
1.5T WIDE-BORE MRISTAND-UP® MRI
Your Appointment Date: ____/____/____ Time: _______  � am  � pm
If you must change your appointment, please give us 24 hours’ notice. 
Important: Read the Safety Precautions written on the back of this page

Patient’s Name: ____________________________________________

Patient’s Phone: (         ) ______________Date of Birth: ____/____/____

 w/o w & w/o
Shoulder L R � 73221 � 73223
Humerus L R � 73218 � 73220
Elbow L R � 73221 � 73223
Forearm L R � 73218 � 73220
Wrist L R � 73221 � 73223
Hand L R � 73218 � 73220
   Finger: _______________
Thumb L R � 73218 � 73220
Special Instructions: ___________________________________

 w/o w & w/o
Hip L R � 73721 � 73723
Femur L R � 73718 � 73720
Knee L R � 73721 � 73723
Tib/Fib L R � 73718 � 73720
Ankle L R � 73721 � 73723
Forefoot L R � 73718 � 73720
Hindfoot L R � 73721 � 73723
Special Instructions: ___________________________________

___________________________________________________

 w/o
Head/COW � 70544
Neck/Carotids � 70547

 w/o w & w/o
Head/COW � 70544 � 70546
Neck/Carotids � 70547 � 70549
Chest/Aorta  � 70555
Abdomen/Aorta/Renal  � 74185
Upper Extremity L R  � 73225
Lower Extremity L R  � 73725

Special Instructions: ___________________________________

MRA – 1.5T Only

MRA – STAND-UP® MRI

Region of Interest: __________________________________
Please Specify    � w/o            � w & w/o 
Special Instructions: ________________________________

Cervical
             � with Flexion   � with Extension on the Stand-Up® MRI
Thoracic
Lumbar
             � with Flexion   � with Extension on the Stand-Up® MRI
Sarcrum
Coccyx
Special Instructions: ________________________________

Brachial Plexus

  OTHER __________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________
________________________________________________

Doctor: Please check your 
preference (if any):

MRI

X-RAY
Head and Neck
� Skull
� Nasal Bones
� Facial Bones/Orbits
� Orbit Foreign Body 
    Clearance
� Sinuses
� Other/Special Instructions: 
_______________________

Spine
� Cervical
� Thoracic
� Lumbar
� Sacrum 
� Coccyx
� Special Instructions:
_______________________

Trunk
�  Ribs __________  L       R
�  Bony Pelvis
�  Sternum
�  Sternoclavicular Joints
�  Special Instructions:
_______________________

Extremities/Joints
Upper
� Shoulder _______  L       R
� Scapula ________  L       R
� Clavicle ________  L       R
� Humerus _______  L       R
� Elbow__________  L       R
� Radius/Ulna _____  L       R
� Wrist __________  L       R
� Hand __________  L       R
� Digit # _________  L       R
� Thumb _________  L       R
� Other:_________________

Lower
� Hip ____________  L       R
� Femur _________  L       R
� Knee___________  L       R
� Tib/Fib _________  L       R
� Ankle __________  L       R
� Heel/Calcaneus __  L       R
� Foot ___________  L       R
� Toe # __________  L       R
� Other:_________________

Special Instructions:
_______________________

� 72141 � 72156

� 72146 � 72157
� 72148 � 72158

� 72195 � 72197
� 72195 � 72197

2050 Eastchester Road, Suite 1B
Bronx, New York 10461
718.678.1970 • Fax: 718.678.1975
www.standupmriofbronx.com



• have a pacemaker
• have a metal particle(s) in your eye(s), or ever had a metal
  particle(s) removed from your eye(s)
• are or think you might be pregnant
• had heart surgery or surgery of the heart’s valves
• had brain surgery
• have or think you might have a metal object or devise inside
  your body
• wear a medication patch

• If you are scheduled for an MRI exam with contrast, you may be 
 required to have blood work done in advance.  If you are told this 
 applies to you, your blood work must be done no earlier than six (6) 
 weeks prior to your scheduled appointment.


