
Patient Name:         

Patient DOB:          

Patient Phone:                    

Insurance Company:       

Insurance Contract Number:      

Insurance Group Number:     

 
If Patient has insurance, please include a demographic sheet and progress note with the order.  

 
Rev 2/2023 

Ordering Provider:       Pre-certification:  

Ordering Practice:         Date:  

Copy to Provider:         Expires:  

ICD-10:  

Provider Signature:  If Clinical Decision Support (CDS) utilized, specify vendor and approval: 

 
CLINICAL DIAGNOSIS: (required)    
          COMMENTS:    
Please provide specific ICD-10 codes and when possible                           
symptoms, location, duration, and pertinent past history  
(Please do not use “rule out”, “possible”, etc.)  
 
    INTRAVENOUS CONTRAST PER RADIOLOGIST DISCRETION (if you do not select this option, please select a contrast option where applicable) 

     WITHOUT CONTRAST          WITH CONTRAST      WITH AND WITHOUT CONTRAST 
 

              MRI          ULTRASOUND             X-RAY 
 MRA – Head w/o only     

Brain/Neuro  Abdomen Complete   Orbits for MRI 

 Brain (Routine)  Abdomen     RUQ       LUQ  Chest PA & Lateral 

 Pituitary  Renal  Abdomen Series (inc. Chest) 

 Orbits  Renal/Bladder  KUB 

 IAC’s  Hernia – Specify Location  Pelvis 

Spine  Pelvic TransABD &TransVag  3v  5v  Cervical Spine   Fl/Ext 

 Cervical  Carotid Doppler  Thoracic Spine 

 Thoracic  Aorta  3v   5v   Lumbar Spine   Fl/Ext 

 Lumbar  Obstetric Joints and Extremities 

 Sacrum   1st Trimester with EV if needed  Specify:  

Extremities   Complete  R        L        B 

 R    L        Shoulder   OB Other:  LTD or FU  Specify:  

 R    L        Humerus  Venous Doppler     R    L    B   LE   UE     R         L         B 

 R    L        Elbow  Soft Tissue:    
 R     L       Forearm   

 R     L       Wrist 
                                                         CT SCAN  R     L       Hip 

 R     L       Femur  Brain  Renal Stone Study        w/o only 
 R      L      Knee  Sinuses  CT Urogram                with and w/o 
 R      L      Leg (Tibia/Fibula)  Facial Bones  Cervical Spine 
 R      L      Ankle/Hindfoot  Neck Soft Tissue  Thoracic Spine 
 R      L      Forefoot  IACS/Temporal Bone  Lumbar Spine 

Pelvis  Chest   R    L    Shoulder / Elbow / Wrist 

 Bony Pelvis   Screening Chest (LDCT)  w/o only  R    L    Hip / Knee / Ankle / Foot  

 Pelvis                                    with and w/o  Abdomen / Pelvis  

Abdomen   
 Routine Abdomen       with and w/o   
 MRCP Abdomen          with and w/o   
 Kidney                                with and w/o   
 Liver                                     with and w/o   

 

Scheduling:  
Phone: 231-714-4306 
Fax: 231-714-0077 
4290 Copper Ridge Dr.  
STE 100 
Traverse City MI 49684 


