
Worker’s Comp                                                                                                      

Adjuster Name                                                                                           

Adjuster Phone                                                                                                                                                             

Date of Injury                                                                               

Patient Name                                                                            

DoB                                                           

Phone                                         Cell                                                                                                                      

height                                   Weight                                      

Secondary Insurance                                                                                                      

Policy holder                                                                          

Pre-authorization #                                                                          

ID #                                    Group #                                       

Primary Insurance                                                                                                      

Policy holder                                                                          

ID #                                    Group #                                       

Pre-authorization #                                                                          

** diagnosis / indications                                                                                                                                                                

Requested By                                                                                         Phone                                                                          

Provider’s Signature                                                                                                                                                                

Appointment Date                                                                                   Time                                                                          

“Exceptional Service Every Time”

q stat! (cell numbeR to call)                                    exPlain:                                                                                 

date:                              

7/17 WNChTR

imaging Request foRm

ultRasound

mammogRaPhy

digital x-Ray

q ChEST q ShoULDER  (L or R)

q CERvICAL SPINE q hAND  (L or R)

q ThoRACIC SPINE q WRIST  (L or R)

q LUMBAR SPINE q KNEE  (L or R)

q ABDoMEN 1 vIEW q ANKLE  (L or R)

q PELvIS & hIP   (L or R) q FooT  (L or R)

q oThER                                                                                                                                     

q ThyRoID

q CARoTID DUPLEX

q ABDoMEN q  Limited q Complete

q PELvIC q  Transabdominal q Transvaginal

q RENAL/BLADDER

q vENoUS DoPPLER (L or R)

q SCRoTUM

q oThER (specify)                                                               

Male or Female

PRogRessive Radiology WinchesteR

1867 amheRst stReet, suite 103, WinchesteR, va 22601

Phone 540-931-0139  •  fax 540-931-0142

q Screening Digital Mammogram with 3D Tomosynthesis

q Screening Digital Mammogram 

without 3D Tomosynthesis (2D)

q Diagnostic Digital Mammogram with 3D Tomosynthesis

q Diagnostic Digital Mammogram 

without 3D Tomosynthesis (2D)

If diagnostic:            B/L             Right             Left

q Breast Ultrasound             B/L             Right             Left

Note: age, patient history and previous findings will 

dictate appropriate progression of diagnostic studies.

Please indicate the

area of concern:

Reason foR study:

q Annual exam q Soreness or pain

q 6 month follow-up exam q Physician recommendation

q Discovery of lump q                                       
q Discharge from nipple



PRogRessive Radiology WinchesteR

1867 amheRst stReet, suite 103, WinchesteR, va 22601

Phone 540-931-0139  fax 540-931-0142

directions:
Take Rt. 37 to the Rt. 50 exit toward Winchester (becomes Amherst St.). Go for approx. 1/4 mile and

turn right onto Westside Station Dr.; Progressive Radiology is located in the 1st building on the right

(same building as Amherst Family Practice) toward the far left side. Suite #103. 

Ca
m

pu
s B

lvd
.

Campus Blvd.

Amherst Street

Amherst Street

M
eadow

 Branch A
ve.

W
es

tsi
de

 S
ta

tio
n 

Dr
.

Kathy Ct.

Winchester Medical Center

McDonald’s ★

50 50

50

37

37

37

• ultRasound
abdomen (a.m. appointment): Nothing to eat or drink after midnight before the exam

(p.m. appointment): Liquid breakfast allowed; no food or drink before the exam

Pelvis: Drink 32 oz water 1 hour prior to exam. do not empty bladder.

Renal us and/or Pregnancy us: Drink 16 oz water 1 hour prior to exam. do not empty bladder.

Patient instRuctions
for ultrasound, please plan to arrive 20 minutes prior to your appointment; 

for x-ray and mammography, 10 minutes prior.


