Smila: SMILE DIAGNOSTIC SERVICES

< L Services
; v 9028 Federal ct, #1A Desplaines, IL 60016 Tel: (847) 813-9080 (847) 469-1001
Providing portable diagnostic solutions Fax: (847) 8474009 Email: mohammed@smilediagnosticservices.com Web: www.smilediagnosticservices.com
Please Print :
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Last: First:
Date of Birth: Sex: M QF Medicare:
S.S. No: Medicaid:
Facility: Commercial Insurance. HMO / PPO:
Carrier:
Room No: Bed No: .
Policy: A
Tel: Fax: Group:
Physician’s Name: M.D./D.O. Financial Power of Attorney:
Name:
Physician’s Signature:
City: State: Zip Code:
NPI :
‘ Tel: (Home) (Cell)
Nurse Name: Signature: Date:

We are required by State and Federal agencies to maintain in our files a signed order-(written confirmation of your verbal order), that specifies the reason of the exam is required, the area of the body to be
exposed, and the number of views needed. We are required to maintain your statement concerning the condition of the patient which indicates why portable diagnostic services are required.

Statement Concerning the Condition of the Patient Requiring Portable Services:The exam(s) that | ordered for this patient was medically indicated and necessary for their treatment and/or diagnosis. The
result(s) of the exam(s) has or will be used in the treatment of the patient’s medical condition. The patient would find it physically and/or psychologically burdensome to receive the needed exam(s) in a place other
than the current exam site. Portable Services are required due to patient isl_) Physically Strenuous (] Psychologically arduous LJNon-Ambulatory due to body habitus (JCurrent medical condition due to
iliness.
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Reason for Portable Ultrasound Exam: Symptoms, Indications and or Medical Necessity must be indicated for Medicare Coverage:

ICD10 Code: Fever JCough L1SOB (1COPD (Pleural Effusion [ Pneumonia [ Pain or swelling of Dislocation / Fracture out rule to
ULTRASOUND CARDIOVASCULAR STUDIES

O ABDOMINAL COMPLETE (U/S) 0} CAROTID DOPPLER

(J RENAL (KIDNEY) COMPLETE O ECHOCARDIOGRAM

< OB COMPLETE . ARTERIAL DOPPLER UPPER-ARM R-L

J PELVIC NON-OB COMPLETE (J ARTERIAL DOPPLER LOWER-LEG R-L

J scCrROTUM @ VENOUS DOPPLER UPPER-ARM R-L

J THYROID & VENOUS DOPPLER LOWER-LEG R-L

(J BREAST

O TRANSABDOMINAL PROSTATE ) EKG-12 LEAD _

REGISTERED TECHNICIAN SECTION

TIME PROCEDURE(S) COMPLETED:

TECHNICIAN NAME: DATE:
TECHNICIAN INITIAL:
TRIP:
#OF PATIENTS SEEN:

*To order Portable Diagnostic Services, requestor must provide us the Prescribing Physician’s Signed Order by Fax (or) Mail.


Syeda Saleha


