
Exam

ICD-9
______________________________________________

______________________________________________

SiGNs & SYMPTOMs
______________________________________________

______________________________________________

r MRI
r Claustrophobic
r Pacemaker/Aneurysm Clip
r Hx of Cancer
r Patient Diabetic 
r Patient Hypertensive
r w/contrast  r w/o contrast
r Per Radiologist 

r Brain MRI ________________  r Brain MRA _______________
r Cervical		 r Thoracic		  r Lumbar
r Knee			   r  Left	r  Right
r Shoulder		 r  Left	r  Right
r Extremity (specify) _________________   r Left	 r  Right
r Other (specifiy) _____________________________________

r CT

Creatinine (0.7 - 1.4)______ Date______
r Patient Diabetic	 r Iodine Allergy
r w/contrast  	 r w/o contrast

r Abdomen		  r Pelvis			   r Abdomen & Pelvis
r Brain				    r Sinus			   r Chest, Abdomen & Pelvis
r Chest				   r Renal Colic
r Other (specify) _______________________________________

r MAMMOGrAPHY

Does the radiologist have authorization to perform 
additional procedures if indicated by ordered exam?
    r YES  r NO

r Screening Mammogram
r Diagnostic Mammogram
    Diagnosis/Location of Lump_________________ r Left	 r  Right
r Other (specify) ______________________________________

r ULTrAsOuNd r Abdomen			   r Breast	     r DVT
r OB						      r Pelvis
r Testicular			   r Vascular ____________________________
r Thyroid				    r Other (specify) _______________________

r RAdiOLOGY r CXR (PA/Lateral)
r DEXA Scan w/Vertebral Assessment
r X-ray examinations:__________________________________
	 r specify exam if indicated  r right  r left
r Other (specify) ______________________________________

Some diagnostic imaging exams require prior preparations. Please check the back of this form for specific instructions.

Please fax when completed to 503.215.8920

AppOINTMENT
Date _ _ / _ _ / _ _
Time _ _ : _ _  r am  r pm
Please arrive 15 minutes early to check in.

r Please schedule patient

Patient Name: ____________________________________________________ Birth Date: _ _ / _ _ / _ _ r Male r Female      

Address: ______________________________________________ City: ________________________  State: _____  Zip Code: _________

Phone: (______) ________________________ Work: (______) _________________________ Cell: (______) _________________________

Insurance:_________________________________________________  Pre-Authorization #:_____________________________________

Patient Information

Referring Provider Information

Referring Provider: _________________________________________  Provider Contact: ____________________  ____________________
Name                                                                                  Phone#                                               Fax#

cc Provider: ___________________________________________    cc Provider Contact: ____________________  ____________________
Name                                                                                            Phone#                                              Fax# 

Report:  r Routine  r STAT				                       Prior studies - Facility? _______________________________ 
Image Distribution:  r CD   r Hardcopy Films  /  r Carry  r Deliver                No / Yes    r Office will Send     r Patient Will Bring

10538 SE Washington Street • Portland, Oregon 97216
Tel 503.215.8900  Fax 503.215.8920

Scheduling 503.215.8922
 www.portlandmedicalimaging.com



Patient Preparation

MRI
Are you claustrophobic? Do you have a pacemaker? If so, please contact the center 
for instructions. Metal objects are not allowed in the scanner. Please wear clothing 
and accessories that are metal free.

CT
Center will provide detailed information.

Mammography
Wear two-piece clothing. Do not wear powder, deodorant or lotion in the breast area.

DEXA Scan w/ Vertebral Assessment
No preparation.

Ultrasound Procedures
r Abdomen		  Nothing by mouth 6 - 8 hours prior to exam.

r Pelvis or OB	 Drink 32 ounces of water one hour prior to exam.

						      Do not empty bladder until the examination is completed.

r Renal				    Drink plenty of fluids.

If you are unsure of preparation requirements please call the center for further instructions.

PMI will facilitate scheduling of interpreters.

POrTLaNd MEdICaL IMaGING
10538 SE Washington Street
Portland, Oregon 97216

503.215.8900

Hours:  M - F, 8 - 5 pm
(After hour appointments by request)

MRI and CT
Hours:  M - F, 7:00 - 7:30 pm
	    Saturday

DIrECTIONs:
Heading North:
Take I-205 N to the Washington/Stark St. Exit (Exit 20).

Turn right onto Washington St. heading east.

Portland Medical Imaging is .4 miles from the turn on 

the right.

Heading South:
Take I-205 S to the Glisan/Stark St. Exit (Exit 21A).

Keep right at the fork in the ramp.

Stay straight, turn left onto Washington St.

Portland Medical Imaging is .4 miles from the turn on 

the right.

10538 SE Washington Street • Portland, Oregon 97216
Tel 503.215.8900  Fax 503.215.8920
www.portlandmedicalimaging.com


