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@ MT BAKER IMAGING Scheduling Phone: 360-647-2422

Toll Free: 800-767-0430

BONE DENSITOMETRY Fax This Referral to 360-752-0999

PATIENT INFORMATION (please print)

Name: DOB:
Telephone(s): Referring M.D.:
Primary Insurance Name: ID#:

Comparison Information: [ Patient Bring [ Office Will Send [ None

EXAM INFORMATION
[J HEEL SCREENING: Screening test for patient with no known osteoporosis risk factors.
I HIP-SPINE: Osteoporosis risk factors. Please make a scheduled appointment for this test.

Symptoms/Clinical Indications:

x SEE LOCATION MAP ON BACK SIDE

Provider Signature Required
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