
BREAST IMAGING

BONE DENSITOMETRY

ULTRASOUND

CT Scan (64 Slice)  MRI X-RAY
X

■■ BONE DENSITOMETRY 
 (HIPS AND SPINE)

CT ANGIOGRAPHY (CTA)

MR ANGIOGRAPHY (MRA)

EXTREMITIES
SHOULDER ■ R ■ L KNEE ■ R ■ L

ELBOW ■ R ■ L ANKLE ■ R ■ L

WRIST ■ R ■ L FOOT ■ R ■ L

HIP ■ R ■ L OTHER __________
THIGH ■ R ■ L _______________________ 

■■ CORONARY CT ANGIOGRAM (CT 64 SLICE)
■■ BRAIN / CIRCLE OF WILLIS
■■ CHEST  ■■ CAROTID
■■ ABDOMINAL
 ■■ RENAL ARTERY   ■■ ABDOMINAL AORTA
■■ UPPER EXTREMITIES
■■ LOWER EXTREMITIES
■■ CORONARY CALCIUM SCORING
■■ OTHER _______________________________          

PLEASE PRINT:
Patient’s Name: ___________________________________________________________________________Patient’s SS#: ___________________________

Patient’s Date of Birth: _______________________________ Patient’s Phone: _________________________________ Is Patient Pregnant? Yes  No 

Referring Physician’s Name: _______________________________________________________________________NPI# ____________________________

Referring Physician’s Phone: _______________________________________ Referring Physician’s Fax: __________________________________________

Referring Physician’s Address: ______________________________________________________________________________________________________

Clinical History: __________________________________________________________________________________________________________________
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BRAIN
POSTERIOR FOSSA
PITUITARY GLAND
INTERNAL AUDITORY CANAL
ORBITS
PARANASAL SINUSES
TMJ
NECK (SOFT TISSUE)

BRAIN / CIRCLE OF WILLIS
BRAIN / MRV 
CAROTID
ABDOMINAL:

RENAL ARTERY    ABDOMINAL AORTA
UPPER EXTREMITY: ________________________
LOWER EXTREMITY: _______________________
OTHER ___________________________________

n ABDOMEN (COMPLETE) n LIVER / GB
n KIDNEYS n PELVIS (OBSTETRICAL)
        n 1st Trimester    
        n 2nd/3rd Trimester 

n PELVIS (TRANS-ABDOMINAL) n PROSTATE 
n PELVIS (TRANS-VAGINAL) n SCROTUM
n ECHOCARDIOGRAM n URINARY BLADDER 
n CAROTID DUPLEX n THYROID 
n AORTA n OTHER ____________ 

EXTREMITY DOPPLER: ■ Upper ■ Lower
Arterial:  ■ Bilateral   ■ R ■ L
Venous: ■ Bilateral   ■ R ■ L

BRACHIAL PLEXUS
C-SPINE
T-SPINE
L-SPINE
ABDOMEN
PELVIS
MRCP
OTHER _______________

n CHEST (2 VIEWS)  n PA ONLY

n ABDOMEN (KUB)

n ABDOMEN SUPINE/UPRIGHT

n PELVIS

n CERVICAL SPINE

n THORACIC SPINE

n LUMBOSACRAL SPINE

n SACRUM & COCCYX

n CLAVICLE ■ R ■ L

n RIBS ■ R ■ L

n SHOULDER ■ R ■ L

n HUMERUS ■ R ■ L

n ELBOW ■ R ■ L

n RADIUS/ULNA ■ R ■ L

n WRIST ■ R ■ L

n NASAL BONES

n FACIAL BONES

n HAND ■ R ■ L

n HIP ■ R ■ L

n FEMUR ■ R ■ L

n KNEE ■ R ■ L

n SKULL SERIES

n SINUSES

n TIBIA-FIBULA ■ R ■ L

n ANKLE ■ R ■ L

n FOOT ■ R ■ L

OTHER ____________________
__________________________

Please call 212-925-9788 to schedule an appointment. Please have your insurance card available. Please Note: Co-payments are collected at time of visit.

Appointment Date / Time: __________________________ Auth #: _______________________________

Please check off clinical finding(s):

■ Breast Pain
■ Implant Problem
■ Nipple Discharge
■ Palpable Mass
■ Other ___________________________
Please check off procedure (s) requested:

■ Routine Annual Screening Mammogram
■ Recall for Abnormal Screening Mammogram
■ Diagnostic Mammogram:  ■ Bilateral
 ■ Unilateral  ■ R ■ L

■ Breast Ultrasound   ■ R ■ L
Breast Ultrasound Biopsy:
 ■ Fine Needle Aspiration ■ Core Biopsy
 ■ Cyst Aspiration ■ Stereotactic Biopsy
 ■ Breast MRI ■ Breast MRI Biopsy

With Gadolinium        Without Gadolinium

With Gadolinium        Without Gadolinium

■ With IV Contrast
■ BRAIN
■ ORBITS
■ SINUSES
■ IAC / TEMPORAL BONE
■ FACIAL BONES
■ NECK (SOFT TISSUES)
■ C-SPINE
■ T-SPINE
■ L-SPINE

■ Without IV Contrast
 ■ CHEST
 ■ ABDOMEN / PELVIS
 ■ ABDOMEN
 ■ PELVIS
 ■ EXTREMITIES
 ■■ OTHER ________________
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PELVIC ULTRASOUND: Regular diet the day of exam. One hour before the appointment drink at least
4 glasses (32 ounces) of water. DO NOT URINATE.

ABDOMINAL ULTRASOUND: Absolutely nothing to eat or drink after midnight or 8 hours prior to examination.

CT OF ABDOMEN OR PELVIS: Absolutely nothing to eat or drink after midnight or 6 hours prior to examination.

OTHER CT SCANS PERFORMED WITH CONTRAST: Nothing to eat or drink 6 hours prior to examination.

CTA: Follow specific instructions given at the time of scheduling an appointment.

Do not take any calcium supplements on the day of the exam.

This exam may not be performed if you have a cardiac pacemaker, cerebral aneurysm clips or a metallic hearing
implant. If you are a sheet metal worker or have ever had metal fragments in your eye(s), a skull x-ray may be
taken prior to your MRI exam. Wear comfortable loose fitting clothes, such as a sweatshirt. Do not wear earrings,
hairpins or jewelry. Do not apply eye shadow or mascara. Nicotine patches should be removed before your exam.

On the day of your appointment, DO NOT use any perfume, lotion, powder or deodorant on the breasts or
underarms. Please bring all prior mammograms and breast ultrasounds to the appointment.

Please inform us if you are or may be pregnant prior to scheduling your exam.


