
Diagnosis:_ ____________________________________________

ICD10 Code:____________________________________________

History & Symptoms:_____________________________________

______________________________________________________

Special Instructions:_ ____________________________________

______________________________________________________

______________________________________________________

q May modify exam at radiologist’s discretion if clinically indicated

PATIENT HISTORY -  PLEASE REMEMBER TO SEND CLINICAL NOTES PERTAINING TO PATIENT’S EXAM

Patient Information:    q Call patient to schedule   DOB: __________________

Name: 	 _________________________________________________________

Home Phone#:_____________________________________________________

Alternate Phone #:__________________________________________________

AMERICAN COLLEGE OF 
RADIOLOGY ACCREDITED

Ordering Physician: _________________________________________     Signature:___________________________________________

Today’s Date:_________________________ Phone #:_ ________________________________ Fax #:_______________________________

q STAT Hold Patient & Call Results to #:________________________Cell #: _ ____________________Back Line #:_ _____________________

q STAT Release Patient & Call Results to #:_____________________Cell #: _ ____________________Back Line #:_ _____________________

SCHEDULED APPOINTMENT:
Date:_ ____________ Time:______________

Insurance Provider:___________________________________ ID #:_ ______________________________________________________

q Pre-Authorization obtained by referring physician’s office     Ins. Authorization #: _____________________________________________

This communication is intended only for the use of the party to whom it is addressed and may contain information that is confidential or protected by law. If you are not the intended 
recipient of this document, you are hereby notified that distribution or copying of this document or its contents is strictly prohibited. If you have received this document in error, please 
notify the sender immediately at the phone number listed above, or contact our corporate office at 615.661.9200. 

MRI:__________________________________________________
q	 With Contrast   q Without Contrast    q With/Without  Contrast

q Orbit X-Ray with ICD10 H02.819  

Any history of metal in eyes will require X-Ray of orbits for pre-screening

q NeuroQuant:___________________________________________

CT:	 ___________________________________________________
q	 With Contrast   q Without Contrast    q With/Without Contrast  

q Other:_______________________________________________

______________________________________________________

______________________________________________________

q Please assist in authorization  (fax order, patient demographics, insurance card, clinical notes and labs pertaining to exam to the appropriate facility).

P: 406.545.2110 • - F: 406.545.2112 

Tax ID#:  47-2294770 • NPI #:  1659850659
1739 Spring Creek Lane • Billings, MT 59106

Diagnosis:_ ____________________________________

_____________________________________________

_____________________________________________

History & Symptoms:_____________________________

_____________________________________________

_____________________________________________

Special Instructions:_ ____________________________

_____________________________________________

_____________________________________________

NO PACEMAKERS OR ELECTRONIC IMPLANTS FOR MRI
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If you have had previous diagnostic studies of the 
body part being evaluated, please bring those films 
and reports, or request they be sent to the Center. 
These studies or reports are very helpful to the 
Radiologist interpreting your exam.

Please find our parking and entrance on the North side of the building, under the 
TOUCHSTONE IMAGING sign. Please avoid parking and entering through the West entrance.

Heading WEST on I-90:
•	 Please exit 443 to 302 (Zoo Drive).
•	 Continue on Zoo Drive and Turn Right on 

Gable Road.
•	 Continue on Gable Road and Turn Right on 

Hesper Road.
•	 Continue on Hesper Road and Turn Right on 

Spring Creek Lane.
•	 After passing Mountain Pass Road. 

Touchstone will be on your left. 

Heading EAST on I-90:
•	 Please exit 443 to 302 (Zoo Drive).
•	 Continue on Zoo Drive and Turn Right on 

Gable Road.
•	 Continue on Gable Road and Turn Right on 

Hesper Road.
•	 Continue on Hesper Road and Turn Right on 

Spring Creek Lane. 
•	 After passing Mountain Pass Road. 

Touchstone will be on your left. 

406-545-2110 | Fax: 406-545-2112 
1739 Spring Creek Lane

Billings, MT 59106www.touchstoneimaging.com
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