
FAX FRONT AND BACK OF 
INSURANCE CARD(S) W/  ORDER 

IV Contrast:  Labs Required 
Recent Creatinine _________ 
Date of Labs _____________ 

 

PET/CT 
� WHOLE BODY (non-melanoma) 

� MELANOMA 

� ALZHEIMERS / DEMENTIA* 
 

SPECT / CT 
Includes diagnostic CT with 3D Reconstruction 

� Cervical Spine 
� Thoracic Spine 
� Lumbar Spine 
� Pelvis 
� Parathyroid  
� Hemangioma Scan 
� EXTREMITY: ______________ 
     � Right     � Left 
� Other: _______________________ 
 

ULTRASOUND 
� RIGHT UPPER QUADRANT 
     (Liver, Gallbladder, Pancreas, Biliary Tree) 

� AORTA 
� SPLEEN 
� RENAL 
� URINARY BLADDER 
� ABDOMEN COMPLETE 
� SCROTAL (testicular) 

� THYROID 
� CAROTID 
� VENOUS DOPPLER (choose all that apply) 

     � Upper (arm) . . . � R     � L  
     � Lower (leg)  . . . � R     � L  
� PELVIC WITH ENDOVAGINAL 
� OB (fetal age ______) 
� Other: ____________________________ 
 

SPECIAL INSTRUCTIONS 
� Omit 3D Reconstructions 
� Omit Diagnostic CT 
 

MRI 
(includes 3D Reconstruction) 

� HEAD / BRAIN 
� I.A.C. 
� ORBITS 
� TMJ 
� NECK (soft tissue) 

� BREAST (bilateral) 

� CHEST 
� JOINT: ____________________ 
     � Right � Left 
� SPINE  (choose all that apply) 

     � Cervical 
     � Thoracic 
     � Lumbar 
� ABDOMEN 
� PELVIS 
� EXTREMITY: ______________ 
     � Right     � Left 
� Other: _____________________ 

 
MRI Angiography (MRA) 
All exams include intravenous 
contrast & additional 3D Reconstructions 

� HEAD / BRAIN 
� NECK / CAROTID 
� CHEST (choose one) 

� Arch 
� Thoracic Aorta 

� ABDOMEN / PELVIS (choose one) 

     � Aorta 
     � Renal Arteries 
     � IMA/SMA/Celiac 
� A.I.F. RUN OFF 
� EXTREMITY (choose all that apply) 

� Upper . . . � R � L 
     � Lower  . . . � R     � L 
� Other: _________________________ 
 
 

CT 
(includes 3D Reconstruction) 

� HEAD/BRAIN 
� I.A.C. 
� SINUS . . . . � WITH INSTATRAK 
� NECK (soft tissue) 

� CHEST 
� ABDOMEN & PELVIS  
� CHEST, ABDOMEN & PELVIS 
� PELVIS  

� SPINE (choose all that apply) 

     � Cervical  
     � Thoracic  
     � Lumbar  
� Extremity :____________________ 
     � Right   � Left   
� VIRTUAL COLONOGRAPHY** 
� Other: _______________________ 

 
 

 

CT Angiography (CTA)  
All exams include intravenous 
contrast & additional 3D Reconstructions 

� HEAD/NECK 
� CHEST (choose one) 

     � Aorta . . . � for surgery planning 
     � Coronary  
     � Pulmonary (Lungs) 

� ABDOMEN / PELVIS (choose one) 

     � Aorta . . . � for surgery planning 
     � Renal Arteries 
     � A.I.F. run off 
� CORONARY CALCIUM SCORE ** 
� Other: __________________________ 

 
 

See Reverse for Facility Locations – www.EisenhowerImaging.org 

 
 

   Scheduling: (760) 674-3888 
    Fax: (760) 674-3889 
  Main: (760) 674-3850 

Tax ID# 95-3230347 
 

P A T I E N T   I N F O R M A T I O N 
 

� ROUTINE                                     � URGENT                                � STAT                         � CALL RESULTS 
 
NAME _________________________________________________________________   DATE ___________________________________ 

DOB _____________________  ADDRESS _____________________________________________________________________________   

TELEPHONE# DAY_____________________________________ EVE________________________________ � CALL TO SCHEDULE 

INSURANCE 1ST _________________________________  2ND ________________________________ 

INSURANCE AUTHORIZATION #: _____________________________________________________ 

APPOINTMENT DATE: __________________________________  TIME: _________________ am/pm 

C L I N I C A L   I N F O R M A T I O N 
 

CLINICAL HISTORY & SYMPTOMS:  __________________________________________________ 

____________________________________________________________________________________ 

ICD9 CODE(S): __________________________     CPT CODE(S): ____________________________ 

PREVIOUS EXAM:  _____________________________________  PLACE:  __________________________  DATE:  ______________ 

ORDERING PHYSICIAN ______________________________________________   TELEPHONE ________________________________ 

D I A G N O S T I C   I M A G I N G   E X A M S 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   
 

WHITE COPY – PHYSICIAN OFFICE        YELLOW COPY – PATIENT COPY 

 

NUCLEAR MEDICINE 
� HEPATOBILIARY SCAN 
     � with GB ejection fraction 
� BONE SCAN (choose one) 

     � whole body 
     � three phase 
     � Limited:  ________________ 
� LIVER-SPLEEN 
� MUGA 
� RENAL SCAN (choose one) 

     � Routine Scan 
     � with Lasix 
     � with Ace Inhibitor 
� THYROID SCAN (choose all that apply) 

     � with I-123 
     � with Technetium (Tc04) 
     � with multiple uptake 
� WHITE BLOOD CELL (WBC) (choose one) 

     � Whole body 
     � Limited:  __________________________ 
� GALLIUM SCAN (choose one) 

     � Whole body 
     � Lung (48hr standard) . . . � incl. 24hr 
     � Limited:  __________________________ 
� Other: ______________________________ 
 

RADIOLOGY 
Exam:  _____________________________ 
            _____________________________ 
            

EIC Use Only 
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