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Referring Physician___________________________________________________________________Phone_____________________________
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_______________________________________________________________________________________________________________________
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Abdomen........................................................

Brain...............................................................
Breast.............................................................
Breast Biopsy ..................Left ........Right
Chest..............................................................
Coccyx...........................................................
C-Spine..........................................................
Enterography..................................................
Internal Auditory Canals.................................
Kidneys...........................................................
Liver.................................................................
L-S Spine........................................................

Pancreas.........................................................

Sacro-Iliac Joints............................................
Sacrum............................................................
Sinuses............................................................
Soft Tissue Neck......................................

MRCP.....................................................
Orbits..............................................................

Pelvis..............................................................
Pituitary...........................................................

TM Joints........................................................
T-Spine...........................................................

Extremities
Ankle....... L R
Elbow
Foot...
Hip
Knee..

Hand.......

Tibia/Fibula...
Forearm...
Humerus..Shoulder..

Wrist........

Other_________________________________

MR ANGIOGRAPHY

CT ANGIOGRAM (CTA)

Aorta...............................................................
Carotid............................................................
Intracranial......................................................
Lower Extremity Left Right ........................
Renal...............................................................
Other _________________________________ 

MRI
Skull Base to Mid-Thigh CPT 78815
Whole Body CPT 78816

PET/CT

Abdomen Chest
C-Spine Facial Bones
KUB Nasal
L-S Spine Sinuses
Pelvis Skull
T-Spine
Other_____________________________________

X-RAY
Extremities

Ankle.......................................Left ........Right
Elbow......................................Left ........Right
Femur......................................Left ........Right
Foot........................................Left ........Right
Hand.......................................Left ........Right
Hip..........................................Left ........Right

Humerus.................................Left ........Right
Knee.......................................Left ........Right
Radius/Ulna............................Left ........Right
Shoulder.................................Left ........Right
Tibia/Fibula.............................Left ........Right
Wrist.......................................Left ........Right
Other.......................................Left ........Right

Check for IV contrast
without   with  with/without

Abdomen ........................... ....... .......
Abdomen & Pelvis ............. ....... .......
Brain .................................. ....... .......

Chest ................................. ....... .......
....... .......C-Spine .............................

Chest High Res.................  .........................
Internal Auditory Canals .... ....... .......
L-S Spine........................... ....... .......
Low Dose Lung Cancer Screening.................

Pelvis ................................. ....... .......
Orbits................................. ....... .......

Sinuses .............................. ....... .......
Soft Tissue Neck ............... ....... .......

CTA Abdomen.................... .......
CTA Abdomen & Pelvis...... .......
CTA Chest.......................... .......

T-Spine .............................. ....... .......
Other___________________ ....... .......

....... .......

....... .......

....... .......

....... .......

....... .......

....... .......

....... .......

....... .......

....... .......

....... .......

....... .......

....... .......

....... .......

....... .......

Extremities

CT

Bone Density Study
Vertebral Fracture Assessment

BONE DENSITOMETRY

Screening..........Left ........Right ........Bilateral
Diagnostic.........Left ........Right ........Bilateral

MAMMOGRAPHY/3D MAMMOGRAPHY

Abdomen with Gallbladder
Aorta Bladder Pelvis
Doppler Carotid

Renal
Thyroid 

Other_____________________________________

GENERAL ULTRASONOGRAPHY

Breast Core Biopsy..................Left ........Right
Breast Cyst Aspiration.............Left ........Right
Stereotactic Breast Biopsy......Left ........Right

Thyroid Fine Needle Aspiration..Left ........Right

Lymph Node Core Biopsy
Lymph Node Needle Aspiration
Soft Tissue Mass Core Biopsy
Soft Tissue Neck

WOMEN’S IMAGING - ULTRASONOGRAPHY

BIOPSIES
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REFERRING PHYSICIAN’S SIGNATURE ________________________________________________________________________________________

Scrotum w/doppler if necessary

Brain CPT 78608Brachial Plexus...............................................
Adrenal Glands...............................................

Check  for w/ and w/o contrast

Thigh/Femur.. Upper:  
Left Right
Left Right
Left Right
Left Right
Left Right

Shoulder.......
Humerus.......
Elbow...........
Forearm........
Wrist.............
Hand.............Left Right

Left Right

Left Right
Left Right
Left Right
Left Right
Left Right
Left Right
Left Right

Other______

Lower: 
Hip................
Ankle.............
Foot..............
Femur............
Knee.............
Tibia/Fibula...
Other______

    Breast Ultrasound if needed

Arteries Lower Extremity
Arteries Upper Extremit
Veins Lower Extremity
Veins Upper Extremity

.Left ..Right ..Bilateral
y.Left ..Right ..Bilateral

.Left ..Right ..Bilateral
.Left ..Right ..Bilateral

...... L R
...... L R

.......... L R
...... L R

L R

L R
L R
L R
L R
L R
L R

Breast................Left  ....Right  ....Bilateral 
OB Biophysical Profile
OB >14 weeks
OB Detailed Fetal Anatomy
OB Transvaginal
OB Other_________________________________
Pelvic w/doppler if necessary
Pelvic/Transvaginal w/doppler if necessary
Transvaginal w/doppler if necessary
Sonohysterography
Other________________



INSTRUCTIONS FOR EXAMINATION

Abdomen and/or Pelvic CT Studies
Contact our office to see if oral contrast is required and needs
to be picked up in advance.

CT I.V. Contrast Studies
Nothing to eat or drink for 4 hours prior to exam. Normal
medications, that need to be taken within this 4 hour period,
should be taken with a small amount of water. Diabetics should
have nothing to eat or drink for 3 hours prior to the exam.
Patients taking glucophage or any medication containing glu-
cophage must discontinue it on the day of the exam, and for 2
days after. The patient must have a stat blood test, to check
renal functions, before resuming their medication. All prepara-
tions may need to be modified according to diagnosis.

MRI/MRA
Please come without any metal or jewelry.
MRCP, Routine Abdomen, Liver, Pancreas:
Nothing to eat or drink for 4 hours prior to the exam.
Normal medications that need to be taken within this 4-hour
period should be taken with a small amount of water.
ALL OTHER MRI/MRA STUDIES: No preparation. If the
patient is going to require sedation, our office must be notified,
so that the patient can be given specific instructions prior to
taking the sedative.

PET/CT
If the patient is diabetic, contact our office for instructions.
ON THE DAY BEFORE EXAMINATION:
Remain as calm and quiet as possible. No physical activity. 
Drink at least 4 glasses of water
DAY OF EXAMINATION:
Remain as calm and quiet as possible. No physical activity. 
Nothing other than water to eat or drink for 6 hours before the test.

Mammography
No deodorant or powder on the underarms or breasts the
day of the exam.

Esophagram
Nothing to eat or drink (not even water) for six hours before 
the test.

Small Bowel Series
Nothing to eat or drink (not even water) after midnight on 
the night before the exam, and the morning of the exam. The
preparation may need to be modified by the patient’s physician.

Upper Gastrointestinal Series
Nothing to eat or drink (not even water) after midnight the
night before the exam and morning of the exam.

Ultrasound
BLADDER: See “Pelvic” below.
PELVIC: Empty bladder. Drink 6, 8 oz. glasses of water (48 oz.)
45 minutes before the test. Complete drinking in 20 minutes 
and do not empty bladder.

PREGNANCY-PELVIC (TRANSABDOMINAL) OB: Empty
 bladder. Drink the following 

PREGNANCY TRANSVAGINAL OB: No preparation.

amounts one hour before the test,
and do not empty bladder.
6-15 weeks: Drink 5, 8-oz. glasses of water (40 oz.)
16-20 weeks: Drink 2, 8-oz. glasses of water (16 oz.)
Over 20 weeks: No preparation.

ABDOMINAL (including gallbladder):
Nothing to eat or drink 6 hours before the exam.
RENAL/RENAL and BLADDER: Nothing to eat or drink 6 
hours before exam.  30 minutes before exam, empty bladder, 
then drink 4, 8 oz. glasses of water (32 oz.) and do not empty 
bladder.
ALL OTHER ULTRASOUNDS: No preparation necessary. 

New Rochelle Radiology location:

175 Memorial Highway, LL14
New Rochelle, NY 10801
Tel: (914) 633-7700 • Fax: (914) 576-8503
www.newrorad.com


