Life Chiropractic College West Health Center

Digital Motion X-ray (DMX) Request Form

Patient Name: _________________________

DOB: ___________________________

Field Dr.:____________________________

Field DR. Acct#: __________________

Mailing address__________________________________________
                         ___________________________________________
Email address____________________________________________

Dr. Signature: ________________________

Dr Telephone #: _____________________

Please circle yes or no to each of the following questions to determine if your patient is a candidate for a DMX study.
1. Yes/No Patient is chronic-minimum of six weeks after onset, and has a range of motion of 50% or more of normal. If yes, explain and include date of onset___________________________________
________________________________________________________________________________.

2. Yes/No Patient has persistent pain, and is not responding to care. If yes, explain____________

______________________________________________________________________________

3. Yes/No History compatible with events known to result in ligamentous instability (ie: trauma or disease). If yes, explain___________________________________________________________

4. Yes/No Evaluation of spinal fusion. If yes, explain____________________________________

_______________________________________________________________________________

5. Yes/No In cases of clinical instability, in which follow up imaging studies including x-ray, MRI and/or CT are unremarkable for instability. If yes, explain _________________________________
________________________________________________________________________________

6. Yes/No In cases in which radiographic and clinical instability are present, and the patient remains refractory to treatment beyond four months. If yes, explain________________________________

_______________________________________________________________________________
What area would you like DMX performed on? ______________________________________
Patient will pay us directly___

Bill DC credit card on file___

Please fax this form to 510 780-4511

Scheduling questions please call Imaging Department 510 780-4559
Clinical questions please call Bryan Gatterman, D.C., D.A.C.B.R. 925 803-1300

Appointment scheduled for: __________________________ by: _________________________

Female Patients:  There is no possibility that I am pregnant today. 

Patient Signature: ________________________________________  Date: _________________
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