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METROWEST MEDICAL CENTER

LEONARD MORSE HOSPITAL
FRAMINGHAM UNION HOSPITAL




Interventional Radiology 
ELECTIVE Booking and Information Form

FAX to 508.383.1458 and 508.383.1166 with Pt. Demographics when completed

Patient’s Name(last,first,middle initial):  ___________________________________________________________________________
Phone:   (1)___________________________________________   (2) ___________________________________________________

Date of Birth :  ________________________________________   ⁪ Male
⁪ Female

Requested Date of Procedure: ________________
Requested Time: _______________
Campus:
 FUH       LMH
Primary Insurance:  ______________________________________ Insurance Policy #: ____________________________________

Secondary Insurance: ___________________________________   Referral/Authorization #: ________________________________

⁪ Interpreter Needed – Language: ________________________

____________________________________________________________________________________________________________

Type of Interventional Procedure:

* DEVICE VENDOR:        Medtronic

St Jude

     Other
____________________________________________________________________________________________________________

​​​​​​​​​​​​​​​Referring MD:



Procedure MD:



Hospitalist Coverage:        Yes         No
___________________________________________________________________________________________________________
Pre Admission Testing is Required for All Procedures, with the exception of PICC LINE, Flow Study, Arm Port, Tube Check
Pre Admission Testing Scheduled:   Yes    No    (REQUIRED, 508.383.1285)
__________________________________________________________________________________________________
Labs:
Yes
No

H & P:
  Yes      No

Pre-Procedure MD Orders:     Yes    No
_________________________________________________________________________________________________
Diagnosis ( R/O and S/P not acceptable signs/symptoms)

Considerations:  Allergies, Language Barrier, Potential Imaging Difficulty (i.e. weight, spinal deformity, etc.) Heparin Drip needed, Pt. On Coumadin Therapy, Check INR, Etc.

__________________________________________________________________________________________________

Date of MD Office Booking:



MD Office Booking Staff Initials:

MD Office Telephone #:

**ALL FIELDS ARE REQUIRED IN ORDER TO COMPLETE BOOKING PROCESS
