
TO ORDER:
CALL:   570-512-XRAY (9729)
FAX:	    570-438-1612
EMAIL: CONTACT@SPHEREMOBILEXRAY.COM

MOBILE EXAM ORDER FORM
PATIENT INFORMATION

X-RAYS: (Mark what is needed)

Ultrasounds: (Mark what is needed)

CARDIAC STUDIES:

REQUESTING PHYSICIAN:

NAME________________________________________________ D.O.B._____________ SS#______________________

NAME________________________________________________ 
SIGNATURE
NOTE TO OFFIALS: A portable X-RAY is being ordered since this patient would find it physically and or/ psychologically taxing, because of advanced age 

and/or physical limitations to recieve X-RAY outside the home. This test is medically necessary for the diagnosis and treatment of this patient.

NPI# ________________ FAX# ______________________________
TODAY’S DATE ______________________

MALE FEMALE

Date_______________STAT

PATIENT ADDRESS or FACILITY NAME_____________________________________________________________ ROOM #________________________

CITY____________________________________________ STATE____________ ZIP____________________ PHONE___________________________

PRIMARY INSURANCE NAME__________________________

SECONDARY INSURANCE NAME_______________________

INSURANCE ID #__________________________________
INSURANCE ID #__________________________________

Abdominal KUB/Flatplate.......................

Abdominal Flat & Upright 2 View ..................

Chest 1 View ................................................

Chest AP/LAT 2 View.................................

Ribs 2 View ..................................................

Ribs UNILATERAL + PA Chest 3 View ........

Ribs BILATERAL + PA Chest 4 View ...........

Clavicle 2 View ...............

Scapula 2 View ..............

Shoulder 2 View .............

Humerus 2 View .............

Elbow 3 View .................

Forearm 2 View ..............

Wrist 3 View ...................

Hand 3 View ...................

Fingers 2 View ...............

Venous Upper Bilateral
Venous Lower Bilateral
Arterial Upper Bilateral
Arterial Lower Bilateral

EKG .............................. Holter Monitor 24 HR .... Echocardiogram ........... Pacemaker Check .........

* Abdominal Ultrasounds require patient not eat or
drink at least 6 hours prior to exam

** Pelvic Ultrasounds require patient to have a full
urinary bladder.

Complete Abdominal* ..................................

Abdominal Limited* ......................................

AORTA/AAA .................................................

Renal /Kidney.............................................

Bladder** ......................................................

Pelvic** .......................................................

Pelvic Non-0B**..........................................

Testicular/Scrotum .....................................

Soft Tissue Groin .......................................

Thyroid .......................................................

Neck Soft Tissue ........................................

Carotid Duplex Doppler .............................

HIP BILATERAL 4 View ................................

HIP AP/LAT ....................

Femur 2 View .................

Knee 1-2 View ...............

Knee 3 View ..................

Tibia/Fibula 2 View ........

Ankle 3 View ..................

Foot 3 View ...................

Heel 2 View ...................

Toes 2 View ...................

Other: ______________________________________

Other: ___________________________________________

(R)....     (L).......

(R)....     (L).......

(R)....     (L).......

(R)....     (L).......

(R)....     (L).......

(R)....     (L).......

(R)....     (L).......

(R)....     (L).......

(R)....     (L).......

 93970
93970
93930 

93925 

Breast Bilateral     

(R)....     (L).......

(R)....     (L).......

(R)....     (L).......

(R)....     (L).......

(R)....     (L).......

(R)....     (L).......

(R)....     (L).......

(R)....     (L).......

(R)....     (L).......Skull .............................................................

Facial Bones 3 View ....................................

Orbits 4 View ...............................................

Nasal Bones 3 View ....................................

Mandibles ................     (R)....     (L).............

Sinues .........................................................

Cervical Spine AP/LAT ................................

Thoracic Spine 3 View .................................

Lumbar Spine 2-3 View ...............................

Pelvis 1-2 View ............................................

Sacrum Coccyx ...........................................

Reason for study:______________________________________________________________________________________________

Reason for study:______________________________________________________________________________________________
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