
IMAGING REQUISITION FORM

This test has been scheduled at Wide Open Imaging: 
Date: ___________ Time: ___________ By: ________________

06/2010

17 Western Maryland Parkway  •  Suite 101  •  Hagerstown, Maryland  21740
www.progressiveradiology.net

Date: __________________________________ Patient Name: ________________________________________

Procedure:                    MRI                                  MRA                                  X-Ray     

 With Contrast and Without  Without Contrast  With Contrast Only (Consult Facility Staff) 

Body Part: _____________________________________________ CPT Code: ___________________

Diagnosis / Indications: __________________________________________________________________

______________________________________________________________________________________

Physician Name: _________________________________ (print name)

Signature: _______________________________________ (signature required)  To include orbital x-ray if required

To speed the process of scheduling, you may call us with the following information or fax this form

to Wide Open Imaging. Insurance information will be used to pre-verify patient’s coverage. If an

insurance referral is needed, the patient will need to obtain this from their Primary Care Physician.

Patient Social Security #: ___________________ DOB: _______ Height: _______ Weight: _______

Home Ph #: _______________ Cell Ph #: ________________ Policy Holder: _____________________
Primary Insurance: _______________________________________ Phone #: ____________________

ID #: __________________ Group #: ______________ Preauthorization #: ______________________

Preauth. Ph. #: ____________________

Secondary Insurance (if applicable): ________________________ Phone #: _____________________

ID #: __________________ Group #: ___________________ Policy Holder: _____________________

Workers Compensation/Auto/Personal Injury Carrier: _________________________________

Claim #: ________________________________ Injury Date: _______________

Adjusterʼs Name: _________________________ Adjusterʼs Ph #: __________________

Thank You for Choosing Wide Open Imaging
Phone: 301-733-1477  •  1-800-325-OPEN (6736)

Fax: 301-733-7758

•••••



Wide Open Imaging
17 Western Maryland Parkway

Suite 101

Hagerstown, Maryland  21740

Phone: 301-733-1477

Fax: 301-733-7758

1-800-325-OPEN (6736)

www.progressiveradiology.net

From Hagerstown

Follow W. Franklin Street. (Rt. 40 west). 
Turn left onto Western Maryland Parkway. 
Building is one-half mile on right.

From Hancock

Follow Rt. 70 east to Rt. 81 north exit 6A 
(Rt. 40 east) and take 1st right onto Western
Maryland Parkway. Building is one-half mile 
on right.

From Martinsburg

Follow Rt. 81 north to exit 6A (Rt. 40 east) and
take 1st right onto Western Maryland Parkway.
Building is one-half mile on right.

From Chambersburg

Follow Rt. 81 south to exit 6A (Rt. 40 east). 
Stay in right lane and take 1st right onto
Western Maryland Parkway. Building is one-half
mile on right..


