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HEALTH CENTER
Radiology Department

This form is required for imaging.

Digital X-Ray Request Form

Patient Information

Name

App

ointment Date

DOB

[1Male []Female

Appointment Time

Spine X-Rays Requested

Cervical Thoracic Lumbar

__Lateral ___Lateral ___Lateral
__APOM _AP __AP
__Nasium __AP Spot (level: ) __Obliques (2)
__ Base Posterior __Lateral Spot (level: ) __L5/S1 Lateral Spot
__Obliques (2) __L5/S1 AP Spot
__AP Lower __AP Spot (level: )
__Flexion/Extension (2) __Lateral Spot (level: )
__AP Spot (level:
__Lateral Spot (level: )

Referring Chiropractor Date:

Phone # Fax #
[ ] send copy w/patient [ 1 DC will pick up
Signature

RADIOLOGY DEPARTMENT USE ONLY
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