
PATIENT INFORMATION
Patient’s Name: _ ______________________________________

qM     qF      DOB:_____________________________________

Parent/Guardian Name(s):_ ______________________________

Primary Phone:________________________________________

Ohio Pediatric Care Alliance - Springfield Notes:

IMAGING ORDERS
ICD Code: ______________

X-RAY (WALK-IN)

q SINUS (WATERS VIEW)
q SINUS SERIES
q FACIAL BONES
q NASAL BONES
q MANDIBLE (NO PANOREX)
q SKULL
q ORBITS
q SELLA TURSICA LAT

q SOFT TISSUE NECK-ADENOIDS
q SOFT TISSUE NECK-AIRWAY
q C-SPINE AP/LAT/ODON
q C-SPINE FLEX/EXT
q C-SPINE FLEX W/OBLI

q T-SPINE AP/LAT
q L-S SPINE AP/LAT
q L-S SPINE FLEX/EXTEND
q L S SPINE W/OBLI
q SACRUM/COCCYX
q SI JOINTS

q SCOLIOSIS (Follow up AP)
q SCOLIOSIS AP/LAT

q CHEST W/LAT

q RIBS
q STERNO-CLAV JTS
q STERNUM

q CHEST/ABD (Foreign Body)
q ABD FLAT PLATE KUB (1 VIEW)
q ABD W/UPRIGHT (2 VIEW)

q HIPS/FROG
q PELVIS AP ONLY
q FEMUR
q KNEE
q KNEE w/SUNRISE

q TIB/FIB
q ANKLE
q FOOT
q OS CALCIS HEEL
q TOES:

q CLAVICLE
q SHOULDER
q SCAPULA
q HUMERUS
q ELBOW
q FOREARM
q WRIST
q HAND
q FINGER

q 0-12mos EXTREME CIRCLE:
UPPER EXTRL
LOWER EXT

q BONE AGE

q LEAD SURVEY
q FULL LENGTH LEGS
q BOWLEGS
q RICKETTS SURVEY
q SCANOGRAM (HKA)
q SKELETAL SURVEY

ULTRASOUND
(Call 937-641-4000 option 1 to schedule)

q Pyloric (<6-8wks)
q Appendix
q Breast
q Gallbladder/RUQ
q Abdomen
q Renal/Bladder
q Pelvic
q Scrotum with doppler
q Thyroid
q Cerebral (<4mos)
q Hips (<4mos)
q Vascular
	 q RT q LT
	 Specify ext_ ________________________

q Other______________________________

EKG (WALK-IN)

Special Instructions:

qR     qL     qBILAT

qR    qL    qBILAT

qR    qL
qR    qL
qR    qL

qR    qL
qR    qL
qR    qL
qR    qL
qR    qL

qR    qL
qR    qL
qR    qL
qR    qL
qR    qL
qR    qL
qR    qLL
qR    qL
qR    qL

qR    qL
qR    qL

qThumb q 2 q 3 q 4 q 5

qGreat q2 q 3 q 4 q 5

PLEASE PRINT (ALL INFORMATION IS REQUIRED)

OFIS-Springfield_Rev1_172584_5/18

Medical Imaging - Springfield
Central Scheduling 

PH: 937-398-5464     Fax: 937-398-5199 
1644 N. Limestone Street   •   Springfield, OH 45503   •   childrensdayton.org

OHIO PEDIATRIC CARE ALLIANCE

REFERRING PROVIDER INFORMATION

Referring Provider (PRINT): ______________________________

Call to:____________________    Fax to:___________________

Copy to: ____________________

Provider Address (use office stamp in this space): 

Provider Phone:________________________________________

Provider Signature (required):____________________________
q STAT       q Same Day       q Call Results      q Fax Results

Reason:_______________________________________________

PATIENT INFORMATION
Patient’s Name: _ ______________________________________

 M      F      DOB:_ ___________________________________

Parent/Guardian Name(s):_ ______________________________

Primary Phone:________________________________________

Ohio Pediatric Care Alliance - Springfield Notes:

IMAGING ORDERS
ICD Code: ______________

X-RAY (WALK-IN)
 SINUS (WATERS VIEW)
 SINUS SERIES
 FACIAL BONES
 NASAL BONES
 MANDIBLE (NO PANOREX)
 SKULL
 ORBITS
 SELLA TURSICA LAT

 SOFT TISSUE NECK-ADENOIDS
 SOFT TISSUE NECK-AIRWAY
 C-SPINE AP/LAT/ODON
 C-SPINE FLEX/EXT
 C-SPINE FLEX W/OBLI

 T-SPINE AP/LAT
 L-S SPINE AP/LAT
 L-S SPINE FLEX/EXTEND
 L S SPINE W/OBLI
 SACRUM/COCCYX
 SI JOINTS

 SCOLIOSIS (Follow up AP)
 SCOLIOSIS AP/LAT

 CHEST W/LAT

 RIBS
 STERNO-CLAV JTS
 STERNUM

 CHEST/ABD (Foreign Body)
 ABD FLAT PLATE KUB (1 VIEW)
 ABD W/UPRIGHT (2 VIEW)

 HIPS/FROG
 PELVIS AP ONLY
 FEMUR
 KNEE
 KNEE w/SUNRISE

 TIB/FIB
 ANKLE
 FOOT
 OS CALCIS HEEL
 TOES:

 CLAVICLE
 SHOULDER
 SCAPULA
 HUMERUS
 ELBOW
 FOREARM
 WRIST
 HAND
 FINGER

 0-12mos EXTREME CIRCLE:
UPPER EXTRL
LOWER EXT

 BONE AGE

 LEAD SURVEY
 FULL LENGTH LEGS
 BOWLEGS
 RICKETTS SURVEY
 SCANOGRAM (HKA)
 SKELETAL SURVEY

ULTRASOUND
(Call 937-641-4000 option 1 to schedule)

 Pyloric (<6-8wks)
 Appendix
 Breast
 Gallbladder/RUQ
 Abdomen
 Renal/Bladder
 Pelvic
 Scrotum with doppler
 Thyroid
 Cerebral (<4mos)
 Hips (<4mos)
 Vascular

	  RT  LT
	 Specify ext_ ________________________

 Other______________________________

EKG (WALK-IN)

Special Instructions:

Cardiac ECHO (By Appointment ONLY)

Special Instructions:

 R      L      BILAT

 R     L     BILAT

 R     L
 R     L
 R     L

 R     L
 R     L
 R     L
 R     L
 R     L

 R     L
 R     L
 R     L
 R     L
 R     L
 R     L
 R     LL
 R     L
 R     L

 R     L
 R     L

Thumb  2  3  4  5

Great  2  3  4  5

PLEASE PRINT (ALL INFORMATION IS REQUIRED)
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REFERRING PROVIDER INFORMATION

Referring Provider (PRINT): ______________________________

Call to:____________________    Fax to:___________________

Copy to: ____________________

Provider Address (use office stamp in this space): 

Provider Phone:________________________________________

Provider Signature (required):____________________________
 STAT        Same Day        Call Results       Fax Results

Reason:_______________________________________________

Medical Imaging - Springfield
Central Scheduling 

PH: 937-398-5464     Fax: 937-398-5199 
1644 N. Limestone Street   •   Springfield, OH 45503   •   childrensdayton.org

OHIO PEDIATRIC CARE ALLIANCE
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