
Pre-cert / Referral  ☐ Yes  ☐ No   Pre-cert /Referral#  _____________________________________  Referral Fax# 615-301-0194    Appointment Time:  _______________  Date:  _________                   

Patient Name:   _______________________________________________________________  Home Phone: ______________________  Cell Phone: ____________________   

Social Security #: ___________________________  D.O.B.: _______________  Referring Physician -  Print Name: __________________________________________________  

Exam(s): ______________________________________________________________________________  Referring Physician-Signature: ___________________________  

Signs/Symptoms/Diagnosis: ___________________________________________________________________  Office Phone No. _______________________________________  
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☐ ARTHROGRAM   SPECIFY ___________
	 ☐ MRI   or   ☐ CT  to follow
☐ BOTOX INJECTIONS
	 ☐ Chronic Migraines  ☐ Upper Limb Spasticity  
	 ☐ Cervical Dystonia
☐ CERVICAL SYMPATHETIC BLOCK
☐ DISCOGRAM Includes Post Discogram CT
	 ☐ Cervical  ☐ Thoracic  ☐ Lumbar  
	 LEVELS ______________________
☐ EPIDURAL STEROID INJECTION
	 LEVELS ______________________
	 ☐ Interlaminar  ☐ Transforaminal
	 _____  X3 _____  X2 _____  X1

☐ AAA SCREENING
☐ ABD. COMPLETE
☐ AORTA DUPLEX 
☐ ARTERIAL DUPLEX
	 ☐ UPPER  ☐ LOWER
	 ☐ BILATERAL  ☐ L  ☐ R
	 ☐ For ABI
☐  BIOPHYSICAL PROFILE 
      (BPP)
☐ BREAST     	
☐ CAROTID
☐ ECHOCARDIOGRAM
☐ GALLBLADDER 
☐ OBSTETRIC
☐ PELVIS US TA & TV 
      WITH DOPPLER

☐ ABCESS/TUMOR
☐ BONE SCAN   
	 ☐ Whole Body   	 ☐ SPECT
	 ☐ 3-Phase   	 ☐ SPECT    	
	 ☐ Limited  	 ☐ SPECT  	
☐ GASTRIC EMPTYING
☐ HEPATOBILIARY W/EF 
☐ LIVER/SPLEEN
☐ LUNG VENT/PERF 
☐ PARATHYROID SCAN                      
☐ RENOGRAM  
	 ☐ Lasix   ☐ Captopril	    
☐ THYROID SCAN
	 ☐ w/Uptake
☐ WHITE BLOOD CELL SCAN

☐ ABD SERIES incl CXR
☐ ANKLE 3V    L    R     
☐ BARIUM ENEMA          
☐ CHEST 1V          
☐ CHEST PA & LAT
☐ CYSTOGRAM WITH VOIDING        
☐ ELBOW 3V   L    R    
☐ ESOPHAGRAM
☐ FACIAL BONES
	 ☐ Nasal Bones
☐ FEMUR  L  R  	         
☐ FINGER  1  2  3  4  5    L     R 
☐ FOOT 3V   L    R
☐ FOREARM 2V   L    R    
☐ HAND 3V   L    R    
☐ HIP 2V   L    R      	         

☐ HUMERUS 2V   L    R    
☐ IVP
☐ KNEE 2V   L    R       	          
☐ KUB
☐ LEG LENGTH X-RAY
☐ NASAL BONES 
☐ ORBITS
☐ PELVIS    	            
☐ RIBS  W/CXR,   L    R 	                     
☐ SACRUM COCCYX
☐ SCOLIOSIS SERIES
☐ SHOULDER 3V   L    R     
☐ SINUSES
☐ SKULL
☐ SMALL BOWEL 

☐ HIGH FIELD MRI   ☐ OPEN MRI  
☐ ABDOMEN   w/wo contrast
	 ☐ Liver   ☐ Kidneys   ☐ Pancreas 
☐ BRAIN w/wo contrast   
	 ☐ Attn IAC     ☐ Attn Sella     ☐ Attn Orbits
☐ BRAIN  w/o only 
☐ BREAST FOR IMPLANTS
☐ CHEST   Specify_______________
☐ LOWER EXTREMITY     L      R              
	 ☐ Hip  ☐ Knee  ☐ Ankle  ☐ Foot  ☐ Arthrogram

☐ CALCIUM SCORING 
☐ CHEST CT
	 ☐ Routine with contrast   
	 ☐ CTA for Pulmonary Embolism
	 ☐ High Resolution Lung
☐ CT CYSTOGRAM
☐ CT SINUS (Brainlab, Stryker)
☐ CT UROGRAM
☐ EXTREMITIES (SPECIFY BELOW)
	 ☐  _________________
☐ FACIAL BONES
☐ JOINT ________________

☐ FACET BLOCK (Medial Branch Block)
	 ☐ Cervical  ☐ Thoracic  ☐ Lumbar
	 ☐ L  ☐ R  ☐ Bilateral 
	 LEVELS ______________________
☐ FACET DENERVATION
	 (Radiofrequency Ablation)
	 ☐ Cervical  ☐ Lumbar   
	 LEVELS ______________________
☐ FACET INJECTION
	 ☐ Cervical  ☐ Lumbar 
	 ☐ L  ☐ R  ☐ Bilateral 
	 LEVELS ______________________

☐ LOWER EXTREMITY other than joint
	 Specify_______________
☐ MR ANGIOGRAM   
	 Specify_______________
☐ MRCP
☐ NECK w/wo contrast
☐ PELVIS w/wo contrast                      
☐ PELVIS w/o contrast
☐ TMJ
☐ SPINE  
	 ☐ Cervical   ☐ Thoracic   ☐ Lumbar

☐ LUNG SCREENING
☐ NECK W/CONTRAST       
☐ ORBITS W/CONTRAST 
☐ PELVIS W/CONTRAST
☐ SINUSES  
☐ SPINE   
	 ☐ Cervical   ☐ Thoracic ☐ Lumbar  
☐ TEMPORAL BONES
☐ UROLITHIASIS (Kidney Stones)
☐ NO CONTRAST
☐ CREATININE LAB WORK 
	 IF NEEDED

☐ JOINT INJECTION  SPECIFY __________ 
☐ LUMBAR PUNCTURE
	 ☐ Opening pressure only
	 ☐ Opening Pressure with labs:
	 __________________________
☐ LUMBAR SYMPATHETIC BLOCK
☐ MYELOGRAM (Includes Pre-procedure 
	 x-rays (3V) and Post Myelogram CT)  
	 ☐ Cervical  ☐ Thoracic  ☐ Lumbar
☐ NERVE ROOT BLOCK
	 ☐ Cervical  ☐ Thoracic  ☐ Lumbar   
	 LEVELS ______________________

☐ NEUROSTIMULATOR TRIAL
☐ OCCIPITAL NERVE ROOT BLOCK   L   R
 ☐ PIRIFORMIS INJECTION     L      R
☐ PLATELET RICH PLASMA 
	 (PRP) INJECTIONS _______________
☐ SI JOINT     L      R  ________________
☐ STELLATE GANGLION BLOCK
☐ TRIGGER POINT
	 SPECIFY ______________________ 
☐ VARICOSE VEIN TX (EVLT)
☐ VERTEBROPLASTY
	 LEVELS ______________________

☐ UPPER EXTREMITY     L      R                    
	 ☐ Shoulder   ☐ Elbow     
	 ☐ Wrist   ☐ Hand         
	 ☐ Arthrogram 
☐ UPPER EXTREMITY other than joint
	 Specify_______________
☐  ____________________
☐ WITH/WITHOUT CONTRAST
☐ CREATININE LAB WORK 
	 IF NEEDED

☐ SPINE   
	 ☐ Cervical  3V  5V   Flex/ext    
	 ☐ Thoracic  3V       
	 ☐ Lumbar  3V  5V  Flex/ext 
☐ TIBIA/FIBULA 2V   L    R     	
☐ TOE  1  2  3  4  5    L    R 
☐ UPPER GI  
☐ WATER’S VIEW
☐ WRIST 4V    L    R    
☐  ______________

PATIENT MUST PRESENT THIS FORM ON THE DAY OF EXAM TO THE REGISTRATION CLERK.

☐  BIOPHYSICAL PROFILE  (BPP)
☐ BONE DENSITY
☐ DEXA
☐ DIGITAL MAMMOGRAPHY
	 ☐ Breast US if clinically indicated
	 ☐ Diagnostic   L    R     Bilateral
	 ☐ Screening
☐ HSG   
☐ OBSTETRIC US
☐ PELVIS MRI w/wo contrast
☐ PELVIS US TA & TV WITH DOPPLER
☐ SONOHYSTEROGRAPHY

☐ ABDOMEN/PELVIS with contrast 
☐ ABDOMEN/PELVIS w/o contrast 
☐ ANGIOGRAPHY
    	 ☐ ABDOMEN CTA
            ☐ Abdominal Aorta   ☐ Aorto-iliac runoff
	 ☐ CEREBROVASCULAR CTA
            ☐ Head/Neck    ☐ Head    ☐ Neck
	 ☐ CHEST CTA   
            ☐ Coronary   ☐ Pulmonary   ☐ Thoracic aorta
☐ BONE DENSITY
☐ BRAIN/HEAD  
	 ☐ w/o contrast  or  ☐ w/wo contrast

POST PROCEDURE  
INSTRUCTIONS:

☐ FAX FINAL REPORT TO: __________
☐ STAT CALL: __________________
☐ HOLD PATIENT & CALL #: 
       __________________________ 
☐ SEND CD WITH PATIENT
☐ SEND PRINTED FILMS WITH PATIENT

☐ Premier Radiology – White Bridge Pike
☐ Premier Radiology – Mt. Juliet
☐ Hermitage Imaging

☐ Center for Breast Health at MTMC
☐ Middle Tennessee Imaging
☐ Murfreesboro Diagnostic Imaging

☐ BioImaging - Charlotte Avenue
☐ BioImaging - Cool Springs
☐ BioImaging - Edmondson Pike

☐ RENAL  
☐ SONOHYSTEROGRAPHY
☐ TESTICULAR WITH DOPPLER
☐ THYROID  
☐ VENOUS DUPLEX DOPPLER   
	 ☐ UPPER  ☐ LOWER
	 ☐ BILATERAL  ☐ L  ☐ R
	 ☐ For EVLT	
☐  ______________

NOT ALL STUDIES PERFORMED AT ALL SITES



➊ Premier Radiology
28 White Bridge Pike
Suite 111
Nashville, TN 37205 
615.356.3999 • Fax: 615.353.0462 
www.premierradiology.com
TAX ID # 01-0570490 

From Nashville: Take I-40 West to exit 
204B.  Turn left onto White Bridge Pike.  
Premier Radiology is located on 
the left in the Anderson Building just 
past Nashville State Technical 
Community College.	

➏ Premier Radiology/Bio
3310 Aspen Grove Dr. • Suite 101
Franklin, TN  37067
615.771.0171 • Fax: 615.771.0131 
www.premierradiology.com
TAX ID # 01-0570490 

From Nashville: Take I-65 South toward 
Birmingham.  At exit 68B, take ramp 
right and follow signs for West Cool 
Springs Blvd.  Keep straight onto Cool 
Springs Blvd.  Turn left onto Aspen Grove 
Dr., and BioImaging will be on the left.

➋ Premier Radiology
5002 Crossing Circle • Suite 140
Mt. Juliet, TN 37122
615.773.7237 • Fax: 615.773.1250 
www.premierradiology.com
TAX ID # 62-1751220

From Nashville: Take I-40 East to exit 
226A.  Turn right onto Adams Lane and 
then left onto Crossing Circle by the 
Hampton Inn.  Premier Radiology is 
located on the right in the Providence 
Medical Pavilion.	

➐ Middle Tennessee 
Imaging, LLC
741 President Place • Suite 100
Smyrna, TN  37167
615.220.0674 • Fax: 615.355.4348 
www.premierradiology.com
TAX ID # 01-0570490 

From Nashville: Take I-24 toward 
Murfreesboro.  Take Exit 66B Sam Ridley 
Parkway East toward Smyrna.  Turn 
right at Stonecrest Blvd.  Take 1st left 
on Cedar Grove.  Turn left on President 
Place. Center will be on your right.  

➌ Hermitage Imaging
5045 Old Hickory Boulevard
Suite 100
Hermitage, TN  37076
615.884.7674 • Fax: 615.884.2696 
www.premierradiology.com
TAX ID # 01-0570490

From Nashville: Take I-40 East 
to exit 221A.  Follow Old Hickory Blvd. 
and Hermitage Imaging is located on 
the left between Applebee’s and Lowe’s.

➑ Murfreesboro 
Diagnostic Imaging, LLC
1020 N. Highland Avenue • Suite A
Murfreesboro, TN  37130
615.896.1234 • Fax: 615.896.7171 
www.premierradiology.com
TAX ID # 20-0291952

From Nashville: Take I-24 East toward 
Murfreesboro.  Take Exit 76.  Turn left 
at Medical Center Parkway.  Turn left 
at Memorial Blvd./US 231.  Turn right 
at East Clark Blvd.  Turn right at North 
Highland Ave.  MDI is on the left.
 

➍ Premier Radiology/Bio
1800 Charlotte Avenue 
Nashville, TN  37203 
615.329.4840 • Fax: 615.846.0859 
www.premierradiology.com
TAX ID # 01-0570490 

From Nashville: Take I-40 West to  
exit 209 to merge onto George L. Davis 
Blvd.  Turn left at Charlotte Avenue.  
BioImaging will be on the right.

	

➒ Center for Breast Health 
at MTMC
503 E. Bell Street • Suite 102
Murfreesboro, TN  37130
615.396.5600 • Fax: 615.396.5612 
www.premierradiology.com

From Nashville: Take Exit 78B on to  
Old Fort Parkway.  At the tenth red light  
(approx. 3 miles), turn right on East  
Clark Blvd.  At the next red light, turn 
right on North Highland Ave.  The Center 
is located in the Bell Street Center next  
to the hospital.  Park in visitor parking  
next to the Cancer Center.

➎ Premier Radiology/Bio
4928 Edmondson Pike • Suite 204
Nashville, TN  37211
615.832-9551 • Fax: 615.832.1621 
www.premierradiology.com
TAX ID # 01-0570490 

From Nashville: Take I-24 East.   
At exit 56, take ramp right and follow 
signs for Harding Pl.  Bear right onto 
Harding Pl.  Turn left onto Nolensville 
Pike.  Turn right onto Edmondson Pike 
and BioImaging will be on the left.

Main 
Scheduling 

Number 

615.356.3999


