7‘ THE UNIVERSITY OF
,’ KANSAS HEALTH SYSTEM

Radiology

4000 Cambridge Street
Kansas City, Kansas 66160

ORDER

Name:

DOB:

MR#

Patient Name:

Radiology Order Form
Radiology Scheduling: Phone 913-5688-6804 Fax 913-588-7872

ICD-10 code(s):

Ordering Provider

Reason for Exam(s)

Instructions/Comments:

Ordering Provider Signature:

DOB: / / Phone Number.
Last 30 Day Creatinine Value (CT / MRI): Date: __ /|
Phone:
Date / /

Breast Imaging

Renal Function w/ Lasix

O

PET Heart Metabolism/

Radiology Scheduling to contact patient for appointment __ Yesor __No
General Radiology Ultrasound CT MRI
O Chest O Abdomen
O Abdomen/KUH O AAA screening Please Select Contrast & Exam Please Select Contrast & Exam
O Metastatic Survey O Ablfi_om|na| DS%I)RI% i
O Bone Age __Liver __ eliac . .
0 Panoreg E Ee{ViS%{Trang\éagiﬂal o ___With Contrast ___With Contrast
o R'%ST LT Bilat O RZ,‘{;? ransabdominal Lnty ___Without Contrast ___Without Contrast
o Spine _ O Renal w/ Doppler
C T L O Scrotum Both ___Both
O Sacrum Coccyx O Thyroid e
O Scoliosis O Head/Neck | O Maxifacial O Head
__AP __Lat. _ Survey O MSK extrem|t_}/ . O Sinus O Orbits
9 it il ©
elvis w/ Hip ) es
O WRT _LT " _Bilat. (Site) E Eead_ o O Sp(i:ne T .
ip ] ervical Spine _Cc _T1T _|
_RT _ LT __Bilat. o {-/OWGF Ext Color Doppler O Lumbar Spine —Sacrum Coccyx
O Upﬁ)?r Ex‘lc_rletyB”at en_(|gus LT Bilat E 'I,\'lhorkamc pine E ébddqmen
_RT _LT _ Bilat. — — __bilat. ec ardiac
O Chest O Pelvis
(Site) O \L/JgﬁgGSEXt Color Doppler E ébldomen O Upé)Ter ExtreLrTnity i
. elvis | __LT _ Bilat.
O Lower Extremit _RT _LT _Bilat. O Up%?r Extre[pl_ity il O Lower Extrﬁ%nity B
RT LT ilat. . _ | __Bilat. | | __Bilat.
—nh b bia O Doppler Carotid O LCower Extremity _ O Upé)er Extremity Joint
(Site) _RT L1 __Bilat. _RT _LT _Bilat.
O Other O Calcium Scoring O Lon{\{rer Extremity JcB>|_Pt
O  Urethrocysogram . : . . = — —Bilat.
_ Voiding __Retro gonulﬁp‘éarsél't?eg!fy'%?/%u"d Performed at Main Hospital E Entero ergghy
0 ESophagus O Lower Extremity PVR Only O MRA Neck
Single Contrast o ABl O CTA Mead O MRA Chest
— gbl Contrast O Allen’s Test O CTA Neck O MRA Abdomen
O gglUveentas O Raynauds 0O CTAChestPE O MRA Pelvis
O UGl w/Small Bowel O Thoracic Outlet O CTA Chest Dissection O MRA Upper Ext.
0 Small Bowsl 0O CTA Abdomen RT _LT _ Bilat.
o Amk? owe O Other O CTA Pelvis ) O MRA Lower Ext.
rltq Trograr[\T Bilat O CTéATUpper EL>g|;rem|tyB_| __RT _LT _ Bilat.
_ _ _ . I _ _ __Bilat. O B t
_CT _MRI guc%%erowgg‘:glige O CTA Lower Extremity _r?{‘j%s _LT _ Bilat.
(Site) O Thyroid Scan RT  _LT _Bilt O Breast Blopsy ~
O Thyroid Cancer RX —RT_ LT _ Bilat.
O HSG O Thyroid Hyperthyroid RX 0O Other O MRCP
E Era!n gpect (DaT ) O oth
O Other rain Spect (DaTscan PET/CT er
0 Parathyroid Scan O  PET Brain Metabolism/Perfusion
O
O
O
O
O
O
O
O
O
O

O  Screening Mammogram Renal Function w/ ACE Perfusion
O D|a%_nost|c Mammogram VQ Lung Scan O PET Tumor Metabolism
_RT LT _Bilat. RVG (MUGA) O PET Neuroendocrine
O TBreast Ultrasound Liver/ Spleen Scan (DOTATATE)
RT LT Bilat. Hepatobiliary Scan w/ CCK
O BreastBiopsy 3 Phase Bone Scan
Stereo __Ultrasound Whole Body Bone Scan
- - Bone SPEC
O Supplemental Breast WBC Ima Ing
Ultrasound Screening Gallium can
__MIBG _ Octreotid
O Other __Prostascint
O Other
RAD-1266 Radlology Order Form
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