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MOBILE DIAGNOSTIC IMAGING
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Cutting edge MRI services!

6500 Barrie Road
Edina, MN 55435
Office: 952.920.6500
Toll Free Office: 866.331.9223
Fax: 952.920.9702
Toll Free Fax: 866.331.8654
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YOUR APPOINTMENT (STAFF FILLS OUT)

AREAS TO BE EXAMINED (DOCTOR FILLS OUT)

am/pm

DATE: __/_ /0__ MTWThF SaSu l TINE:

¢ PLEASE ARRIVE 30 MINUTES EARLY TO COMPLETE PAPERWORK.

¢ PLEASE ARRIVE 15 MINUTES EARLY IF PAPERWORK IS COMPLETED.

REFERRING PHYSICIAN (PRINT)

CLINIC NAME

BODY HEAD OTHER
[JcChest [Hip (JR QL | [ Head

[ Pelvis ™

SPINE EXTREMITIES

[J Cervical Levels:
[ Thoracic Levels:
[] Lumbar  Levels:

[ Shoulder (JR [JL [ Tib/fib [JR L
[OEbow [JR L [JAnke [(JR[JL
COwist [JROL [HFrot [JR[OL
Okree [JR[L

CLINIG ADDRESS

NECESSITY FOR MRI EXAM (DOCTOR FILLS OUT)

DIAGNOSIS (ES)

OFFICE PHONE OFFICE FAX 1.
2.
3.
PATIENT INFORMATION (PATIENT FILLS OUT) %BJPE/ﬁTNIVIEN_COMPLAINTS

PATIENT NAME (PRINT LAST, FIRST, MIDDLE INITIAL)

ADDRESS
CITY STATE ZIP CODE
HOME PHONE WORK_PHONE
CELL PHONE DOB

| M F
LAWYER'S NANE LAWYER'S TELEPHONE #

LAWYER'S ADDRESS (WITH CITY, STATE, ZIP)

| HEREBY AUTHORIZE THE MRI SCAN AND AUTHORIZE PAYMENT TO MDI, INC.

X DATE: _ /_ J0_
(PATIENT OR PARENT/GUARDIAN SIGNATURE REQUIRED)

[C] RADICULOPATHY RADIATING TO:

[C] OTHER COMPLAINTS:

OBJECTIVE FINDINGS

PROGNOSIS

[CJ EXCELLENT [CJFAIR [CJPENDING MRI RESULTS

[C] Goop [JPOOR

DOCTOR’S SIGNATURE REQUIRED

X DATE: _ /. /0_

INSURANCE INFORMATION (STAFF FILLS OUT) -fax enlarged front and back copy of Health Insurance card

INSURANCE COMPANY
NAME
ADDRESS
CITY
STATE
ZIP
CLAIMS REP.
PHONE
GROUP #
CLAIM #
SUBSCRIBER #

CHECK ONE:

O3 INSURANCE

[0 CAR ACCIDENT
DATE OF ACCIDENT___ /___ /

CJ WORKERS COMPENSAT ION
DATE OF ACCIDENT___/___ /
EMPLOYER AT TIME OF INJURY
PHONE #
ADDRESS
CITY
STATE
ZIP

(] OTHER

FIND CLOSEST IMAGING CENTER AT:

mobilediagnosticimage.com
(fill out back side of form—)





