
 

Order for CT Calcium Scoring Screening 

$125 paid at time of screening includes radiology reading.  No bill will be sent to patient. 

 

Date:___________________________________ 

Patient Name:   ____________________________________________________________ 

Date of Birth:  ____________________________________________________________ 

Address:  ____________________________________________________________ 

    ____________________________________________________________ 

Cell Phone:  ____________________________________________________________ 

Name of physician: _________________________________________________________ 

Physician Signature: ________________________________________________________ 

To Schedule Screening: 

Fax order to 329‐8569 or call Central Scheduling at 329‐8585. 

This order will be faxed back to your office at ____________________________________                

              (your fax number)  

with appointment date and time.   

Appointment Date: ___________________________   Time: ________________________ 

 


