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To schedule an appointment, 

Fax this form to 614-717-6500 or call 866-MRI or CT (866-674-6728)

	Date:                               
	You are the: 

  ____ Case Manager   ____ Adjuster ____ Physician  ____  Other 
	Stat Procedure?  

____Y  ____ N

	Name: 
	Company: 


	Contact Preference:

___ EMAIL  ___ PHONE  ___FAX

	Phone Number:


	Fax Number:


	Email:



	Address:
	City: 
	State:
	Zip:

	Claims Adjuster: (if different from above)
	Insurance Company Name


	Phone 

Fax 

	Case Manager (if different from above)
	Company Name


	Phone 

Fax 

	Patient Information

	Patient Name:


	DOB:
	SSN:

	Patient Address:



	Patient City
	Patient State:
	Patient Zip:

	Patient Home Phone:


	Patient Work Phone:
	Language: (if other than English)



	Employer:


	Date of Injury:
	Claim Number:

	Referring Physician and Test Information

	Referring Physician:
	Specialty:
	Office Contact:

	Physician Address:


	Physician City:
	Physician ST: 
	Physician Zip:

	Physician Phone:
	Physician Fax:
	Next Appt Date:



	Diagnosis1:


	Body Area1:
	Procedure1:

	Diagnosis2:


	Body Area2:
	Procedure2:

	Diagnosis3:


	Body Area3:
	Procedure3:

	Notes and Special Instructions: 
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