§ % KAISER PERMANENTE.

fodays dare For Radiology Orders:
REGIONAL RADIOLOGY SERVICES 1 Mok requested sty
SPECIALTY ORDER FORM 3 Fax request to: 303.861-3111

4, Patient calls 303-338-3456 to schedule exams.
(Monday through Friday 8:00 A.M 6:00 P.M)

PLEASE NOTE THAT ALL HIGHLIGHTED PORTIONS OF THE FORM
ARE NEEDED FOR THE ORDER TO BE COMPLETE

PATIENT NAME (LAST, FIRST): ‘

\
HEALTH RECORD NO: \
PHONE Hm: |

DOB: GENDER:

\
Cell: |

[
| Wk

PERTINENT MEDICAL INFO (e.g. Patient weight, Allergies, Lab, LMP): }

ORDERING/REFERRING CLINICIAN (Please print): PAGER: |
PROVIDER NPI (UPIN): | Routine w/in 2 week| OFFICEPHONE: | days STAT PAGER: 5 w/ patient Y/N
EXAM: ine w/in 2 weeks ASAP_1-2 days STAT Send atient: Y/N
(Please Note: Sign Or Symptom Necessitating T on For The Visit Must Be Provided Betore Rendering The Service ):
FAX RESULTS TO: T :
SIGN OR SYMPTOM/DIAGNOSIS:‘(Please Note: Sign Or Symptom Necessitating The Reason For The Visit Must Be Provided Before Rendering The Service ):
ICD-9 Code:
ICD-10 Code: |
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PRELVIS WO wV W WOV BN HBYRAID THEREPY OTHER:
SHOWDUDBRR R L B BORGEISAANEhole Body CT SCAN
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WRISST R UL B c. WithiSReghase (with Flow Study) FACIAL BONES
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