
MOUNTAIN IMAGING CENTER

* Ordering Physician Print:______________________________________________Signature:___________________________________
I hereby authorize Premier Mountain Imaging to act on my behalf to obtain any and all authorizations needed for the above named patient. I hereby certify that the test ordered 

are medically necessary for the diagnosis and treatment of this patient.

Tel: (928) 216-5250 • Fax: (928) 216-5254

Deliver CD

Patient to carry CD

* Patient Name: ______________________________________________________________________ * Date of Birth: ____ / ____ / _______

                    
* Phone: _________________________ Other Ph#:____________________ Appt. Date: ____/____/_____ Appt. Time:_____

* Insurance: _________________________________ Pre-Auth#:______________________________________ Exp. Date: ____/____/_____  

              

* Diagnosis: ___________________________________________ Primary  Concern: _____________________________________________

Send Report To: Ordering Physician Phone#:_____________________________________________ Fax#:______________________________________

Other Physician Name:_________________________________________________ Fax#:______________________________________

5448 South Highway 260, Suite 110 • Lakeside AZ 85929

* AUTHORIZATION SUPPORT Please fax the following: Patient clinical information, insurance cards, NPI/Tax-ID number.

STAT Report STAT Call: _____________________ STAT Fax:_______________________

LAB WORK
CT, MRI and IVP: If patient is over 
the age of 65 or diabetic, or chronic 
kidney disease-please include labs
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ULTRASOUND DIRECTIONS

Study may include doppler

Study may include transvag if 

needed unless checked here __
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TOMOSYNTHESES 3D MAMMO
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DEXA

* NECESSARY INFORMATION

Scan here for directions 

to our office.
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