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MRI REQUEST FORM 

 
 
Patient Name ________________________________ 
  Last                           First 

Date _______________________________________ 
 
Patient Phone ________________________________ 

 
 
 
 
 
 
 
 

 
Referring Physician _____________________________ 
                                 Last                                    First 

UPIN# _______________________________________ 
 
Phone (       )___________________________________ 
 
Signature _____________________________________ 

 
 
 

 
 
 
 
 
 

 
Indication (ICD-9)______________________________________________________________________________ 
 
Pre Authorization Number________________________________________________________________________ 
 
Diagnosis/Comments and Special Requests/Views ____________________________________________________ 
 
_____________________________________________________________________________________________ 

CHECK PROCEDURE 
 

 
                                                      Facility Location 
 
 
 
 
 
 
 
 
 
 
 
 

 

MRI 
HEAD   SPINE

⁯ Posterior Fossa   ⁯ C. Spine 
⁯ Pituitary Gland   ⁯ T. Spine 
⁯ Brain    ⁯ L. Spine 
 
EXTREMITIES            PELVIS 
         Right    Left   ⁯ General 
Shoulder⁯        ⁯   ⁯ Gynecologic 
Elbow ⁯        ⁯ 
Wrist ⁯        ⁯ 
Hip ⁯        ⁯ 
Knee ⁯        ⁯ 
Ankle ⁯        ⁯ 
Foot ⁯        ⁯ 
 
Other____________________________________ 
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