
Scheduling: 763-398-4400  |  Fax: 763-398-6388 
www.mplsrad.com

 PATIENT INFORMATION:

Patient Name: __________________________ DOB: ____/____ /_____ 

Phone: Cell/Other: _________________ Home: ____________________ 

HISTORY / SYMPTOMS / DIAGNOSIS (RULE-OUT TO INCLUDE HISTORY):

__________________________________________________________
__________________________________________________________

Date: _______________________________

REFERRING PROVIDER INFORMATION:
Provider Name: _________________________________________ Provider Signature: _______________________________

Phone: _____________________ After Hours Phone: ____________________

 Routine Report: Faxed within 24 hours
 ASAP Report: Faxed within 2 hours
 STAT Report:

 
Immediate Report Faxed for 
Critical Results

 

Fax number: __________________________
 Call Report: ___________________________

   phone number

CT SCAN
Contrast options:
  prn   w/   w/o   wwo

  Head
  Temporal Bone
  Orbits
  Sinuses
  Neck Soft Tissue
  Chest    Low Dose Chest

  Abdomen/Pelvis

  Urogram 
  Pelvis

  Enterography            

        Specify Level 

 C-Spine: _________________ 

 T-Spine: _________________ 

 L-Spine: _________________ 

 Extremity Upper 

___________________ L / R 

 Extremity Lower 

___________________ L / R 

 Wrist/Hand             L / R
 Ankle/Foot                         L / R

  Other: 
___________________

CT ANGIO
  Head
  Neck
  

  Chest
  Abdomen
  Pelvis 
  Renal

MRI SCAN
Contrast options:
  prn    w/o   wwo

  Brain

  Pituitary

  Orbits

  Neck Soft Tissue

  Cervical Spine

  Thoracic Spine

  Lumbar Spine

  Chest

  Abdomen/Liver Studies

  SI Joints

  Pelvis

 
 

 

 

 Prostate

 

 

 

 Shoulder            L / R

 

 Hip                                      L / R

 

 Knee                                   L / R

 

 Wrist                                   L / R

 

 Foot            L / R

 
 Hand/Finger                    L / R

 
 Extremity Upper:   

 
___________________ L / R

 
 Extremity Lower:

 ___________________ L / R

MRI ANGIO 

 Brain 

 Neck 

 Aortic Arch/Thoracic 

 Abdomen 

 

BREAST IMAGING
  Screening Mammogram

ULTRASOUND 
 Transvaginal as clinically 
indicated, OR  
 Pelvic/Transabdominal 
 Thyroid 
 

 
 

 Carotid Duplex  
 Aorta/AAA  
 Soft Tissue  
Body Part: ______________ 
 Low Ext Venous Duplex   
 Abdomen - complete 
 Abdomen - limited organ: 
_______________________ 
 Abdomen with liver doppler 
 Renal   
 Pelvic  
 Pelvic w/ Transvaginal  
 Scrotal  
 Scrotal w/ Doppler  
 Inguinal Hernia/Groin   
 Obstetric  
EDC or LMP: _____________

 
 

Week: __________________   
 Other: __________________

 

X-RAY
 Chest
 KUB  Abdomen
 Hip            L / R
 Knee            L / R
 Hand            L / R
 Wrist            L / R
 Ankle                   L / R
 Foot                    L / R
 Shoulder          L / R

 Other: _________________
_______________________

 

_______________________
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 Bone Densitometry (DEXA)

BONE 
DENSITOMETRY

SPECIAL INSTRUCTIONS:

__________________________________________________________  After Hours Phone Number: __________________

O�ce Contact Name: ____________________

Chest/PE   

Stone

 Other:
_______________________

2D 3D

 Finger       
 Tibia/Fibula           L / R
 Femur            L / R
 Elbow            L / R
   
 C-Spine         
 T-Spine           
 L-Spine  

         L / R

Lung Cancer Screening

 IAC’s

 

 Ankle            L / R

 Diagnostic Nerve Root Block

 Epidural Steroid Injection

PAIN INJECTIONS

 Facet Injection

 Joint Aspirations

 Joint Injection

 Hip

 Sacroiliac (SI)

 Shoulder

 _________________
HYSTEROSALPINGOGRAM

 Hysterosalpingogram (HSG)

 Diagnostic Mammogram           L / R
 Breast Ultrasound           L / R

CT Image Guided Sinus



SCHEDULE APPOINTMENTS 
BY CALLING ONE NUMBER 
(763) 398-4400  

Our other locations:
�e Breast Center of Maple Grove (763) 398-6370
Minneapolis Vein Center (763) 398-8710
Minneapolis Vascular Physicians (763) 398-6050

For more information or to download this 
scheduling form visit us at www.mplsrad.com

Imaging Center & �e Breast Center of Maple Grove 
9855 Hospital Drive, Suite 150

Maple Grove, MN  55369

Imaging Center & �e Breast Center of Maple Grove are located in the 
medical o�ce building on the campus of the Maple Grove Hospital.

From 494 and 694, follow 94 West to the Maple Grove Parkway exit (213). 
Go East on Maple Grove Parkway to Hospital drive. Turn left on Hospital Drive. 
Turn left into the medical office building parking lot.   

From the north, follow 94 East to the Maple Grove Parkway exit (213). 
Go East on Maple Grove Parkway to Hospital drive.  Turn left on Hospital Drive. 
Turn left into the medical office building parking lot.    

From 494, take Highway 55 East to Northwest 
Boulevard. Turn left on Northwest Boulevard. 
Turn left on Campus Drive. Take the second 
right into the imaging center’s parking lot. 

From the northwest, take 94 East, following 
494 South to Highway 55. Take Highway 
55 East to Northwest Boulevard. Turn 
left on Northwest Boulevard. Turn left on 
Campus Drive. Take the second right into the 
imaging center’s parking lot.

From the southeast, take 394 West to 
Highway 169 North. Follow Highway 55 
West to Northwest Boulevard. Turn right on 
Northwest Boulevard. Turn left on Campus 
Drive. Take the second right into the 
imaging center’s parking lot.

Imaging Center of Plymouth 
2800 Campus Drive, Suite 30
Plymouth, MN  55441

Imaging Center of Plymouth is located directly 
across the street, on Campus Drive, from 
WestHealth or McDonald’s near 494 and 
Highway 55.


