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LANDES MOBILE X-RAY CORPORATION

X-Ray Order: #209 / 572-5888

O Routine QO STAT

PATIENT INFORMATION

AMANDEEP SINGH
Owner/Pres., R.T.(R)(ARRT)
License # RHT00107037
www.landesmobile.com
backup # 1-800/399-1400
408/406-6890

P.O. Box 576783
Modesto, CA 95357-6783
Fax 209/665-7955

Name:

Date of Birth

(Last) (First)

Age Room No.

Exam Date

QO Male Q Female

Must attach a copy of facesheet. * Must attach a copy of signed doctor’s order.

Q X-Ray Views For office ;
Thorax use only Signs and symptoms:
0 Chest R tient X- d t ing facility
. eason patient X-rays are done at nursing facility:
QBibs Rorl. Q Bedridden 10 Confused QO Combative
0O Sternum O Possible FX Q Other
Q Abdomen / KUB
Upper Extremity F
Q Shoulder RorL é Name
0 Scapula Rorl I|Phone Contact
Q Humerus RorlL L
Q Clavicle RorlL _:_ Address
Q Elbow Rorl Y| City. State Zip
Q Forearm RorlL
Q Wrist RorlL p
QHand RorlL H|Name
. Y
Lowe.r Extremity S|Phone
Q Pelvis |
QHip RorlL cl: Address
g Ei::r 2 Z: t ﬁ City. State Zip
Q Tibia/Fibula RorL
QAnkle RorL 1
Q Foot RorlL g Primary Insurance Secondary Insurance
QO Heel/Calcaneus R or L U
Spine R Insurance Number Insurance Number
Q Cervical Spine N
Q Thoracic Spine g
Q Lumbar Spine
Q Sacrum/Coccyx
Skull CD Needed QYes UNo CD Received by
Q Skull
Q Sinuses
0 Mandible NBIESE

Q Facial or nasal bones

Q Orbits

Q Maxilla

0 Soft Tissue Neck

U EKG
Q Other
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