
■■  F18 NaF PET/CT (Bone Imaging Only)

Date:____________________________________

Patient’s Last Name: __________________________ First Name: _____________________ Date of Birth: _____/ ____/ ____

Home Phone: (       ) _____________________ Work Phone: (       ) ___________________ Gender: M / F

Social Security #: _________________________________________________

Referring Physician:_____________________________ Phone #: _________________ Fax #: __________________________

Diagnosis for PET/CT fusion scan: ____________________________________________________________________________

Hollywood
1150 North 35th Avenue • Suite 665 

Hollywood, Florida 33021

Phone: 954-981-6668

Fax: 954-981-5944

Pembroke Pines
603 N. Flamingo Road • Suite 155

Pembroke Pines, Florida 33028

Phone: 954-450-2202

Fax: 954-450-8401

Please Check (✔) the Appropriate Location for Patient Appointment

www.petimagingflorida.com

Signature of ordering physician: ____________________________________________________________________________

Questions? Call 954-981-6668 to speak to a physician.
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Please sign and fax/send this form or send a signed prescription.

initiator:requisitionforms@piisf.com;wfState:distributed;wfType:email;workflowId:07d4387bacb946be85855e0e29878a17
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