
CT REQUEST FOR SERVICE FORM

❑ ANTIOCH
4721 Dallas Ranch Road
Antioch, CA 94531
T: (925) 331-2269
F: (925) 778-3567

❑ DUBLIN
6380 Clark Avenue
Dublin, CA 94568
T: (925) 452-1838
F: (925) 875-0826

❑ PLEASANT HILL
400 Taylor Blvd. Suite 105
Pleasant Hill, CA 94523
T: (925) 826-1900
F: (925) 826-1910  Imaging

Bayside

REQUESTING PHYSICIAN’S SIGNATURE:  _____________________________________________________________________________

Name  _______________________________________________________    UPIN    ________________________________________________ 

Office # _______________________   Fax # ______________________     Submitted by: _____________________________________________

Authorization Number    __________________________________________________________________________________________________

CC : ❑ Reports   ______________________________________________________________________________________________________       

 

PLEASE FAX A COPY OF THE FRONT AND BACK OF THE PATIENT’S CURRENT INSURANCE CARD AND ALL PRIOR IMAGING REPORTS

HEAD, FACE AND NECK
❑ Head without contrast (routine)
❑ Head with and without contrast 
❑ Sinus (no contrast study)
❑ Neck with contrast (routine)
❑ Neck without contrast

BODY
❑ Chest with contrast (routine)
❑ Chest without contrast high resolution
❑ Chest without contrast
❑ Abdomen without contrast
❑ Abdomen with contrast
❑ Pelvis without contrast
❑ Pelvis with contrast 
❑ Abdomen and Pelvis with and without contrast (routine)
❑ Abdomen and Pelvis without contrast (colic CT protocol) 
❑ Abdomen and Pelvis with contrast (large bowel protocol) 

MUSCULOSKELETAL (With Reformations)
❑ Long bone, upper extremity
❑ Long bone, lower extremity
❑ Large joint, upper extremity - Name of joint                                                                 
❑ Large joint, lower extremity - Name of joint                                
❑ Small joint, upper extremity - Name of joint                                                                 
❑ Small joint, lower extremity - Name of joint                                                                  

❑ R     ❑ L
❑ R     ❑ L
❑ R     ❑ L
❑ R     ❑ L

Tax ID # 94-3306655

PATIENT INFORMATION:   Today’s Date  ______________________________  Date Scan Is Needed By _________________________

Patient Name_________________________________________________________________  DOB____ /____ /____  ❑ Male      ❑ Female

Home Phone _________________________Work Phone ______________________ Weight ________ ICD-9 Code ___________________     

Primary Diagnosis _________________________________________________________________________________________________  

Special Notes  ____________________________________________________________________________________________________


