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Sports Medicine Imaging Specialists REQU|S|T|ON
Patient Name: (last) (First)
Date of Birth: (d/m/y) Male /Female
Phone home: work: cell:
Address:
Health Care Number: WCB Case number:

Examination Requested and any specific instructions:

Patient History:

Mechanism of Injury:
Reason for Exam:

Date of Injury/Length of Pain/IlIness:
Looking for/Suspected Injury/lllness?
Relevant prior exams:
Reports will be sent by fax. Please make sure your fax number is on this requisition form.

Fax # URGENT / STAT

Referring Physician Signature: Date:

Additional copies to:
Referring Physicians Stamp Ordering Number

FOR OFFICE USE ONLY:
Date request received: Date of Booking: Appt Time:
Technologist: Date/Time Exam LMP: #lmages:

Exam Limitations:

Whistler MRI Clinic #218-4368 Main Street Whistler BC VON 1B4
Ph 604 962 0220 www.whistlermri.com Fax 604 962 0223
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