
Patient Information

Name ____________________________________    ______    ___________________________________________   Date of Birth _____/_____/________
	 (First)	 (MI)	 (Last)

Sex (circle one)      M      F         Social Security Number  _________ - ______ - _________  

If Minor, Parent/Guardian Name ________________________________________________________________

Home  (_______) ________________   Work  (_______) ________________   Cell  (_______) ________________

  Special Instructions:

         STAT	 CD

         Fax Report	 Films

examination

	

referring provider Information

Signature (required for exam)   X ___________________________________________________________               Date _____/_____/________

Referring Provider Name _________________________________________________   Next Appointment with Patient _____/_____/________ 

Office Phone  (_______) ________________   Office Fax  (_______) ________________

Send Images to _____________________________________________________________         Format (circle one)      Pro    View    One Shot  

Address _________________________________________________________  Phone  (_______) ________________   Fax  (_______) ________________

Note: To ensure correct and appropriate patient care and comply with federal rules and regulations, Chicago Dental Imaging’s policy is to require a written referral from the 

treating DDS. The referral (order) must include both a diagnosis (narrative) and signs or symptoms pertinent to the exam requested. For more information, please call (773)582-0706.

Reason/Symptoms for Exam(s) REQUIRED:	_____________________________________________________________________________________

__________________________________________________________________________________________________________________________________

Written DX REQUIRED:___________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________

Medicare and other Insurers require coding of specific/definitive diagnosis(es), sign(s) or symptom(s) to reflect the “medical necessity” for each test. Rule out, Possible or 
Probable Conditions cannot be coded. For Medicare Policy information, see the Part B Bulleting or www.noridian.com/medweb

For Appointments:
Phone  773.582.0706

8559 S. Pulaski  Suite #2  |  Chicago, IL 60652  |  Phone  773.582.0706  |  Fax  773.582.9869  |  www.chicagodentalimaging.com
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SimPlant ® Dental CT			 
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Patient Should:

	 Wear a Radiographic Template

	 Remove Dentures Before Scan

	


