Cardiolite Stress Test Requisition Form

Patient Name: ___________________________________

DOB: _____-_____-______

SS#: _____-_____-______

Insurance: __________________________

Insurance ID #: _______________________________

Does the patient have any other insurance?:  YES or   NO

If yes, what insurance:_________________________________________

Reason for the test:_______________________________________________________

_______________________________________________________________________

Is this test for pre-op?  YES  or   NO

If yes, what surgery and what surgeon: ______________________________________

Is there known or suspected CAD?:  YES or   NO

Symptoms: ______________________________________________________________

_______________________________________________________________________

Date of test: ___________________________________

Your fax number: _______________________

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
Our office use only

Pre-certification #: ______________________________________

Date obtained: _________________________________________

Spoke with: __________________________Done by: ______________________
