
 

    

        

     

                       

                    

 

    

        

    
 

 

         

   

 

 

 

                          

      

    

      

      

  

           

          

                  

                     

      

      

           

 

 

  

 

 

  

          

    

   

-D I AG N O S T I C  I M AG I N G  S E R V I C E S  O R D E R  F O R M T I N :9 2  214 2 3 0 0

OHSU Health Diagnostic Imaging Clinic, Cedar Hills 

9775 S.W. Wilshire St., Suite 100, Portland, OR 97225 

OHSU Health Diagnostic Imaging Clinic, NE Portland

      1800 N.E. Second Ave, Portland, OR 97212 

T  O  R  E  Q  U  E  S  T  I  M  A  G  I  N  G  ,  FA  X  T  H  I  S  F  O  R  M  T  O  503-346-8600 T  O  S  C  H  E  D  U  L  E  ,  C  A  L  L  503-346-4949 

PAT I E N T  D E M O G R A P H I C S  R E Q U I R E D  F I E L D S ,  A L L  M U S T  B E  C O M P L E T E .

Patient Name ____________________________________________________________________________ DOB  ___________________   Height ______________ Weight _____________ 

Phone Number _________________________________________ Cell Number ________________________________________ Other Contact _____________________________________ 

Referring Physician Name _____________________________________________________ 

Symptoms / Reason for Exam __________________________________________________ Physician Signature ___________________________________________________________ 

U RG E N T  RO U T I N E  Ordering Phone Number_______________________________________________________ 

Ordering Fax Number _________________________________________________________ 

Request Access to Online Images 

Clinic Contact__________________________________________________________________ 

Clinic Address__________________________________________________________________ 

_________________________________________________________________________ 

ICD-10 Codes __________________________________________________________________ 

ICD-10 Description (required)_________________________________________________ 

__________________________________________________________________________________ 

Additional Information ________________________________________________________ 

O B TA I N  P R I O R  AU T H O R I Z AT I O N  P R I O R  AU T H O R I Z AT I O N  I N FO R M AT I O N  

Insurance________________________________________________________________________ 

ID Number______________________________________________________________________ 

Group Number__________________________________________________________________ 

Subscriber Name _______________________________________________________________ 

Authorization Number_________________________________________________________ 

Authorization Dates____________________________-_______________________________ 

MVA  / WC______________________________________________________________________ 

Claim Rep Name________________________________________________________________ 

Claim Rep Phone Number______________________________________________________ 

Claim Number__________________________________________ _______________________ 

Date of Injury   ________________ 

M R I   ( FA I L U R E  TO  D O C U M E N T  I M P L A N T S  M AY  D E L AY  PAT I E N T  C A R E )  

Pacemaker   DBS Other Implant _____________________________________________ Make / Model / Implant Date ________________________________________ 

NS (Nerve Stimulator) __________________________________________________________________ 

Ortho Implant Location ________________________________________________________________  Stent / Coil Location _________________________________________________

 W I T H O U T  C O N T R A S T  W I T H  A N D  W I T H O U T  C O N T R A S T    G A D O L I N I U M  A L L E RG Y   O N  D I A LY S I S  

Brain MRI    Brain MRA Seizure Brain 

MRA Carotid MRV Head ST Neck 

Orbits Pituitary IAC 

Trigeminal CSF Flow Cervical 

Thoracic Lumbar Sacrum (SI Joints)               

Lumbosacral Plexus

 Other _______________________________________________________________________ 

Knee               Left  Right 

Shoulder      Left    Right 

Extremity_____________________ Left  Right Bilateral 

Abdomen Female Pelvis Liver MRCP 

Pelvis Soft Tissue    Pelvis: Bony    Pudendal Nerve 

Pelvis Sciatic Nerve    Piriformis     Brachial Plexus 

Prostate – ECOIL   Yes No 

PAT I E N T  R E F E R R A L  M AY  B E  T R A N S F E R R E D  TO  A LT E R N AT E  O H S U  S I T E  I F  S T U DY  I S  N OT  AVA I L A B L E  AT  O U T PAT I E N T  I M AG I N G  C E N T E R  

C H E C K  A L L  T H AT  A P P LY  

Requires Physical Assistance*______________________________________________ 

Needs an Interpreter _______________________________________________________ 

Preferred Language ________________________________________________________ 

Coming from Care Facility: 

Care Facility Contact Name ___________________________________________________ 

Care Facility Phone Number __________________________________________________ 

Difficult IV Start*__________________________________________________________ 

Port    PICC  Other Central Line ________________________________ 

Patient has a Trach*   Patient on a Ventilator* 

Number of Weeks Pregnant______________________________________________ 

*Patient may need imaging to be completed in a hospital imaging center – 

determined by screening questions. 
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