
 

DEPARTMENT OF RADIOLOGY     IMAGING INTERPRETATION FORM 
 

PATIENT INFORMATION 

Patient Name _______________________________________________________ Date of Birth_________ 
Patient Address______________________________________________________  
___________________________________________________________________ Gender  □ Female 
Patient Telephone__________________________Cell______________________                 □ Male 
  
  
Name of Insured ____________________________________________________ Insured’s Date of Birth                
Insurance Carrier____________________________________________________ ____________________ 
Insurance ID________________________________________________________ Group # _____________ 
Insurance Address ___________________________________________________  
Insurance Telephone_________________________________________________ SSN ________________ 
  

 

PATIENT’ S HISTORY 

 
Patient’s Chief Complaint ____________________________________________________________________ 
Trauma __________________________________________________________________________________ 
Surgeries __________________________________________________________________________________ 
History of Cancer?  □ Yes     □ No  ____________________________________________________________________________________ 
Diagnosis__________________________________________________________________________________ 

 
 
 

IMAGES SUBMITTED 

 
__________________________________________________________________________________________ 

 
 
 

REFERRING DOCTOR INFORMATION 

Referring Doctor______________________________________________   
Referring Doctor’s Address______________________________________ Suite ______________________ 
City, State, Zip _______________________________________________ e-mail _____________________ 
Telephone ___________________________________________________ Fax _______________________ 
Billing   □ Bill Patient    □ Bill Referring Doctor License Number _____________ 
 NPI _______________________ 
Doctor’s 
Signature____________________________________________________ 

 
Date_______________________ 

  
Logan College of Chiropractic – 1851 Schoettler Road – PO Box 1065 – Chesterfield, MO  63017 

Tel:  636-227-2100 or 636-227-0903    Fax:  636-207-2429                 www.logan.edu 
 


