BOSHELL BUILDING
OUTPA%:ET\J[?TI(I)’\IQ%SC%%&JARRENIIRREIQUEST 1808 771 AVe soUTH
PHONE (205)934-9906 FAX (205)975-1952
Patient Name: DOB: | Sex:
Phone#: ( ) MRN:
Attending MD: Referring MD:

REASON STUDY IS REQUESTED

ease be very specilic. Must include enough clinical information to justify use of cardiac magnetic resonance imaging.
Include any pertinent previous diagnostic testing resuits.) .

[ CARDIAC ]

(3  veNTRICULAR FUNCTION () coneeniTaL
() vALVE AssessMeNT () PERICARDIAL DISEASE
{0 wowmMass (J otHER

| vascuar |
()  THORACIC ACRTA () CAROTIDI VERTEBRALS
()  ABDOMINAL AORTA ()  ILIOFEMORALS
(O  RENAL ARTERIES () OTHER

{ DOES THE PATIENT HAVE ANY OF THE FOLLOWING? |

(n) gQRP%ZAvcwERMEgKER' eo. @ METALLIC FOREIGN BODY
) (n)  aneurvsmcups ) C N ) WEIGHT ABOVE 250 LS.

If yes please notify a technologist at CVMRI, 934-9906. Faiiure to identify the above can

be Eotentlallx life threatenlng for the patient.

[Insurance Info: ]
Primary Camer Secondary Carrier
Palicy Holder: Policy Holder:
Policy # Policy #
Group # Group #
“*Precertification required?: Yes No Autharization #:
Precertification performed by: (Name of person at insurance company)

***Note: Many insurance companies requlre precertification for cardiac MR! procedures. If given 48 hours notice, the CVMRI staff will
obtain these precertifications if additional clinical information is provided.  If study needs to be performed same or next day, please cail
the number on the back of the patient's insurance card and obtain authorization number before scheduling study.

Ordered by: Extension:

Date Scheduled: Tirme:

Does patient have a clinic visit scheduled on day of exam? Time

To order study: 1. Complete request form. *
" 2. Call 934-9906 to schedule date & time. Give patlent directions to facility.
3. Fax request form to CVMRI at (205) 975 1952.
* A MR technologist will be giad to complete this form for you over the telephone. However, the caller must be ‘

able to provide all information rﬂuested.
S o
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