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RESCHEDULING/RECALL OF PATIENT

RESCHEDULING/RECALL OF PATIENT
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PT.

MR.#/RM.

DR.

Acct. #:________________
   

MRN #:________________
   

Patient Name: __________________________________________________ 

Exam Ordered: _____________________________ Date: _______________

Referring Physician: _____________________________________________

Reason for recall: _______________________________________________

Area to be scanned: ______________________________________________

Series needed to complete exam: ___________________________________

______________________________________________________________
  
______________________________________________________________

  
       ______________________________________________________________   

Magnet and time needed: __________________________________________ 

Technologist signature: _______________________Date/Time ___________

Radiologist signature: ________________________ Date/Time ___________

        ********************************************************
Referring Office Contact: ___________________ Time:______ Date:______

MR Staff making contact with: Ref. Physician _________ Patient _________
                                                                                  Initials      Initials

MRI Rescheduled _______________________________________________
  Date     Time

Follow up notes:   

No Emergent Findings - Radiologist Initials ______ Date/Time ___________
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