
PHYSICIAN’S ORDER

 Procedure with anesthesia

Patient Name: Date of Birth:

Planned Radiology Procedure:

Ordering Provider:

Provider’s Name (printed): Date: Time:

Provider’s Signature:

URGENT
ANESTHESIA ORDER for RADIOLOGY PROCEDURE

ATTN: DATE: 

FOR RADIOLOGY DEPARTMENT USE ONLY

OR Confirmation # Verified by:

**PLEASE COMPLETE THIS FORM**
THIS FORM IS REQUIRED FOR ALL RADIOLOGY PROCEDURES WITH ANESTHESIA

FAX COMPLETED FORM AND THE PATIENT’S H&P TO: 231-935-3473

PLEASE NOTE: IF THE REQUESTED INFORMATION IS NOT RECEIVED 4 DAYS PRIOR TO THE 
SCHEDULED PROCEDURE DATE, THE PROCEDURE WILL BE CANCELLED.

Call 231-935-7200 if you need additional information.

The information contained in this facsimile message is intended only for the personal and confidential use of the designated recipient(s) named above.  This message
may be attorney-client or hospital-patient communication, and as such is privileged and confidential.  If the reader of this message is not the intended recipient, or
any agent responsible for delivering it to the intended recipient, you are hereby notified that you have received this document in error, and that any review, 
dissemination, distribution, or copying of this message is strictly prohibited. If you have received this communication in error, please notify us immediately by 
telephone and destroy the original message or return it to us by mail.  Thank you.
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