
 
  ARKANSAS OPEN MRI  Medical Record #_____________________            Phone: (479)-442-7740                    

             
    APT. DATE: _____________________ TIME: _______ AM/PM      FOLLOW UP APPT. WITH DR. : _________________________________ 
 

         NAME: ______________________________________________________________ DATE OF BIRTH: ______/ ______ /______ 
 FIRST                        MIDDLE                   LAST 
 
PHONE: ____________________________ WORK: __________________________ SSN#: ______________________________ 
 
ADDRESS: ________________________________________________________________________________________________ 
                    STREET        CITY   ST  ZIP 
 
EMPLOYER: _______________________________________________________________________________________________ 
          NAME       ADDRESS 

 
 GENDER:   M or   F          MARITAL STATUS:    S      M     D     W HAVE YOU HAD SURGERY FOR THIS?   Y   or   N 
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 SPOUSE INFORMATION: ________________________________________________________________________________ 
   NAME    DOB    PHONE# (If different) 

 
AVE YOU HAD ANY PREVIOUS MRI OR CT SCANS? ____________________WHERE?_______________  WHEN? ______________ 

 
 
PRIMARY INSURANCE : ________________________________________________ Phone #________________________  
                   
NAME OF INSURED: _______________________________________ RELATIONSHIP: __________________________________ 
 
INSURED BIRTHDATE: ____________________________________ SSN #: ___________________________________________ 
 
POLICY #: ________________________________________________ GROUP #: ________________________________________ 
 
 EMPLOYER: _____________________________________________ OCCUPATION: ____________________________________ 
 
SECONDARY INSURANCE: ______________________________________________ Phone #____________________________ 
 
NAME OF INSURED: _______________________________________ RELATIONSHIP: __________________________________ 
 
INSURED BIRTHDATE: ____________________________________ SSN #: ___________________________________________ 
 
POLICY #: ________________________________________________ GROUP #: ________________________________________ 
 
 EMPLOYER: _____________________________________________ OCCUPATION: ____________________________________ 

 
AUTOMOBILE ACCIDENT: Y or N  WORKERS COMPENSATION: Y or  N  DATE OF INJURY: ______________________ 
 
 CLAIM #: _____________________________ ADJUSTORS NAME: __________________PHONE #:________________________ 
 
CLAIM ADDRESS_____________________________________________________________ PHONE: _________________________ 
           STREET  CITY/ST                  ZIP 
 
 
ATTORNEY NAME: _________________________________________________________ PHONE: _________________________ 
 
ATTORNEY ADDRESS: _______________________________________________________________________________________ 
 
 

E 

REFERRING DOCTOR:        CALLING PERSON: ______________________________ 
    FIRST   LAST 
TYPE OF MRI: ___________________________________________ DIAGNOSIS: ________________________________________ 
 
TYPE OF MRI: ___________________________________________ DIAGNOSIS: ________________________________________ 
 

 READING GROUP:       NEUROLOGY            SDALE RADS               P/G/HARMS       McALISTER             IRIS 


