
 

 

 
 
 
 
 

P A T I E N T  I N F O R M A T I O N  
Patient Name: _____________________________________________  Date of Birth: _________________________  
Address: ______________________________ City: ___________________  State: _______  Zip: ____________  
Home Phone: _________________  Cell Phone: _________________  Email: _______________________________  

R E F E R R I N G  D O C T O R  I N F O R M A T I O N  
Doctor’s Name: ___________________________________________________________________________________  
Address: ______________________________ City: ___________________  State: _______  Zip: ____________  
Office: ______________________  Fax: ______________________  Back Line: ____________________________  

S C H E D U L I N G  I N F O R M A T I O N  
Appointment Date: _____________  Appointment Time: ___________  Location: _____________________________  
Address: ______________________________ City: ___________________  State: _______  Zip: ____________  

All appointments must be confirmed one day prior to appointment.  Payment is due when services are rendered by check, cash, or major credit card. 

PLEASE MARK AREAS OF INTEREST: 
A B C D E 

1 2 3 4 5 6 7 8 
F G H I J 
9 10 11 12 13 14 15 16 

 

32 31 30 29 28 27 26 25 
T S R Q P 

24 23 22 21 20 19 18 17 
O N M L K 

REASON(S) FOR CONE BEAM CT REFERRAL (CHECK ALL THAT APPLY): 

Pre-surgical planning: 
 Implant planning 
 Sinus assessment 
 Inferior alveolar nerve tracing/assessment 
 Mental nerve tracing/assessment 
 Third molar assessment 
 Anatomy or tooth morphology assessment 
 Periodontal surgery 
 Endodontic surgery 

Other: 
 Oral pathology assessment 
 Airway/sinus assessment 
  TMJ assessment 

    Open    Closed    Both 
    with bite registration    with splint 
Guided implant surgery system used: 

 NobelGuide    Simplant    Implant Logic 
 IDent    Keystone    Other: ___________________ 

Other Requests: Other Pertinent Information: 

 
* The below signed understands the reformatted images provided by Mobile Maxillofacial Imaging are for assisting the referring clinician and/or radiologist in the 

diagnosis and pre-surgical planning. Mobile Maxillofacial Imaging is not licensed to diagnose or interpret the images produced from any scan. Every scan includes 
the option for a Cone Beam CT interpretation report from a Board Certified Radiologist. 

Signature of referring doctor (required): _______________________________  Email: ________________________  
Special Instructions: ________________________________________________________________________________  
Include Radiologist Interpretation:   Yes    No 



 

 

 
 
 
 

REQUEST FOR CT INTERPRETATION  

P A T I E N T  I N F O R M A T I O N  

Patient Name: ____________________________________________________________________________________  
Date of Birth: ______________________________________________  Sex: ________________________________  

D O C T O R  I N F O R M A T I O N  

Doctor’s Name: ___________________________________________________________________________________  
Specialty: _________________________________________________  Email: _______________________________  
Address: ______________________________ City: ___________________  State: _______  Zip: ____________  
Office: ______________________  Fax: ______________________  Back Line: ____________________________  

E X A M  I N F O R M A T I O N  

Exam Date: ______________________________________________________________________________________  

 

Pertinent History: __________________________________________________________________________________  

________________________________________________________________________________________________  

________________________________________________________________________________________________  

 

Signs, Symptoms, Relevant Diagnosis: _________________________________________________________________  

________________________________________________________________________________________________  

________________________________________________________________________________________________  

 

Specific Question(s) to be answered by this study: ________________________________________________________  

________________________________________________________________________________________________  

________________________________________________________________________________________________  

 

Signature of doctor (required): ____________________________________  Date: ____________________________  


