
REPOrTING INSTrUCTIONS
Routine report      Fax report 
Fax #_____________________
Phone #___________________
Patient to return with films
Patient to return with CD
Other_____________________

Today’s Date _______________________  Exam Date: __________________________________

CT
FAX (907) 261-5803

BUN/Creatine________________________
With IV Contrast	 Without IV Contrast
With & Without IV Contrast

 Head	  Abdomen
 Neck	  CT Renal Stone Study
 Chest	  Pelvis
 PE Study	  Abdomen and Pelvis

	  CT IVP (CT urogram)
 �Chest High Resolution 
(interstitial lung disease) 

 Maxillo Facial
 �Sinus Complete     Sinus Limited
 IACs/Temporal Bone/Pituitary
 Orbits
C-Spine    T-Spine    L-Spine

 Extremity__________________________

CT Angiogram
Carotids (aortic arch to Circle of Willis)
Intracranial/Circle of Willis
Thoracic Angiogram
Renal Angio
ABD Angio (for aortic aneurysm)
ABD Aortogram & Lower Extremity Runoff

Other CT (not specified above)
_ ________________________________

ULTRASOuND
FAX (907) 261-5828

Abdominal (GB, Liver, Pancreas, Spleen, Kidneys, Aorta)
Aorta 	 Biophysical Profile
Cranial
Hysterosonogram
Obstetric  EDC________  LMP________
Pelvic w/Transvaginal
Renal/Bladder	 Testicular
Thyroid	 Thyroid Biopsy

Doppler Studies
Mesenteric Porto-hepatic Renal Arterial
Venous Doppler 
Arms  R  L      Legs  R  L
Carotid Doppler	 Liver Transplant
Renal Transplant	 Transcranial Doppler
Ankle Brachial Index (ABIs): arterial legs_
(Segmental, Resting & Exercise prn)
Groin Doppler (Post Heart Cath)
Vein Mapping 
Arms  R  L      Legs  R  L

Other_______________________________

PET – CT
FAX (907) 261-5803

Special order form required, please call 
261-3146.

BONE DENSITOMETRY
FAX (907) 261-5828

DXA L-Spine & Hip    DXA with IVA

Body Fat Analysis

MRI
FAX (907) 261-5803

Neurologic/Spine
Brain With and Without Contrast
Brain Without Contrast
Orbits
Pituitary
Internal Auditory Canal
Fifth Cranial Nerve
Pre Op Stealth Brain
Treatment Planning Stealth Brain
Metastatic Spine Survey
Soft Tissue Neck
Brachial Plexus
C-Spine    T-Spine    L-Spine*
Reason (check one):  Disc  Infection  MS
*History of prior lumbar surgery?  Yes  No

Musculoskeletal
Shoulder� R  L
Shoulder with Arthrogram� R  L
Wrist� R  L
Hip� R  L
Hip with Arthrogram� R  L
Knee� R  L
Ankle� R  L

Body
Pelvis
Pre-embolization Uterus
Routine Liver with Gadolinium
Liver with Feridex
MRCP     
Renal    Adrenal    Pancreas

MR Angiogram
Carotids (from aortic arch to Circle of Willis)
Intracranial/Circle of Willis
Thoracic Aortogram
Renal MRA
Abdominal Aortogram & 
Lower Extremity Runoff

Other MRI (not specified above)

_ ________________________________

bReAST
FAX (907) 261-5828

Indicate location of abnormality

Digital Mammography
Screening
Diagnostic Bilateral Mammogram
Diagnostic Unilateral Mammogram� R  L
Cone/Magnification Views, if needed� R  L
Mammogram/Augmentation
Ductogram� R  L
Stereotactic Biopsy

Ultrasound
Breast Ultrasound� R  L 

if needed�
Breast Ultrasound Aspiration� R  L
Breast Ultrasound Biopsy� R  L

DiAGNOSTiC RADiOLOGy
FAX (907) 261-5828

Sinus Series	 Skull
Sinus/Waters only	 Facial Bones
Chest______________________________
Abdomen (KUB)	 Ribs_____________

Spine
Cervical    Thoracic    Lumbar
Complete  Limited__________________

Extremity	 #Views	 Right	 Left
Hand	   ____	 	
Finger	   ____	 	
Wrist	   ____	 	
Forearm	   ____	 	
Hip	   ____	 	
Humerus	   ____	 	
Shoulder	   ____	 	
Foot	   ____	 	
Toes	   ____	 	
Ankle	   ____	 	
Knee	   ____	 	
Tib-Fib	   ____	 	
Femur	   ____	 	
Standing Knees AP

Gastrointestinal
Barium Swallow (Esophagram)  Upper GI
Small Bowel Series  Barium Enema
Barium Enema Air Contrast

Hysterosalpingogram

Other Diagnostic Radiology (not specified above)

_ ________________________________

   Patient Last Name	 First	 M	 PT. PHONE NUMBER		  Date of Birth	

	

   Ordering clinician	clinician  signature

   Send Additional Copies of Report to				    PREGNANT?  Yes  No

   CLINICAL DATA INDICATING MEDICAL NECESSITY  

Patients: Please pre-register for your 
appointment.
MRI, CT, PET-CT patients call (907) 261-3156.
For all other exams, call (907) 261-3151. Toll-free 
(888) 458-3151 or online www.provimaging.com/register
If unable to pre-register, please arrive 15 minutes early.

PrEP INSTrUCTIONS ON baCK

3340 Providence Drive 
Anchorage, AK 99508
Main: (907) 261-3151
Toll-free: (888) 458-3151
Billing: (907) 565-8001

Rev 5/07

www.provimaging.com

MRI, CT, PET-CT Scheduling: (907) 261-3146
All Other Scheduling: (907) 261-3151
Fileroom: (907) 261-3144 
Fax numbers for each service 
under bold headings below. 

Providence Imaging Center (PIC) is an independent diagnostic testing facility located on the east side of the Providence Alaska Medical Center campus. 
PIC is dedicated to providing clients with high quality imaging exams in a caring, comfortable and convenient environment.




