
MRI Request FoRM

AppoIntMent

Date ___________________________________     time _________________________________     m am  m pm    

m Call patient to schedule     name of person scheduling appointment ____________________________________________________________________

pAtIent InFoRMAtIon

Last name _____________________________________________________________________  First name ___________________________________________________________________________________ 

Home/Cell phone___________________________________________   Work phone____________________________________________   Birth date ___ ___ /___ ___ /___ ___

InsuRAnCe InFoRMAtIon

Insurance Carrier _______________________________________________________________________  Authorization #______________________________________________________________

If it’s Worker’s Comp/Auto, please fill out the following:         

Date of Accident ___ ___ /___ ___ /___ ___      m Worker’s Comp.  m Auto   

Claim # _________________________________________________________________________      employer _______________________________________________________________________________

m patient to hand carry films    

m patient to hand carry CD      

m Fax report only

type oF exAMInAtIon RequesteD

HeAD & neCK

m Brain

m IAC’s  

m pituitary

m orbits

m Face

m neck (soft tissue
     or nasopharynx)

MRA or MRV

m Intracranial (head)

m extracranial (neck)  

m other (specify:__________________________________________)

MusCuLosKeLetAL

m Joint   (specify:__________________________________________)

m other  (specify:_________________________________________)

spIne

m Cervical

m thoracic  

m Lumbar

m sacrum  

m previous spine surgery
     (specify:________________________________________________)

otHeR _______________________________________________________________

IV ContRAst

m yes

m no

m per Radiologist

DIAgnosIs oR ReAson FoR exAM  (this information must be provided)     ICD9 Code_______________________________________

________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________ 

RequestIng pHysICIAn ____________________________________________________________MD  phone #___________________________________________

Copy of report to _________________________________________________________________________________________________________________________________________________

pHysICIAn’s sIgnAtuRe (RequIReD) __________________________________________________________________________________________________________

phone: 808.593.8080   
Fax: 808.593.1018
1010 s. King st. #109
Honolulu, HI 96814




