
 

X-Ray   -   Fluoroscopy   -   CT   -   QCT Bone Densitometry   -   Ultrasound   -   Digital Mammography 

PATIENT NAME__________________________________________________________   DOB______/______/_________ 

DATE OF EXAM_________/_________/_____________________________  TIME OF EXAM ________________AM / PM 

EXAM REQUESTED__________________________________________________________________________________ 

SYMPTOMS / DIAGNOSIS ____________________________________________________________________________ 

                                              ____________________________________________________________________________ 

REFERRING PHYSICIAN ______________________________________________________________________________ 

SEND IMAGES WITH PATIENT IF SO,  CD         or  FILM  

 

                     902 S Bryant Ave    Edmond, OK 73034 

    348-1900   Scheduling   348-5252  Fax  348-0423 


