
University of Pittsburgh; UDHS Imaging Service 
Phone: 412-648-8612 

Fax: 412-383-9142 

PATIENT REFERRAL FORM  

REQUEST FOR RADIOLOGY IMAGING & REPORTING 

Radiologic Consultation provided by: 
UDHS Imaging services 

University of Pittsburgh; School of Dental Medicine 
Pittsburgh 15261 

DATE OF IMAGING: _________________________     TODAY’S DATE _______________________ 

PATIENT NAME: _________________________________________________________________________________________________ 
First Middle Initial Last 

PATIENT ADDRESS: _______________________________________________ PHONE: (  )________________________ 

_______________________________________________ 

PATIENT AGE: ____________ BIRTHDATE:  _________________ SEX:   _______________ 

REFERRING CLINICIAN:  ___________________________________________ 

CLINICIAN ADDRESS:  _____________________________________________ PHONE:  (  )____________________________ 

        ______________________________________________ FAX:       (  )____________________________ 

E-MAIL ADDRESS  _____________________________________________ 

RELAVANT HISTORY 

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________

_______________________________________________________________________________________________________ 

CLINICAL NOTES -Patient scanned for evaluation of: 

_______________________________________________________________________________________________________ 

1. PLAIN RADIOGRAPHS

FMX Pas # Bws# Occlusal 

PA ceph Lateral ceph Other 

2. CBCT :

CBCT scan for: 

Implants Dental impaction Ortho Airway assessment Sinus exam 

TMJ exam Oral Pathology Endodontic Other 

Other: 

RESTRICTED SCAN:  Maxilla _____________ Mandible _____________ Both up to sinus level _____________ 

FULL SCAN:  Up to level of Nasion  _________________         1-3 TEETH AREA _______________________ 



University of Pittsburgh; UDHS Imaging Service 
Phone: 412-648-8612 

Fax: 412-383-9142 

PATIENT REFERRAL FORM  

REQUEST FOR RADIOLOGY IMAGING & REPORTING 

Radiologic Consultation provided by: 
UDHS Imaging services 

University of Pittsburgh; School of Dental Medicine 
Pittsburgh 15261 

Just the report only 

AREA(S) OF INTEREST/ CLINCIAL INFORMATION 

_____________________________________________________________ 

SPECIAL INSTRUCTIONS:_____________________________________________________________________ 

Is the patient coming with a Radiographic template: Yes         No 

Diagnostic model scanning needed:  Yes           No 

Secure, HIPAA compliant online transfer/shared folder (Recommended)

Other (CD and flash drives can be used to send reports and images if online transfer is not feasible)

Doctor‘s email:_______________________________________  

For information on reporting, prices, how to send images, or billing information please call 412-648-8612 or 

412-648-8633.

Doctor’s Signature Date 


