
Date:__________________________

Clinic Chart #:__________________

Patient Name: __________________________________________________________ DOB: _________________ 

Detailed Symptoms:____________________________________________________________________________

Insurance: _____________________________ Policy #: __________________ Auth#_______________________

Insurance: _____________________________ Policy #: __________________ Auth#_______________________

Workcomp:‰ Y ‰ N Claim #:_______________________________________ Date of Injury________________________________

Priority of Exam:  Emergency (___) Please Fill Out the Below Emergency Contact  Information     Next Available (___)     Elective (___)

Emergency Call Back Information: _______________________________________________________________________

Allergies:_____________________________________________________________________________________________

Patient Information Section  Ultrasound X-ray

Phone#:_____________________________  Abdomen

Alternative # _________________________

Alternative Name _____________________
     (if minor or someone other than the patient)

Sex:   € M €    F            Weight:______ 

       LMP:______________________________ Date:_________  Facility ___________________

Cat Scan

Contrast    ‰   Y    or  ‰ N

‰  Bun/Creat □  Renal Artery

Is the lab completed 72 hrs prior to exam?‰   Y‰   N

If yes please send results; if no please order

 Spine 

MRI

Contrast     ‰ Y    or   ‰ N

****Please Fill Out Screening Form****

If Yes to section A on the screening form,

Creatinine & GFR labs will be needed with-

OPM in 6 weeks of scan date if constrast used

  Spine

Respiratory

Other: _______________________

Nuclear Medicine

Nutritional Order Form

(attach 2nd Form) Please complete the Separate  

Nutritional Order Form

LAB

* See Separate Lab Order Form

____________________________________________________________________________________________________

Primary Physician:_____________________________ Ordering Physician: ____________________________

Appt Date/ Time: _______________________ Physician Signature:_____________________________________________

F-BO-64  3/19, 6/21, 7/21 Central Scheduling Patient Order Form

Additional Order Information:__________________________________________________________________________

Brookings Health System

 Central Scheduling

Phone: (605) 696-8888

Fax: (605) 696-8889


