               Saint Louis University Hospital CT Imaging Order Form 

Scheduling – phone:  314.268.5555  toll free: 877.268.5590  fax:  314.268.5556  toll free:  877-268-5591
	To expedite exam(s), provide demographics, insurance and clinical indications.

	Patient Name_____________________________________ DOB_________________   SS#_______________________
Home Phone #______________________ Cell # _________________________  Work # _________________________

Clinical Diagnosis___________________________________________________________________________________

Reason for Exam ___________________________________________________________________________________
Creatinine/ BUN______________  Date drawn _______________________  Height___________ Weight____________
Is the patient taking Metformin containing medications?   FORMCHECKBOX 
 No   FORMCHECKBOX 
 Yes

If yes,    Please call CT at 314-268-7629 for Instructions

Physician Name  ________________________________  Physician Signature___________________________________
                                              (please print)

Physician Contact Information  Office Phone #_____________________________  Fax #__________________________
Order date/ time;_______________________________Test date/time:__________________________________________

Insurance Authorization Number:_______________________________________________________________________

 

	Medicare Regulations

	Medicare regulations require the tests to be medically necessary for the diagnosis and treatment of the patient to qualify for reimbursement from the program.  The physician must be treating the patient in connection with the diagnosis or complaints listed and this information must accurately reflect the medical reason for requesting these tests.  The medical necessity of each test ordered on this requisition must be documented in the patient’s medical record.  Tests ordered for the purpose of screenings or which the physician believes to be appropriate even if the payor may not allow reimbursement, may not be billed to Medicare except for the purpose of receiving a denial.

	 (Please specify body part and IV contrast usage below)

	 FORMCHECKBOX 
 Brain                 FORMCHECKBOX 
without (70450)     FORMCHECKBOX 
with (70460)    FORMCHECKBOX 
 without/with (70470)
	 FORMCHECKBOX 
 Brain Perfusion (0042T)

	 FORMCHECKBOX 
 Orbits /Sella/ Temporal Bones      
                               FORMCHECKBOX 
without (70480)     FORMCHECKBOX 
with (70481)    FORMCHECKBOX 
 without/with (70482)
	CT Angio

	 FORMCHECKBOX 
 Maxillofacial/ Sinuses

                               FORMCHECKBOX 
without (70486)     FORMCHECKBOX 
with (70487)    FORMCHECKBOX 
 without/with (70488)
	 FORMCHECKBOX 
 Angio Head with contrast (70496)

	 FORMCHECKBOX 
 Neck (soft tisuue) FORMCHECKBOX 
without (70490)     FORMCHECKBOX 
with (70491)    FORMCHECKBOX 
 without/with (70492)
	 FORMCHECKBOX 
 Angio Neck with contrast (70498)

	 FORMCHECKBOX 
 Chest                 FORMCHECKBOX 
without (71250)     FORMCHECKBOX 
with (71260 )  FORMCHECKBOX 
 without/with (71270)
	 FORMCHECKBOX 
 Angio Chest with contrast (71275)

	 FORMCHECKBOX 
 Abdomen           FORMCHECKBOX 
without (74150)    FORMCHECKBOX 
with (74160)    FORMCHECKBOX 
 without/with (74170)
	 FORMCHECKBOX 
 Angio Abdomen with contrast (74175)

	 FORMCHECKBOX 
 Pelvis                 FORMCHECKBOX 
without (72192)    FORMCHECKBOX 
with (72193)    FORMCHECKBOX 
 without/with (72194)
	 FORMCHECKBOX 
 Angio Pelvis  with contrast (72191)

	 FORMCHECKBOX 
 Abdomen/Pelvis   FORMCHECKBOX 
without (74176)    FORMCHECKBOX 
with (74177)    FORMCHECKBOX 
 without/with (74178)
	 FORMCHECKBOX 
 Angio Upper Extremity with contrast (73206)

	 FORMCHECKBOX 
 Cervical Spine   FORMCHECKBOX 
without(72125)     FORMCHECKBOX 
with(72126 )    FORMCHECKBOX 
 without/with(72127)
	 FORMCHECKBOX 
 Angio Lower Extremity with contrast (73706)

	 FORMCHECKBOX 
 Thoracic Spine  FORMCHECKBOX 
without(72128)      FORMCHECKBOX 
with(72129)     FORMCHECKBOX 
without/with (72130)
	 FORMCHECKBOX 
 Angio Abdominal Aorta and bilateral run-off with and/or without (75635)

	 FORMCHECKBOX 
 Lumbar Spine    FORMCHECKBOX 
without(72131)     FORMCHECKBOX 
with(72132)      FORMCHECKBOX 
without/with (72133)
	 FORMCHECKBOX 
Reconstruction, Requiring Independent Workstation (76377)

	 FORMCHECKBOX 
 Upper Extremity   FORMCHECKBOX 
without(73200) FORMCHECKBOX 
with(73201) FORMCHECKBOX 
without/with(73202)

      FORMCHECKBOX 
Right   FORMCHECKBOX 
 Left   FORMCHECKBOX 
 Bilateral     (circle body part to be imaged)

                                    Shoulder,  Humerus,  Elbow,  Forearm,  Wrist,  Hand
	 FORMCHECKBOX 
 Reconstruction, Multiplane 3D (76376)

	 FORMCHECKBOX 
 Lower Extremity  FORMCHECKBOX 
without(73700) FORMCHECKBOX 
with (73701) FORMCHECKBOX 
without/with(73702)

       FORMCHECKBOX 
Right   FORMCHECKBOX 
 Left   FORMCHECKBOX 
 Bilateral  (circle body part to be imaged)
                                     Hip,   Femur,   Knee,   Tibia/Fibula,   Ankle,   Foot
	 FORMCHECKBOX 
 Guidance Stereotactic Localization (77011)

	
	 FORMCHECKBOX 
 Guidance Placement Radiation Therapy Fields  (77014) 

	 FORMCHECKBOX 
Other
	 FORMCHECKBOX 
 Guidance Placement Radiation Therapy Fields  (77014) 

	Special Instructions: 

	Outpatient CT Imaging Order Form



	SAINT LOUIS UNIVERSITY HOSPITAL
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