
RADIOLOGY NOTES

PRACTICE/LOCATION _________________ PHONE: _______________

DEPARTMENT OF RADIOLOGY

REQUEST FOR DIAGNOSTIC RADIOLOGIC CONSULTATION

72
0-

00
2

(R
ev

.8
/0

4)
W

or
kf

lo
w

O
ne

O
R

IG
IN

A
L

-
M

E
D

IC
A

L
R

E
C

O
R

D
C

O
P

Y
W

H
IT

E
-

D
E

PA
R

T
M

E
N

T
C

O
P

Y
PATIENT APPOINTMENT
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� GURNEY
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DATE

TIME

LOCATION EXT.
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DIAGNOSIS / CLINICAL DATA REQUIRED:

ICD 9 CODE REQUIRED:

EXAM REQUESTED:

Special Instructions / Precautions:

Your signature on this requisition indicates your approval of the use of the drugs and procedures necessary for the examination requested for your
patient. For details regarding the preparation of patients and the contraindication of drugs used in examinations, see U.C. Hospital Formulary, NNR, or
one of the Radiologists.

UC Attending Physician ID: Name (Print):

Telephone / Beeper Required: Address:

Signature Required

Zip

ADDITIONAL COPY TO: ADDITIONAL COPY TO:

UC PROVIDER ID NAME: UC PROVIDER ID NAME:

ADDRESS/CAMPUS BOX #: ADDRESS/CAMPUS BOX #:

CITY, STATE, ZIP: CITY, STATE, ZIP:

TELEPHONE / BEEPER: TELEPHONE/BEEPER:

PATIENT PREGNANT? YES � NO �

REQUESTFORDIAGNOSTICRADIOLOGICCONSULTATION

NON UC PHYSICIAN

IMMEDIATE READ

Called Time: __________________

By: _________________________

Report Given to: _______________
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