811 82nd Parkway, Ste. D
Myrtle Beach, SC 29572

CLERMONT
RADIOLOGY Phone: (843) 692-0040

MYRTLE BEACH Fax: (843) 692-0046
www.ClermontRadiology.com

Patient Name:

Patient Phone: DOB:
Diagnosis:
|:| Report only |:| CD |:| Portal

Open MRI  Closed MRI  (Circle machine)

1 cervical [ Shoulder OL R [CINon-Contrast I:|With Contrast
O Thoracic O Elbow OL ORr Dgg’;trgt‘%nat Radiologists’
O Lumbar O wrist OL R
[ Creatinine Test [ Hand L R
Ol Brain L1 Hip L DR | I3 carotid Study (NICS)
[ Brain/Pituitary [ Knee OL R [] Abdominal
O Brain/IAC's O Ankle OL R [ ABI's
[ Brain/Orbits O Foot 0L O R ] rUQ; GB
O other [ Arterial Study
O thper Ell IF_eower
4 [ Breast
[ Transvaginal [] Thyroid

[ c-spine [ Elbow Ll R [ Bladder [ Testicle
] T-spine [] Forearm o Clr [] Renal 1 Pelvic

[] L-Spine L] wrist Lo Clr [J venous Study (vein scan)

[C] chest PA & LAT ] Hand o Clr O upper JLower L DR

] Pelvis [ Ribs . Or [ Other

[ Bone Age Study [ Hip L IR — = ————
[] Abdomen/KuB [ Femur Lo Or M = e -I|
] skul [ knee [ Or S = £ ]
] sinus [ TibsFib Oc  Or O

] orbits [] Ankle Cit [Or O '|
[ shoulder  [JL DR [C] Foot OLr [Odr O O d

[] Humerus  []L CIr [ other = O O. d :

AUTHORIZATIONS (Please send clinical notes with the order.)

Authorization #:
Expiration Date:
Effective Term:

We are happy to obtain these for you!

Physician Name: Physician Phone:
Physician Signature: Date:
Report Fax Number:

Insurance Carrier: Policy #:
Authorization #: Referring Physician Fax #:

Please Fax Front and back of Patient's Insurance Card with Order.
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