METROPLEX
~=HEALTH SYSTEM

Open MRI

Physician Referral Form
Open MRI « 5610 E. Central Texas Expwy. * Killeen, Texas 76543 ¢ (254) 680-0004 « Fax (254) 680-0066

Today's Date:

PATIENT INFORMATION

Name:

Home Phone: Work Phone:

Cell: DOB: SSN: / /
Home Address:

City: State: Zip: Height: Weight: Ibs
INSURANCE INFORMATION

1st Provider: Number:

Address: Phone:

Contact Person:

2nd Provider: Number:

Address: Phone:

Contact Person:

***x* Please FAX Insurance information or cards if available *****

PHYSICIAN INFORMATION

Name: Signature:

Phone: Fax:

Exam Requested: Without / With Contrast
DX: DX Code:

Reports Only PACS Only Send Films with PT Send CD Rom with PT

This message from Open MRI is intended only for use of the addressee(s) shown above. It contains information that may be privileged, and/or confidential.
If you are not the intended recipient of this message, you are hereby notified that the copying, use or distribution of any information or materials transmitted
in/or with this message is strictly prohibited. If you received this message by mistake, please immediately call us at 254-680-0004 and destroy the original message.
Thank you. A Member of Adventist Health System and Scott & White Healthcare.



