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DEPARTMENT OF RADIOLOGY
REQUISITION FOR RADIOLOGIC CONSULTATION

REQUIRED INFORMATION

Date to be Done CIRCLE PATIENT LOCATION:
STAT or ORAL REPORT Phone Indicate Floor

Requesting Staft Physiclan EU

Beeper or Phone # Qutpatient

Referring M.D. Indlcate Clinle

Patient's Name i

Last First
Has patient had Radiologic Studies under another name?
Data of Birth
Cutpatient - Address
City, State, Zp
Home Phone,

HEIGHT {For bone age and glomeruier filtration rate studies)

WEIGHT {For ALL Nuclear medicine studies)
ICD-9
CODE
EXAM DESIRED SPECIFIC REASON FOR EXAMINATION REQUEST

{indicate Patient SYMPTOMS or SIGNS. Do not state for follow-up.)

Radiologist Use:




