tellica imaging

Imaging Services Order Form

CHECK ONE

|| Routine (Results within 1day of exam completion)
| Urgent (Results within 2 hours of exam completion)

Please return the completed order form to
Tellica Imaging’s fax number: 1-208-417-5105.

Please add a 1in front of the fax number or it
will not send properly.

PATIENT INFORMATION (all fields required)

Scan QR code for
the most up-to-date
pricing and accepted
insurances.

Reset/
Clear
Form

Patient Name:

Sex: DOB:

Phone Number:

Address:

State:

City:

Zip:

INSURANCE INFORMATION (please complete as much as possible)

Insurance Plan:

Policy#:

Group#:

Insured’s First Name:

Insured’s Middle Initial: Insured’s Last Name:

Patient’s Relationship to the Insured:

Insured’s DOB:

Insured’s Sex:

PROVIDER INFORMATION (all fields required)

Provider’'s Name, Credentials:

NPI#:

Phone Number: Practice Name:

Provider Address:

EXAM INFORMATION

Select Preferred Tellica Location:
[ | Boise

Payment Processing: (Required only for NAIC)
[] Exam to be paid by NAIC with corporate card
[ ] Exam to be paid by patient/insurance

Clinical Indications or Patient Signs/Symptoms: (required)

Exam Special Instructions:

Prior Imaging Comparison Requested:

Prior Imaging Exam Type: [ | CT [ IMRI [ 1US []X-Ray [ | Mammo

Date Performed:

Location/Facility Obtained:

Results Delivery Method:
[ Fax Fax Number:

[ | Secure Email  Email Address:

Call Report Requested: cTl | MRI [
[ No
(| Yes Phone#: - Head | Brain
[| Face [ MRA Brain
[] Sinus [ MRA Neck
[ | Neck-Soft Tissue L Abdomen
[] Chest L] Pelvis
[1 Abdomen [ | Chest
[ Pelvis [] Spine:
[ | Spine: [ | C-Spine | T-Spine || L-Spine
| C-Spine || T-Spine | | L-Spine | [ | Breast
[ | Upper Extremity: ] Shoulder:
"I Left || Right " Left [ Right
[ Lower Extremity: [ Knee:
| Left || Right " Left [ Right
[ | CT Calcium Score "] Hip:
[] Other [ Left [ ] Right
[ Foot:
[INo []VYes Contrast: "l Left ] Right
[] With ] With and Without
[ | Without [ | PRN (at radiologist’s L Other
discretion) Contrast:
Contrast Method: [ | With [ | With and Without
[] Oral [ ] Without  [] PRN (at radiologist’s
v discretion)
Contrast Method:
Lliv

PROVIDER SIGNATURE (all fields required)

Today’s Date (MM/DD/YYYY):

For questions, please call Tellica Imaging at: 208-417-5100



https://tellicaimaging.com/idaho/
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