e

Appointment Date
BristoL pp a
HOSPITAL ime
Ph: (860) 585-3020 everyday extraordinary Specia|
Fax: (860) 585-3743 Centralized Scheduling Department Instructions
DIAGNOSTIC SERVICES REQUEST FORM
TODAYS DATE
PATIENT NAME DOB SEXo MoOF
(LAST) (FIRST)

ADDRESS CITY ZIP HOME PHONE CELL #
PRIMARY INSURANCE/ID # SECONDARY INSURANCE/ID#
AUTHORIZATION #’s
ORDERING M.D. COPY TO M.D. COPY TO M.D.
RADIOLOGY CT SCAN MRI
COAbdomen OChest OAbdomen CJAbdomen/Pelvis oChest OAbdomen [OBrain OPelvis

OExtremity (Specify)

OHip (Specify) _
OPelvis  OIVP
OSpine (Specify)

OBarium Enema o with air

OBarium Swallow o with speech
OGI’s
OOther
OContrast Allergy
OEEG
ULTRASOUND

COSmall Bowel Series

OAbdomen (Specify)
OAmniocentesis
OAorta

OBreast (Specify)
OCarotid Artery

OLeg (Specify)

OPelvis /Transvaginal if Necessary
OPregnancy/ wks.

ORenal
OThyroid
OOther

OPelvis oHead oCervical CLumbar
OExtremity with 3D reconstruction if needed
OOther

*Contrast [0 with [J without 0 with & w/out

OBreast (Specify)
CIExtremity (Specify)
OHip (Specify)

OCervical oLumbar oThoracic Spine

ODiabetic OContrast Allergy Other

NUCLEAR MEDICINE *Contrast Cwith 07 with out Owith & w/out
OBone Scan (Specify) *MRA

OGastric Emptying OAbdomen OBrain OCarotid Artery

O HIDA Scan O MUGA OExtremity (Specify) oBilateral
OThyroid Scan o Thyroid Uptake ORenal  OOther

OVQ Lung Scan
OPET Scan o Diabetic
COther

Patients weight
OCardiolite Stress

OPersantine Stress
CARDIO-PULMONARY
[JStress OEcho OEKG

O with 3D reconstruction if needed

ODiabetic ocContrast Allergy

*Lab work required on all patients:
+Age 60 or above ‘Diabetic
-Gout/Hyperuricemia -Hypertension
-Pre-existing kidney disease or surgery
0 BUN
0 CREATININE

CHoltor Monitor

OPulmonary Function Test Clwith ABG’s
OVascular Arterial Study

OOther

Diagnosis, Symptoms, and/or History

Physician’s Signature

Centralized Scheduling Instructions:
Routine: Call 860-585-3020

Mon-Wed 8am-6pm Thurs 8am-7pm Fri 8am-5:30pm
After Hours: Fax completed Fax Order to 860-585-3743
STAT: Call Centralized Scheduling 860-585-3020

Patients should call 3 days before appointment to pre-register 860-585-3786

Hours to call: Mon-Thurs 8:30am-7:30pm

BH 2193 (Rev. 05/2014)

BEEKLEY CENTER SERVICES

MAMMOGRAPHY

OScreening w/ US for dense breast tissue > 50 %
[ODiagnostic w/ US for dense breast tissue > 50%
OUnilateral (R) (L) w/ US for dense breast tissue > 50%

Previous BH BRC OTHER Date
DENSITOMETRY
[OBone Density Scan:
Previous BH BRC OTHER Date

ULTRASOUND

OBreast (Specify) (R) (L) BILAT

BREAST BIOPSIES

OL or OR Breast Ultrasound Guided Biopsy

OL or OR Breast Stereotactic Mammogram
Guided Biopsy




