
CONVENTIONAL RADIOGRAPH REQUEST FORM 
FOR EXTERNAL REFERRING PRACTITIONERS 

PATIENT INFORMATION 

Name:      Date of Birth:  Gender: 

Mailing Address:       

Phone (Cell/Home/Work): 

REFERRING CLINICIAN INFORMATION 

Name:  License State & Number: 

Phone:  Fax:  Email: 

Signature:  Date of Request & Signature: 

STUDY INFORMATION 

Indication(s), Significant Clinical Findings, and Relevant Dental History: 

Relevant Medical and/or Medication(s) History: 

Special Considerations or Additional Comments: 

Please select all extraoral imaging modalities indicated: 

Panoramic Radiograph 

Lateral Cephalometric Radiograph 

Posteroanterior (PA) Cephalometric Radiograph 

Please select all intraoral imaging modalities indicated: 

Full Mouth Series 

Bitewing Radiograph(s) as Specified: _________________________________________________________ 

_______________________________________________________________________________________ 

Periapical Radiograph(s) as Specified:  _______________________________________________________ 

_______________________________________________________________________________________ 

BILLING INFORMATION 

Please note that the patient is responsible for payment at the time of service. 

    1117 Postle Hall | 305 West 12th Avenue | Columbus | Ohio | 43210 | Phone 614.292.0874 | Fax 614.292.1555 

         https://dentistry.osu.edu/dental-professionals/oral-maxillofacial-radiology-services 

Division of Oral and Maxillofacial Radiology 
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