
Preregistration Phone # 404-251-1239
For appointment please call 404-778-4747

 IR Locations: https://bit.ly/4mh2vwP

Medical Record Number: _____________________________
Patient Name: ________________________________________

Date of Birth: _________________
Height: Weight: _________________ ____________________

Sex:   Female   Male

Insurance Plan: _______________________________________
FSC #: ___________ Insur Member #: ____________________

Address:
Phone number (c/h/w):

 

_____________________________________________
_______________________________

Required information to schedule

Attending MD Name (Print): ____________________________

NPI #:  ______________ Office Phone #:  _________________

Fax: ______________________  PIC:

Office Contact Person: _______________________________

Phone #: _____________________  

_____________________

Physician Signature: ____________________________________________  (MD, DO, NP, PA)   Date: __________ Time: _______

 

Click here for additional forms Revision Date 04/2026

ICD Codes: _________________________________________________________________________________________   
Diagnosis/Indications: _______________________________________________________________________________   

Urgency: Stat Routine* 
Location (circle):  Emory University Hospital, Emory University Midtown Hospital, Emory St. Joseph’s Hospital,

Emory Decatur Hospital, Emory Hillandale Hospital, Winship Emory Hospital
           

For Biopsies and Abscess drains, please ensure that there is supported imaging (PET, MRI, or CT) completed within the last three
months sent over. Thyroid biopsies require a thyroid ultrasound completed within the last 12 months. Laterality and dimensions of
nodule for FNA are required for thyroid orders. Please ensure that there is recent clinical note and imaging report sent over. 

 Biopsy: (Modality Type:  CT  US)   Tissue Exam 
 Soft Tissue Kidney (Medical/Targeted) 

 Peritonea l Lym ph No d e   Abdo m inal   Bone
 Thyroid Lun g(L o r  R )
 Liver (Medical/Targeted) 

 Other __________________________________________
_________________________________________________
_________________________________________________ 

  

 Drains: (Modality Types  CT  US or  IR)  
 US  Paracentesis (Therapeutic/Diagnostic) 
 US  Thoracentesis (Therapeutic/Diagnostic) 
 Abscesses (Modality  Types  CT US or IR) 
 Chest Abdomen  Pelvis  Suprapubic Catheter 
 IR  Nephrostomy  IR Biliary 
 Cholecystostomy  Gtube  J tube  GJ tube 

New Jtube placements require a surgery
consult, not completed in IR

. Other: ______________________________________
Vascular Access: 
Port  Arm PICC Non-Tunneled Central Line  
Tunneled Central Line 
Lumens:    1     2  3

Other: ______________________________________

 Ambulatory Referrals  (Procedures that require IR clinic visits)
Specify: _________________________________________ 

 Uterine Fibroid Embolization
Liver Ablation
Kidney Ablation
Nerve Ablation
Foreign body removal (Nexplanon, etc.)
Adrenal Vein Sampling
Nerve Block
IVC Filter placement
IVC removal
Prostate Artery Embolization Ovarian Vein Embolization
Pelvic Venogram
Pulmonary Embolization
Biliary Endoscopy (Spy glass)
Thoracic Duct Embolization
TIPSS
Venous Malformation Embolization
Pleurx Drain Placement
Other: __________________________________________
_________________________________________________
_________________________________________________
_________________________________________________
_________________________________________________
_________________________________________________
_________________________________________________

Options: New Placement  Removal  
Evaluation/ManipulationExchange 

Options: New Placement  Removal  
Evaluation/ManipulationExchange 

https://www.emoryhealthcare.org/services/radiology-imaging/referral-forms

	Medical Record Number: 
	Patient Name: 
	Address: 
	NPI: 
	Office Phone: 
	Date of Birth: 
	Fax: 
	PIC: 
	Height: 
	Weight: 
	Office Contact Person: 
	Insurance Plan: 
	FSC: 
	Insur Member: 
	Phone: 
	ICD Codes: 
	Other 1: 
	Other 1_2: 
	Time: 
	Signature1_es_:signer:signature: 
	Phone number: 
	Attending MD Name: 
	Diagnosis / Indications: 
	Specify: 
	Other: 
	Date_es_:date: 
	Group5: Choice1
	Sex: Choice3
	Check Box6: Off
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off


