Request for X-Ray Examination

Pt. Name: Pt. Date of Birth:
Diagnoses:

Referring Dr.: Dr. Phone:

Date of Request: Dr. Fax:

[J cash [ Health Insurance [ ]Work Comp [] Pl Auto MedPay [ ] PI Auto 3" party w Attorney
Please check the examination(s) desired:

Cervical

[ 13 view AP, APOM, lat
[CJADD flexion/extension
[JADD bilateral obliques

Thoracic (performed upright)
[J2 view AP, lat

Ribs—--[JR [JL []Bi
12 view AP, obl

Lumbar (performed upright)
[J2 view AP, lat

[CJADD AP axial lumbosacral
[CJADD flexion/extension
[]ADD bilateral obliques
[JADD bilateral lateral bending

Pelvis
[11 view AP pelvis

Sacrum/Coccyx
[J2 view AP, lateral

Chest
[ ]2 view PA, lat
[CJADD apical lordotic

Abdomen/KUB
[ 1 view AP

Sternum
]2 view PA, lat

Doctor please give any major pertinent clinical information (e.g. malignancy):

Shoulder—--[JR [JL [Bi
[12 view int/ext rot

[JADD Grashey

[JADD scapular Y

[JADD Baby Arm

Clavicle---[(JR [JL [Bi
[J2 view AP, axial

Humerus---[JR [JL [Bi
[J2 view AP, lat

AC jts
[12 view AP w&w/o weights

Elbow---[JR [L [IBi
[ 12 view AP, lat

[JADD radial head view
[JADD Jones Olecranon

Radius/Ulna---[_JR [L []Bi
[12 view AP, lat

wrist---[JR [JL []Bi
[13 view PA, med obl, lat
[CJADD Scaphoid view
[JADD carpal tunnel view

Hand---[JR [JL [Bi
[13 view PA, med obl, lat
[CJADD ball catchers

Fingers—--[JR [IL [Bi
[]3 view PA, med obl, lat

Hip (unilateral) —-[JR [JL
12 view AP, frog leg

Hip (bilateral)
[1 AP pelvis, frogleg hips

Leg Length Study
] AP Px, scanogram

Femur---(JR [JL [IBi
]2 view AP, lat

Knee---[JR [IL [IBi
[12 view AP, lat
[JADD medial oblique
[JADD tunnel view
[JADD sunrise

Tibia/Fibula---[JR [JL [Bi
[12 view AP, lat

Ankle---[JR [IL [IBi
[13 view AP, med obl, lat
[JADD AP plantar flexion

Foot-—-[JR [L [IBi
13 view AP, med obl, lat

Toes---[JR [JL [Bi
[13 view AP, med obl, lat

Other exam:

@Doctors Signature:

Patient must bring original Dr. signed form to their appointment.

NN W= NS =R\ [OJ=H Bring ALL insurance information to your appointment!

EA@NHLOINNIVISNIEOINIRE Walk in patients are not accepted. Call to schedule an appointment.

www.nyccrad.com Phone: 315-568-3166 Fax: 315-568-3700
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