Diagnostic Imaging at Baywalk
MRI HISTORY AND INFORMATION SHEET
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Did you bring those films? [Yes [INo

Where were they performed?

Please indicate on the picture exactly
where you are experiencing pain.

TECHNOLOGIST NOTES: (to be completed by the Technologist)
Indications: Protocol:
CPT Code: ICD-9 Code
Contrast injection: []Yes []No cc’s Magnevist.




