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External Medical Imaging Order Form

225 East Chicago Avenue, Box 9
Chicago, Illinois 60611-2605

P 312-227-4277 | F 312-227-9782

Order Date:

Expected Date

Patient Name:

MRN:

Date of Birth:

Sex: (circle one): M F

Parent / Contact Name:

Home Phone Number:

Mobile Phone Number:

ORDER REQUEST

Modality (circle one): XR us NM CT MR
Procedure(s):

Check One: 1 Non-Sedate 1 Sedate 1 GA
Contrast (circle one): Y N N/A

If Yes, reason for contrast :

Diagnosis (ICD-10 code(s) and description):

Clinical History:

Authorizing Provider (Please Print):

NP1 #

Phone number/pager: Date/Time:

Authorizing Provider Signature:
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