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AUBURN UNIVERSITY
P.O. Box 244023 Au M l AT MONTGOMERY

Montgomery, AL 36124

Phone: 334-244-3281 WARHAWS HEALTH SERVICES
Fax: 334-244-3396

Attn: ¢ ladoling
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mit, WS
Faxi(224) 1771 11§\ Pages o
Phone: (234) 741111 Date 9 \1y o
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Comments:

IMPORTANT: This facsimile transmission contains confidential information, some or all of which may be
protected health information as defined by the federal Health Insurance Portability & Accountability Act (HIPAA)
Privacy Rule. This transmission is intended for the exclusive use of the individual or entity to whom it is addressed
and may contain information that is proprietary, privileged, confidential andfor exempt from disclosure under
applicable law. If you are not the intended recipient (or an employee or agent responsible for delivering this
facsimile transmission to the intended recipient), you are hereby notified that any disclosure, dissemination,
distribution or copying of this information is strictly prohibited and may be subject to legal restriction or sanction.
Please notify the sender by telephone (number listed above) to arrange the return or destruction of the
information and all copies.



East Montgomery Imaging Center
6880 Winton Blount Blvd
Montgomery, AL 36117

PHONE: 334-277-1210

FAX: 334-277-1781

FAX: 334-277-1454

PATIENT INFORMATION '

Patient's Full Name BN @\ ) Breuviox DOB \I1Q Patient Phone:
Ordering Physician wuundv _For ice Phone 1YY -32H) Office Fax 244 * 3%

Physician Signature/Date/Time 1L ell Phone Number ZZLI _203 AL /
Reason for Exam/DIAGNOSIS(Required) Yo N -’\ ow OP\A ligh

SPECIAL INSTRUCTIONS

o STAT call # o STAT fax # o Send CD 1 Send patient back to office
¥ EMIC to schedule » EMIC to precertify exam o Appt Date / Time

for EMIC use only

o Obtain i-Stat Creatinine prior to intravenous contrast administration (criteria on reverse side)

CT (Computerized Tomograph FLUOROSCOPY

wu Brain W/O Contrast a |IAC’s (Temporal Bone) 2 Gl Series aBE
2 Brain W/O & W Contrast o Orbits 2 Gl and Small Bowel a BE Air Contrast
a Sinus W/O o Soft Tissue Neck W a Small Bowel alvP
a Chest W/O nChest W o Esophagram a Other
nAbdomen W and Pelvis W (Routine)
i /Pelvis W
s o T brotocel NUCLEAR MEDICINE
Q omen/Pelvis (Hematuria Protocol) 2 Bone Scan Whole Body o Renal
DAbdgmen Wi :.Abdt?men WO & W o Three Phase Bone Scan o MUGA
;’ Pelwls Wi0 ) 2 Pelvis W ) o Thyroid (uptake and scan) o Liver/Spleen
a Cervical Splne oW/O oW o Bony Pelvis a Hepatobiliary Scan (HIDA) u Parathyroid
a Lumbar Spine aW/C gW o Other , 1 Gastric Emptying 5 Other
o Thoracic Spine o W/O oW’ 1 3-D Reconstruction
CTA (CT Angiograph
3 CTA Brain (COW) o CTA Neck c 1 Pelvic
f' g;: gb?gmmal Aorta - g;ﬁ Eena:c? Bil Lwr Ext o Pelvic/Transvaginal o Scrotum
JCTA C: vu;, PE :ICTA T:no } IA “;r X oAbdemen Complete oAbdomen (RUQ)
= est (PE) = oracic Aorta o Thyroid ) u Hysterosonogram
MRI (Magnetic Resonance Imaging uRenal arteries o Renal / Kidney
CONTRAST WIO WEW/O o Carotid _ aAorta
o Brain 4 lAC's o MRCP (NPO 6Ehrs) o Venous Doppléer lower extremity o R o L o Bilat
a Pituitary a Kidney o Venous Doppler upper extremity 3R o L o Bilat
o Orbits aliver s Arterial Doppler lower extremity w/ segmental pressures
o Breast gwiout owith o Bilat  2Adrenals aInfant Spine
o Chest Wall ~aHip aR ol oBilat a Other
u Brachial Plexus gR a1 7 Bilat o Foot aR ol aBilat
Pelvi Knee R oL aBilat
oLovs N Se T [ROUTINE X-RAYS
Cervical Spine aAnkle aR oL ,Bilat . . :
. . ) aChest aCervical Spine
Lumbar Spine o Wrist aR oL aBilat . ] )
. , aAbdomen Series a Thoracic Spine
(Thoracic Spine o Other X :
Should ith arth R oL Biat aRibs alLT oRT o Lumbar Spine
a Shoulder g with arthrogram i S KUB |, Sinuses
MRA ANGIOGRAPHY 1 Skaull o o Pelvis
o Intracranial - Circle of Willis o Renal Arteries g Thoracolumbar (Scoliosis) o Other
o Carotids and Vertebrals a Other 1 Extremity (specify) alTaRT
a Runoff - Bilat Lower Ext. aw/out a with

MRV Venograph BONE DENSITY
a Brain a Pelvis nAbdomen a Other aBone Dexa Axial Skeleton

ADDITIONAL INFORMATION

Please see reverse side for exam preparations




