
Patient Name: __________________________________________________ Date of Birth:_____/_____/_____ o Male o Female
	 Last	 First	 Middle InitiaL

Address: ______________________________________________________________________________________________
                                       STREET	 CITY	STATE	  ZIP CODE

Phone Numbers:  Home ______________________________________ Cell ________________________________________

Diagnosis/Reason for Exam (Please avoid “rule out” terminology):________________________________________________

_____________________________________________________________________________________________________

Radiography/X-ray: o Lat Neck	 o 2 View Neck	 o 2 View Chest	 o Sinus
Other or Special Request _________________________________________________________________________________

Fluoroscopy:	 o UGI	 o Small Bowel	      o OPMS	 o Airway
Other or Special Request _________________________________________________________________________________

Ultrasound:    ______________________________________________________________________________________

MRI:  	 o Head/Brain	 o Soft Tissue Neck	 o Chest	 o Face	 o Orbits	 o Inner ear/posterior fossa	
	 o Other ______________________________________________________________________________ __	
	 o Contrast	 o No Contrast 	 o Radiologist’s Discretion

CT:	 o Sinus	 o Neck	 o Chest	 o Temporal Bones           o Facial Bones
	 o Brain	 o Skull	 o Skull and Face 3D	 o Orbits	 o Airway with Reformats
Other or Special Request _________________________________________________________________________________
	 o Contrast    	 o No Contrast	 o Radiologist’s Discretion

If patient is >50 years of age, is Diabetic, or has Kidney Disease:  o Creatinine Results and Date Drawn _______________

	 o 3D	 o Coronal	 o Sagittal	 o Radiologist’s Discretion

Interventional:  o PICC	 o Aspiration/Biopsy _________________________________________________________
				S    ite

	 o Vein therapy consultation	 o Other ________________________________________________________

o Allergies or Other Risk Factors? __________________________________________________________ o NKA 

o This Patient will Likely Need Sedation      	 o Known Claustrophobia (MRI)     

o Negative Pregnancy Test; Date ______________________________	 o Not Applicable

o Call Results to _________________________________________ 	o Fax Results to ____________________________ 

o Send CD with Patient   	 o Send Films with Patient   	 o Send Paper Copy with Key Images    

o Mail CD with Report	 o Compare to Exam Performed at ______________________________ Date ___________ 

________________________________________________________________________________________________________
Physician’s Signature (required)		   Please PRINT name			  Date
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Please fax copy of insurance card with order.
Please feel free to photocopy form.

To access more order forms please visit www.pdi-radiology.com

Coated (C)Uncoated (U)
PMS 301 U Blue
PMS 425 U Grey
PMS 152 U Orange

PMS 301 U Blue
C - 100
M - 45
Y - 0
K - 18

PMS 301 C Blue
C - 100
M - 45
Y - 0
K - 18

PMS 301 C Blue
PMS 425 C Grey
PMS 152 C Orange

PMS 646 C Blue
C - 65
M - 30
Y - 0
K - 11

PMS 302 C Blue

PMS 648 C Blue

PMS 647 C Blue

PMS 301 C Blue

PMS 301 U Blue

PMS 646 C Blue

PMS 301 U Blue

Overlap test - no color shift Overlap test - extreme color shift

Please contact us at:	 Phone 414.529.3100  Fax 414.529.3102
Location Preference:	 o	8522 W. Capitol Drive,  Milwaukee, WI  53222

o	10500 W. Loomis Rd., Suite 120 Franklin, WI 53132



Milwaukee & Franklin Locations
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C - 100
M - 45
Y - 0
K - 18

PMS 301 C Blue
PMS 425 C Grey
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PMS 646 C Blue
C - 65
M - 30
Y - 0
K - 11

PMS 302 C Blue

PMS 648 C Blue

PMS 647 C Blue

PMS 301 C Blue

PMS 301 U Blue

PMS 646 C Blue

PMS 301 U Blue

Overlap test - no color shift Overlap test - extreme color shift

FRANKLIN	 OneSource Medical Center
		  10500 W. Loomis Rd., Suite 120
		  Franklin, WI 53132
Phone	 (414) 529-3100
Fax		  (414) 529-3102
WEB SITE	 www.pdi-radiology.com
HOURS	 8 am - 7 pm  Monday - Friday

MILWAUKEE	 8522 W. Capitol Drive,
		  Milwaukee, WI 53222
Phone	 (414) 529-3100
Fax		  (414) 529-3102
WEB SITE	 www.pdi-radiology.com 
Parking	 Convenient parking on Capitol 	
		D  rive, 86th Street or in rear 
		  of building (enter via alley).
HOURS	 8 am - 7 pm  Monday - Friday
		  9 am - 1 pm Saturday
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