
Pediatric Imaging Services

Patient Name _______________________________________________________________   DOB ________________________________________

Physician ____________________________________   Authorization#  _______________  Order Priority: _____ Routine _____ STAT (Wet Read)

Indications/Symptoms//Diagnosis _____________________________________________________________________________________________

Special Instructions _________________________________________________________________________________________________________

Physician Signature ___________________________________________________________   Date ________________________________________

800 Prudential Drive
Jacksonville, Florida 32207

Central Scheduling 904.202.2222
Imaging Services 904.202.8136

Radiography
_____ Chest (PA/Lateral)
_____ Abdomen Series (with AP Chest)
_____ Abdomen KUB
_____ Torso for Foreign Body
_____ Ribs Lt Rt 
_____ Sternum
_____ Bone Age
_____ Upper Extremity Survey
_____ Lower Extremity Survey
_____ Shoulder Lt Rt
_____ Clavicle Lt Rt
_____ Scapula Lt Rt
_____ Elbow Lt Rt
_____ Humerus Lt Rt
_____ Forearm Lt Rt
_____ Wrist Lt Rt
_____ Hand Lt Rt
_____ Finger Lt    Rt

Specify Digit ________ 
_____ Pelvis
_____ Hip Lt    Rt
_____ Femur Lt    Rt
_____ Knee Lt    Rt
_____ Tib/Fib Lt    Rt
_____ Ankle Lt    Rt
_____ Foot Lt    Rt
_____ Toe Lt    Rt

Specify digit _______
_____ Facial Bones
_____ Nasal Bones
_____ Orbits
_____ Sinuses
_____ Skull AP & Lateral
_____ Skull AP/Lateral/Townes
_____ Soft Tissue Neck
_____ Cervical Spine      
_____ AP/Lat/Odontoid
_____ Thoracic Spine Ap/Lat
_____ Lumbar Spine AP/Lat/Spot
_____ Sacrum and Coccyx
_____ Scoliosis AP & Lat
_____ Scoliosis Bending

CT Studies
_____ Head/Brain
_____ Neck Soft Tissue
_____ Facial Bones
_____ Sinuses/Orbits
_____ IACs
_____ Angiography
_____ Chest
_____ Abdomen & Pelvis
_____ Renal Stone Protocol
_____ Pelvis (Bony Detail)
_____ C-Spine (Levels ________ )
_____ T-Spine (Levels ________ )
_____ L-Spine (Levels ________ )
_____ Upper Extremity

Specify _______________
_____ Lower Extremity

Specify _______________
_____ Other _________________
_____ With Contrast
_____ Without Contrast

Ultrasound
_____ Abdomen Complete (includes liver,

spleen, pancreas, kidney, urinary 
bladder, IVC and aorta

_____ Pelvic (uterus, ovaries)
_____ Abdomen Limited for (circle one)

Intussusception
Pyloric
Appendix

_____ Renal/Retroperitoneal
_____ Neonatal/Head Sonogram
_____ Infant Hip for Dysplasia
_____ Hip for Effusion     LT     RT
_____ Extremity/Vascular  LT     RT
_____ Spine
_____ Thyroid

Special Procedures
_____ Arthrogram

Site ___________
Side   LT RT

Fluoro Studies
_____ BE
_____ BE for Hirschsprungs
_____ BE with Air Contrast
_____ Coin Extraction
_____ Feeding Tube Placement
_____ Small Bowel
_____ Upper GI
_____ Upper GI with CINE
_____ Upper GI with Small Bowel
_____ Barium Swallow
_____ Voiding Cystourethrogram

Nuclear Medicine
_____ Abdominal/Meckle’s
_____ Bone Scan – Whole Body
_____ Bone Scan – Triple Phase
_____ Bone Scan – With Spect
_____ GA 67 Abscess Total Body
_____ Gastric Emptying
_____ GI Bleeding
_____ GI Reflux
_____ Hepatobiliary with Kinevac
_____ Hepatobiliary
_____ IN 111 WBC Total Body
_____ Liver/Spleen
_____ Lung (Perfusion & Ventilation)
_____ Lung (Perfusion)
_____ MIBG Total Body
_____ MUGA Rest
_____ Myocardial Perfusion Rest
_____ Myocardial Perfusion Rest/Stress
_____ Parathyroid
_____ Radionuclide Cystogram
_____ Renal Cortical DMSA Scan
_____ Renal Flow & Scan
_____ Renogram  Lasix
_____ Shunt Patency
_____ Thyroid CA I 131
_____ Thyroid I-123
_____ Thyroid I-123 with Uptake
_____ Thyroid TC99M
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