TOES 

OTHER:

X-RAY ULTRASOUND
ABDOMEN COMPLETE

PROSTATE MRI
MRI  w/wo CONTRAST

LIVER / GB / PANCREAS (RUQ)

KIDNEY / BLADDER

THYROID

SCROTAL / TESTICULAR

PELVIC TRANSABD & TRANSVAG

OBSTETRICAL -1st TRIMESTER

OBSTETRICAL - 2nd / 3rd TRIMESTER

BIOPHYSICAL PROFILE

*CAROTID DOPPLER

AORTA

R    L    B          LE        ARTERIAL DOPPLER

R    L    B UE   LE         VENOUS DOPPLER

UE   LE         MUSCULOSKELETAL STUDY

OTHER:

OTHER:

CT SCAN
(Multidetector)

wo w/wo w BRAIN 

wo     SINUSES

wo     FACIAL BONES

w/wo w NECK SOFT TISSUE

wo     w CHEST

     w PE CHEST

wo  w/wo w ABDOMEN / PELVIS

wo      Renal Stone Study 

  w/wo  CT Urogram 

      CERVICAL SPINE

     THORACIC SPINE

     LUMBAR SPINE

R    L    B  SHOULDER / ELBOW / WRIST

R    L    B  HIP / KNEE / ANKLE / FOOT

3D RECONSTRUCTION

CT ANGIOGRAPHY (CTA)

*CAROTID / NECK CTA

*THORACIC AORTA CTA

*ABDOMINAL AORTA CTA

CT Calcium Score

UE   LER    L    B      *PERIPHERAL CTA

ECHOCARDIOGRAM

WOMEN’S IMAGING

w/wo

w/wo

R L

CT SCAN

OTHER

SCREENING MAMMOGRAPHY (CHECK ALL THAT APPLY) 
  ☐  ANNUAL (NO SYMPTOMS)
  ☐  IF INDICATED, MAY ADD DIAGNOSTIC VIEWS AND/OR ULTRASOUND

DIAGNOSTIC MAMMOGRAPHY WITH ULTRASOUND IF MEDICALLY INDICATED
  ☐  B          ☐  R          ☐  L          ☐  MAY ADD R/L PRN 

BREAST ULTRASOUND        ☐  BILATERAL        ☐  R        ☐  L
  ☐  W MAMMOGRAPHY IF INDICATED

BREAST MRI W/WO   PLEASE CALL: PERFORMED AT OUR LISLE CENTER

☐  BONE DENSITY (DEXA)

INTRAVENOUS CONTRAST PER RADIOLOGIST DISCRETION (If you do not select this option, please select a contrast option where applicable.)

With Contrast              Without Contrast                   With and Without Contrast             On-site BUN/Cr testing if needed

MRI

          DATE:

PATIENT’S NAME:

PATIENT’S PHONE#:        DOB:

PHYSICIAN:

CLINICAL HISTORY/INDICATION:

Pre-certification:
Date:
Exp:
ICD-10:

cc/NAME:       FAX NUMBER:

PHYSICIAN’S SIGNATURE:

COMMENTS:PERTINENT CLINICAL DIAGNOSIS REQUIRED 
PLEASE PROVIDE SPECIFIC ICD-10 CODES AND WHEN POSSIBLE: 
SYMPTOMS, LOCATION, DURATION, AND PERTINENT PAST 
HISTORY. (PLEASE DO NOT USE “RULE OUT”, “POSSIBLE”, ETC.)

1888 BAY SCOTT CIRCLE
NAPERVILLE, IL 60540

(O) (630) 717 3700
(F1) (630) 717 3701
(F2) (630) 717 0861
(E-FAX) (630) 839-1902
www.NapervilleMRI.com

If clinical decision support (CDS) software utilized, please specify vendor and approval: 

ECHOCARDIOGRAPHY
   2D ECHOCARDIOGRAPHY

ABDOMEN COMPLETE
LIVER / GB / PANCREAS  (RUQ)
KIDNEY / BLADDER
THYROID
SCROTAL / TESTICULAR
PELVIC TRANSABD & TRANSVAG
CAROTID DOPPLER
AORTA
OBSTETRIC
  ☐  Ist Trimester w EV if needed

  ☐  2nd/3rd Trimester

  ☐  OB other:

R   L   B      LE   ARTERIAL DOPPLER
R   L   B      LE   VENOUS  DOPPLER
UE   LE   MUSCULOSKELETAL STUDY
 with Dr. B. Kincaid

SPECIFY:

BRAIN / NEURO
  ☐  BRAIN (ROUTINE)

  ☐  PITUITARY ☐  ORBITS
  ☐  IAC’S
 MRI NECK (SOFT TISSUE)

 MRA BRAIN (CIRCLE OF WILLIS)

 MRA NECK (CAROTIDS)

SPINE ☐  CERVICAL ☐  THORACIC
       ☐  LUMBAR ☐  SACRUM

EXTREMITIES
 R  L   SHOULDER  ☐ with arthrogram

 R  L   HUMERUS
 R  L   ELBOW ☐ with arthrogram

 R  L   FOREARM
 R  L   WRIST ☐ with arthrogram

 R  L   HAND
 R  L   HIP ☐ with arthrogram

 R  L   FEMUR
 R  L   KNEE ☐ with arthrogram

 R  L   LEG (TIBIA/FIBULA)

 R  L   ANKLE/HINDFOOT
 R  L   FOREFOOT
ABDOMEN / CHEST
 ☐  LIVER ☐  MRCP
 ☐  PANCREAS
 ☐  RENAL
 ☐  CHEST
 ☐  OTHER:
 ☐  MRA:

PELVIS
  ☐  BONY          ☐  SI JOINTS
  ☐  UTERUS/OVARIES
  ☐  PROSTATE (PLEASE CALL)
  ☐  HERNIA PROTOCOL
  ☐  SOFT TISSUE SPECIFY

ULTRASOUND X-RAY

WOMEN’S IMAGING

 ORBITS for MRI
 CHEST PA & LATERAL
 ABDOMEN
 ☐  SUPINE   ☐  SUPINE / UPRIGHT

 PELVIS
 3   5   F/E CERVICAL SPINE            

  THORACIC SPINE
 3   5   F/E LUMBAR SPINE
  SCOLIOSIS
  BONE AGE (L HAND)

JOINTS AND EXTREMITIES SPECIFY

R     L     B

R     L     B

R     L     B

X-RAY OTHER:

 BRAIN
 SINUSES
 FACIAL BONES
          NECK SOFT TISSUE
 IAC’s / TEMPORAL BONE
 CHEST
 SCREENING CHEST (LDCT) wo

 PE  CHEST  CTA
 ABDOMEN / PELVIS
 RENAL STONE STUDY       wo

 CT UROGRAM  w/wo

 CERVICAL SPINE
 THORACIC SPINE
  LUMBAR SPINE
 CT MYELOGRAPHY
  R  L  SHOULDER / ELBOW / WRIST

 R  L  HIP / KNEE / ANKLE / FOOT

 CT CALCIUM SCORE

CT ANGIOGRAPHY (CTA) w contrast 
 ☐  CTA HEAD
 ☐  CTA CAROTID / NECK
 ☐  PULMONARY CTA
 ☐  CTA THORACIC AORTA
 ☐  CTA ABDOMINAL AORTA

 ☐  CTA AORTA & LOW EXT RUNOFF

PRIORITY READING - Please provide contact telephone number (_____________________________)

CT SCAN

OTHER

SCREENING MAMMOGRAPHY (CHECK ALL THAT APPLY)
  ☐  ANNUAL (NO SYMPTOMS)
  ☐  IF INDICATED, MAY ADD DIAGNOSTIC VIEWS AND/OR ULTRASOUND

DIAGNOSTIC MAMMOGRAPHY WITH ULTRASOUND IF MEDICALLY INDICATED
  ☐  B          ☐  R          ☐  L          ☐  MAY ADD R/L PRN 

BREAST ULTRASOUND        ☐  BILATERAL        ☐  R        ☐  L
  ☐  W MAMMOGRAPHY IF INDICATED

BREAST MRI W/WO   PLEASE CALL: PERFORMED AT OUR LISLE CENTER

☐  BONE DENSITY (DEXA)

INTRAVENOUS CONTRAST PER RADIOLOGIST DISCRETION (If you do not select this option, please select a contrast option where applicable.)

With Contrast              Without Contrast                   With and Without Contrast             On-site BUN/Cr testing if needed

MRI

          DATE:

PATIENT’S NAME:

PATIENT’S PHONE#:        DOB:

PHYSICIAN:

CLINICAL HISTORY/INDICATION:

Pre-certifi cation:
Date:
Exp:
ICD-10:

cc/NAME:       FAX NUMBER:

PHYSICIAN’S SIGNATURE:

COMMENTS:PERTINENT CLINICAL DIAGNOSIS REQUIRED 
PLEASE PROVIDE SPECIFIC ICD-10 CODES AND WHEN POSSIBLE: 
SYMPTOMS, LOCATION, DURATION, AND PERTINENT PAST 
HISTORY. (PLEASE DO NOT USE “RULE OUT”, “POSSIBLE”, ETC.)

1888 BAY SCOTT CIRCLE
NAPERVILLE, IL 60540

(O) (630) 717 3700
(F1) (630) 717 3701
(F2) (630) 717 0861
(E-FAX) (630) 839-1902
www.NapervilleMRI.com

If clinical decision support (CDS) software utilized, please specify vendor and approval: 

ECHOCARDIOGRAPHY
   2D ECHOCARDIOGRAPHY

REV: 09/01

Scheduling: 
231.714.4306 
Fax: 231.714.0077
4290 Copper Ridge Dr. 
Suite 100
Traverse City, MI 49684

 INTRAVENOUS CONTRAST PER RADIOLOGIST DISCRETION (If you do not select this option, please select a contrast option where applicable.)

MRI CT SCAN

OTHER

AbDOMEN COMPLETE
AbDOMEN (RUQ) (LUQ)
RENAL
RENAL/bLADDER
HERNIA – SPECIFy LOCATION
PELVIC TRANSAbD & TRANSVAG
CAROTID DOPPLER
AORTA
ObSTETRIC
  1st trimester w EV if needed

  2nd/3rd trimester

  ob other:

R  L  b  LE  VENOUS DOPPLER
UPPER ExTREMITy
UE  LE  MUSCULOSkELETAL STUDy
SPECIFy

ORbITS FOR MRI
CHEST PA & LATERAL
AbDOMEN SERIES (inc chest)
kUb 
PELVIS
3  5  F/E CERVICAL SPINE
 THORACIC SPINE
3  5  F/3 LUMbAR SPINE

ULTRASOUND 

x-RAy
jOINTS AND ExTREMITIES 
SPECIFy
R   L   b
R   L   b
R   L   b

OTHER

BRAIN

SINUSES

FACIAL BONES

NECK SOFT TISSUE

IAC’s / TEMPERAL BONE

CHEST

SCREENING CHEST (LDCT) wo

ABDOMEN / PELVIS

RENAL STONE STUDY wo

CT UROGRAM w/wo

CERVICAL SPINE

THORACIC SPINE

LUMBAR SPINE

r l SHOULDER/ELBOw/wRIST

r l HIP / KNEE / ANKLE / FOOT

 DATE: _______________________

PATIENT’S NAME:

PATIENT’S PHONE#:________________________ DOB: ________________________

INSURANCE NAME _________________________ GROUP NUMBER _____________

PHYSICIAN: _________________________________________________ __________

CLINICAL HISTORY/INDICATION: __________________________________________  

______________________________________________________________________

______________________________________________________________________

CC/NAME: ________________________________ FAX NUMBER: ________________

PHYSICIAN’S SIGNATURE:___________ _____________________________________

PERTINENT CLINICAL DIAGNOSIS REQUIRED
PLEASE PROVIDE SPECIFIC ICD-10 CODES AND wHEN POSSIBLE:
SYMPTOMS, LOCATION, DURATION, AND PERTINENT PAST
HISTORY. (PLEASE DO NOT USE “RULE OUT”, “POSSIBLE”, ETC.)

without Contrast

PELVIS
	  BONY SI JOINTS

	  UTERUS/OVARIES

	  PROSTATE (PLEASE CALL)

	  SOFT TISSUE SPECIFY


