
Phone: 414-282-4100          

 MDI-Franklin  MDI-Greenfield  NEW! MDI-Mayfair 
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9/20/20 PC 

PATIENT INFORMATION (REQUIRED) 
P t Name (Last): (First): DOB:  
Phone:  M  F 

BILLING . 

Insurance Company: Policy #: Auth #: 

Work ’s Comp Claim #: ) Group #: Exp: 

DIAGNOSIS/SYMPTOMS (REQUIRED) 

REASON FOR EXAM OR ICD10 CODE: 

MRI CT (Franklin & Mayfair) X-RAY (Franklin & Mayfair) ULTRASOUND (Franklin & Mayfair) 
 Abdomen  
 Brain   
 Hip 

 RIGHT  
 LEFT 

 IAC/Posterior Fossa 
 Knee   

 RIGHT  
 LEFT 

 MRA:___________________ 
 MRV:___________________ 
 Orbits 
 Pelvis 
 Shoulder 

 RIGHT  
 LEFT 

 Tissue Neck 
 Spine: 

 Cervical  
 Thoracic  
 Lumbar 

 Other:___________________ 
 RIGHT  
 LEFT 

 No Contrast 
 W & W/O Contrast 
 Radiologist’s Discre on 

Pa ts over 60yrs: 
 Creat to be done @MDI or  
 Creat Level:______mg/dL 
 Date drawn:_______________

 Abdomen/Pelvis 
 Abdomen 
 Pelvis 
 Chest 
 CTA:__________________ 
 Head 
 Leg Length (Scanogram) 
 Myelogram LEVELS:_______ 

 Shoulder 
 RIGHT  
 LEFT 

 Sinus 
 Spine: 

 Cervical  
 Thoracic  
 Lumbar 

 Temporal Bones 
 Urogram 
 Wrist 

 RIGHT  
 LEFT 

 Other:__________________ 
 RIGHT  
 LEFT 

 No Contrast 
 W/ Contrast   
 Radiologist’s Discre on 

Pa ts over 40yrs: 
 Creat to be done @MDI or  
 Creat Level:______mg/dL 
 Date drawn:_____________

 Abdomen (1V/KUB) 
 Chest (2V) 
 Foot 

 RIGHT  
 LEFT 

 Hand 
 RIGHT  
 LEFT 

 Knee 
 RIGHT  
 LEFT 

 Scoliosis (2V) 
 Shoulder 

 RIGHT  
 LEFT 

 Spine: 
 Cervical  
 Thoracic  
 Lumbar 

 Wrist 
 RIGHT  
 LEFT 

 Other:__________________ 
 RIGHT  
 LEFT 

 Abdomen 

 ABI 
 Abdomen Limited (RUQ) 

Caro  
 

 
 Infant Pylorus (<3mos)  
 OB (1st trimester) 
 OB (2nd trimester - Mayfair Only)
 Pelvis (<18yrs) 
 Pelvis/Transvaginal (>18yrs) 
 Renal 
 Scrotum 
 Thyroid 
 Venous Doppler: Upper or Lower 

 RIGHT  
 LEFT 

 Other:______________________ 

LINTERVENTIONA    

FOR INTERNAL OFFICE USE ONLY: 

 Arthrogram:_____________ 
 CT     RIGHT  

  MRI             LEFT 
 Lumbar Puncture 
 Myelogram 

 Cervical 
 Thoracic 
 Lumbar 

 Steroid Injec on 

Protocoled by:___________________
Date:__________________________
Radiologist:_____________________
NOTES: 

PHYSICIAN INFORMATION (REQUIRED) 
Physician Phone: Fax Results To:  SEND CD w/PATIENT  STAT RESULTS 

X 
PHYSICIAN SIGNATURE PHYSICIAN NAME (PLEASE PRINT) DATE 

(Franklin & Mayfair)

If you are unable to make your appointment, please call and cancel or it will 
be considered a No Show, and your appointment will not be rescheduled.

http://www.ask4mdi.com/


Select the best!

   MDI-Franklin
3111 W  Rawson  Ave
Franklin, WI 53132
Fax: (414) 301-4501

    

MDI-Greenfield  
     6150 W Layton  Ave

Greenfield, WI 53220       
Fax: (414) 282-4105

MDI-Mayfair 
3077 N Mayfair Rd
Wauwatosa, WI 53222 
Fax: (414) 847-1820

  

Select the best!

MDI-Franklin
3111 W. Rawson Ave Ste #105
Franklin, WI 53132 
Ph: (414) 325-4300
Fax: (414) 761-0158

MDI-Greenfield
6150 W. Layton Ave
Greenfield, WI 53220
Ph: (414) 282-4100
Fax: (414) 282-4105

MDI-Milwaukee
8522 W. Capitol Drive
Milwaukee, WI 53222
Ph: (414) 847-1800
Fax: (414) 847-1820

Website: www.ask4mdi.com
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Appointments are recommended at all 3 locations.

GREENFIELD
6150 W. Layton Avenue

MILWAUKEE
8522 W. Capitol Drive
Milwaukee, WI 53222

(414) 282-4100
(414) 282-4105

(414) 847-1800
(414) 847-1820

(MRI & US)

(MRI, US, CT, X-RAY & FLUORO)
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T

 imaging costs.

Select the best.Appointments are recommended at all 3 locations.

GREENFIELD
6150 W. Layton Avenue

MILWAUKEE
8522 W. Capitol Drive
Milwaukee, WI 53222

(414) 282-4100
(414) 282-4105

(414) 847-1800

(MRI & US)

(MRI, US, CT, X-RAY & FLUORO)

N

★
★

★trasound, X-Ray,
ALL ages, 

On-site Pediatric, Musculoskeletal

MDI-Franklin MDI-Greenfield MDI-Milwaukee
(MRI, US, CT & X-Ray) (MRI Only ) (MRI, US, CT, X-Ray & Fluoro)
3111 W Rawson Ave Ste #105 6150 W Layton Ave 8522 W Capitol Dr
Fax: (414) 301-4501 Fax: (414) 282-4105 Fax: (414) 847-1820

Phone: 414-282-4100 www.ask4mdi.com

PATIENT INFORMATION
Pa t Name (Last): (First): DOB: M F

Address: Phone: Cell Phone:

City: State: Zip:

Allergies/other risk factors

Claustrophobic (If seda n is requested, a driver is required to and from exam)
INSURANCE/AUTHORIZATION INFORMATION (Please fax front and back of all insurance cards)

Commercial ID/Group #: Medicare Medicaid ID #:

Workman’s Comp Claim #: Other
Authoriza on to be obtained by: MDI Referring Provider Auth #: Exp: 
TYPE OF EXAM
DIAGNOSIS/ICD-10 Code (REQUIRED) 

Radiography/
X-Ray

Right
Chest X-Ray (2 view)
Chest X-Ray AP Only

Abdomen AP Only (KUB)
Abdomen (2  view)

Scoliosis (2 view) Spine: Cervical Thoracic Lumbar

Other or special request: 

Fluoroscopy/
Interven onal

UGI Small Bowel Barium Enema VCUG Esophagram OPMS Lumbar Puncture

Arthrogram: CT MRI Right Steroid Injec on

Other or special request:

MRI

Contrast

Radiologist’s   
Discre on

Head/Brain Orbits IAC/Posterior Fossa MRA of: 

Abdomen Pelvis So Tissue Neck Spine: Cervical Thoracic Lumbar

Shoulder
Elbow
Wrist
Hand/Finger

Hip
Knee
Ankle
Foot

Humerus
Forearm
Femur
Lower Leg

Right

Other or special request:

CT
Contrast

No Contrast

Radiologist’s   
Discre on

Head Temporal Bones Sinus Abdomen/Pelvis Neck Chest Urogram

Myelogram:  Cervical Thoracic Lumbar CT Leg Length Spine: Cervical Thoracic Lumbar

CTA: Extremity: Le Right

Other or special request: 

Crea nine Level: mg/dL Date Performed: (OPTION: Crea nine draw can be done at MDI)

Ultrasound
Abdomen Pelvis (< 18yrs) Pelvis/Transvaginal (>18yrs) Vascular Screening/ABI Caro d

Renal Infant Hips (< 6mos) Infant Spine (< 3mos) Infant Head (< 1yr) Pylorus

Thyroid Scrotum Other or special request:

Venous Doppler Arterial Duplex Extremity: Right
PHYSICIAN INFORMATION

Physician Phone: Physician Fax: SEND CD WITH PATIENT STAT RESULTS
PHYSICIAN’S SIGNATURE (REQUIRED) PLEASE PRINT NAME DATE

PATIENT INFORMATION

Pa t Name (Last)_______________________________________(First):__________________________DOB:______________ M F

Address:____________________________________________________________________Phone:_________________________________

City:___________________________________________________State:______________________________Zip:______________________

Allergies/other risk factors___________________________________________ Claustrophobic (If seda n is requested, a driver is required to and from exam)

INSURANCE/AUTHORIZATION INFORMATION (Please fax front and back of all insurance cards)

Commercial ID/Group #:_________________________________ Medicare Medicaid ID #:_________________________________

Workman’s Comp  Claim #_______________________________ Other____________________________________________________

Authoriza on to be obtained by: MDI Referring Provider Auth #_________________________Exp:_________

TYPE OF EXAM

DIAGNOSIS/ICD-10 Code:__________________________________________________________________________________
(REQUIRED)

Radiography/X-Ray Radiography of:_____________________________________________________________________ Le Right

Chest X-Ray 2 view Abdomen X-Ray ( AP view 2 view) Scoliosis 2 view Spine ( Cervical Thoracic Lumbar)

Other or special request:_____________________________________________________________________________________

Fluoroscopy/
Interven onal

UGI   Small Bowel Colon Esophagram      VCUG OPMS

Arthrogram___________________________( CT MRI) LP Aspira on/Biopsy    Steroid Injec on

Other or special request:_____________________________________________________________________________________

MRI Contrast

No Contrast

Head/Brain MRA of ______________________ Orbits IAC/Posterior Fossa So Tissue Neck

Chest Abdomen Pelvis Spine ( Cervical Thoracic Lumbar)

Extremity_______________________________________ Hip Knee Shoulder Le Right

Other or special request:_____________________________________________________________________________________

CT Contrast

No Contrast

Head Sinus Temporal Bones Chest Neck Abdomen/Pelvis Urogram    

Myelogram LEVELS _______________________ CT Leg Length Spine ( Cervical Thoracic Lumbar)

CTA___________________________________ Extremity_____________________________ Le Right

Other or special request:_____________________________________________________________________________________

Crea nine Level:___________mg/dL__ Date Performed________________ (OPTION: Crea nine draw can be done at MDI)

Ultrasound

Caro d Vascular screening/ABI Abdomen Pelvis Transvaginal

Renal Extremity Arteries Extremity Veins Thyroid Scrotum

Pylorus Infant Hips (< 6mos) Infant Spine

Other or special request:_____________________________________________________________________________________

PHYSICIAN INFORMATION 

Physician Phone:_______________________Physician Fax:__________________________ Send CD with Pa ent STAT RESULTS

X

MDI-Franklin MDI-Greenfield MDI-Milwaukee
(MRI, US, CT & X-Ray) (MRI & US) (MRI, US, CT, X-Ray & Fluoro)
3111 W Rawson Ave Ste #105        6150 W Layton Ave 8522 W Capitol Drive
Fax: (414) 301-4501 Fax: (414) 282-4105 Fax: (414) 847-1820

Phone: 414-282-4100 www.ask4mdi.com

Quality medical imaging 
at an affordable price.

www.ask4mdi.com
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Phone: 
414-282-4100




