
        
 
Phone:541-726-4462/541-747-4357  Fax:541-744-6053    Phone:541-726-4462/541-747-4357  Fax:541-744-6053 
DIAGNOSTIC IMAGING OP ORDER FORM     DIAGNOSTIC IMAGING OP ORDER FORM 
 
Appointment Date:_________________Time:____________    Appointment Date:_________________Time:___________ 
 
Patient Name:______________________________________    Patient Name:_____________________________________ 
 
DOB:__________________    SSN:_____________________    DOB:__________________    SSN:_____________________ 
 
Exam:_____________________________________________    Exam:___________________________________________ 
⁯ May add/change at Radiologist Discretion       ⁯ May add/change at Radiologist Discretion 
 
Body part to be examined:_____________________________    Body part to be examined:_____________________________ 
 
Sedation: ⁯ General  ⁯ MAC  ⁯ Moderate/Conscious  ⁯None    Sedation: ⁯ General  ⁯ MAC  ⁯ Moderate/Conscious  ⁯None 
 
Diagnosis:__________________________________________               Diagnosis:_________________________________________ 
 
Complete remainder of form for MRI’s ONLY:      Complete remainder of form for MRI’s ONLY: 
     YES  NO          YES  NO 
Is Patient Claustrophobic?      ____________     _________    Is Patient Claustrophobic?      ____________     _________ 
 
Cardiac Pacemaker?       ____________     _________    Cardiac Pacemaker?       ____________     _________ 
 
Metal in Eyes?                   ____________     _________    Metal in Eyes?                   ____________     _________ 
 
Intracranial Clips?                       ____________     _________    Intracranial Clips?                       ____________     _________ 
 
Tattoos in area to be Examined? ____________     _________    Tattoos in area to be Examined? ____________     _________ 
 
Physician Signature:__________________________________    Physician Signature:________________________________ 


