
Midwest Radiologic Imaging
(812) 858-0080 – Scheduling

Request for Outpatient Radiology Procedure

Patient Name ____________________________________  Physician ______________________________________

DOB _________________ SS# __________________ Appointment Date/Time_______________________________

Phone # ___________________________ Physician’s Signature ___________________________________________

Diagnostic Procedures
Please select Right or Left Where Indicated
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ICD9 Code:

*Diagnosis:

*Reason for Exam:

Additional comments or instructions:

Abdomen KUB
Abdomen Series
Ankle R/L
________________
Arthrogram
________________
Barium Enema
Barium Enema w/Air
Cervical Spine
Chest PA
Chest PA & Lateral
Clavicle – R/L
_________________
_________________
Elbow – R/L
Esophagus
Facial Bones
Femur – R/L
Fingers – R/L
Foot – R/L
Forearm – R/L
Gallbladder Oral
Hand – R/L
Hip – R/L
Humerus – R/L
IVP
Knee – R/L
Lower Leg – R/L

MRI  qqWithout Contrast
qqWith Contrast

(Specify area and Contrast)
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ICD9 Code:

*Diagnosis:

*Reason for Exam:

MRI Abdomen
MRI Brain
MRI Cervical
MRI Extremity R/L __________
MRI Hip R/L
MRI Knee R/L
MRI Lumbar
MRI Shoulder R/L
MRI Thoracic R/L

Other ____________________

CT qqWithout Contrast
qqWith Contrast

(Specify area and Contrast)
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ICD9 Code:

*Diagnosis:

*Reason for Exam:

CTAbdomen
CT Chest
CT Extremity R/L __________
CT Head
CT Kidneys
CT Neck
CT Pelvis
CT Spine ________________
CT Other ________________

Nuclear Medicine Procedures
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ICD9 Code:

*Diagnosis:

*Reason for Exam:

Thyroid Scan
Thyroid Scan & Uptate
Thyroid I-131 Treatment
GB Scan (HIDA)
Stress Myocardial Scans/WM/EF
Total Body Bone Scan
Regional Bone Scan
3 Phase Bone Scan
Renal Scan
PET/Ct Tumor Imaging ______________
PET/CT Brain Imaging ______________
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L.S. Spine
Mammogram
Mandible
Mastoids
Nasal Bones

OS Calcis R/L
Patella – R/L
Pelvis
Ribs – R/L
S.I. Joints
Sacrum
Salivary Gland
for Calculus
Scapula R/L
Shoulder – R/L
Sinuses
Skull
Sm. Bowel Series
Sternum
Thoracic Spine
Toes R/L
Tomography
_________________
Upper G.I.
_________________
Other: 
_________________
_________________

Ultrasound Procedures
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ICD9 Code:

*Diagnosis:

*Reason for Exam:

Abdominal
Abdominal – Dop.
Abdominal Limited
Aorta
Art. Doppler     /
Carotid Doppler
Carotid Duplex
Fetal Biophysical
Gall Bladder
Infant Hip

Other____________________________
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Needle Bx.
Neonatal head
Non-Vascular Ext.
OB/IVT
OB Mult. Gest.
Pelvic/IVT
Pleural Effusion
Pseudo Aneurysm
Renal
Testicular
Thyriod

MIDWEST RADIOLOGIC IMAGING FAX: 858-6637
*Required Information
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q Call Report q May Go


