Patient Name: DOB:

Address: Ph (H):

Medicare: Veteran Affairs:

Diabetes: NO / IDDM / NIDDM

EXAMINATION REQUEST

O Right O Shoulder O Euflexxa Work Up [ 1stInjection
O Left O Hip [0 NucMed Bone Scan O 2nd Injection
O Knee [0 Diagnostic CT [ 3rd Injection
O Foot [ Ultrasound
O Hand
[ Other

REASON FOR REFERRAL / CLINICAL NOTES

[0 Osteoarthritis

O other

Doctor: Signature:
Address: Provider No:
Phone: Copy Report:
‘rax: Date:

‘1.




