MRI of Springfield 1420 E. Bradford Parkway

ACR Accredited MRI Center Springfield, Missouri 65804
Phone (417) 885-1100 just South of Primrose & Fremont
Fax (417) 885-1109 800-MRI-STAT (674-7828)
Magnetic Resonance Imaging.......... MRI....... Patient order..........ccocvevennnnne

Patient Name:

Date of Exam: Time of Exam:

TYPE OF STUDY(IES) REQUESTED:

[1 Brain O Shoulder oL 0O R

[0 Neck (soft tissue) O Elbow O L O R
[ Pituitary O Wrist O L O R
[0 Cervical Spine O Hip O L O R
[0 Thoracic Spine O Knee O L O R
0  Lumbar Spine O Ankle O L O R
1 Abdomen O MRA

[1  Pelvis 0 Other

[0 Gadolinium Requested 0 Gadolinium if Appropriate 0 Request images sent to my office

0O Send Patient Images & Report for consultation with:

Diagnosis/Reason for Exam

Ordering Physician:

Address:

Phone: Fax:

NOTICE OF CONFIDENTIALITY
The document(s) accompanying this facsimile transmission contains Protected Health Information belonging to the sender which is
legally and medically privileged. The information is intended only for the use of the individual or entity named above. If you are not
the intended recipient you are hereby notified that any disclosure, copying, distribution, or taking of any action on the contents of this
facsimile information is strictly prohibited. If you have received this facsimile transmission in error, please immediately notify us by
telephone to arrange for return of the document(s) to us.




