2823 Market Center
Drive
Rockwall, TX 75032

CLEAR CHOICE
— IMAGING —

Phone: 972-777-3127
Fax: 972-728-5365

|:| STAT Today'sdate: __ / [/
Patient Information
Patient Name: Date of Birth: Phone:
Clinical Indication/ICD-10:
Referring Physician Information
Referring Physician: Signature (Required):
Phone: Fax:
Please fax the following with referral form
Most recent clinical notes Insurance card (front and back) Contrast patients ONLY

Previous imaging reports

Physical therapy notes

BUN/Creatinine results that are within 30 days

|:| CD w/patient

|:| Deliver CD

MRI

CT

o Without Contrast o With/Without Contrast o Radiologist Discretion

o Without Contrast o With Contrast o With/Without Contrast

o Oral Contrast Only o Radiologist Discretion

NEURO ORTHO
o Brain Right Left Bilat NEURO ORTHO
o Orbits o Clavicle o Brain Right Left Bilat
o IAC’s o Shoulder o Cervical Spine o Elbow
o Plfuﬂqry o Eltkj)rgfvrus o Lumbar Spine o Forearm
o Soft .Tlssue.Neck ° o Thoracic Spine o Finger(s):
o Cervical Spine o Forearm
- . . ENT o Hand
o Thoracic Spine o Wrist o
Lumbar Spine o Hand o Maxillofacial Bones o Humerus
© S /C o Finger(s): o Soft Tissue Neck o Shoulder
BODOY Oocrum oceyx MSK Pelvis ' o Orbit, Sella, Ear o Wrist
o Abdomen o Hip o Sinus o Ankle
o TMJ o Femur o Complete o Foot
o Brachial Plexus o Knee o Limited o Calcaneus
o Chest o Tib/Fib BODY o Femur
o Pelvis o Hindfoot/Ankle o Abdomen o Hip
MRA o Forefoot o Pelvis o Knee
o Head o Toefs): o  Cadlcium Scoring o Tib/Fib
o Neck o Other: o Chest o Toels):
o MR Venography: o Clavicle o Ofher:
o Lung Screening

ARTHROGRAPHY
o MR Arthrogram:
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