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REQUEST FOR RADIOGRAPHIG INTERPRETATION

NOTE: THIS FORM IS FOR REFERRING VETERINARIANS ONLY!

Instructions:

» Radiographic interpretation services are provided during normal, weekday business hours.

* No after-hours, weekend, or STAT radiographic interpretation services are currently available.

All portions of the form must be filled out.

Studies submitted without a billing address will not be interpreted.

Fees are billed to the referring veterinary practice/clinic submitting the study.

Once images and this completed request form are received, a written report will be sent
to the email address provided.

* Submit images and this completed request form via email to: radreferrals@cvm.tamu.edu.

Image Format:
* MRI, CT, and pre-purchase images MUST be in DICOM format.
* It is strongly recommended that all images are submitted in the original DICOM format.

**Pricing as of September 1, 2024, which is subject to change without notice.**
Radiographic Interpretation (<10 Images): $142.00 (MUST be in DICOM format)
Radiographic Interpretation (> 10 images): $185.59 (MUST be in DICOM format)
Radiographic Interpretation Equine pre-purchase: $397.59 (MUST be in DICOM format)
MRI/CT Interpretations: $241.00 for primary area (MUST be in DICOM format)

MRI/CT Interpretations: $151.20 for additional areas (MUST be in DICOM format)

REFERRING VETERINARIAN INFORMATION

Referring Veterinarian's Last Name* Referring Veterinarian’'s First Name*

Practice/Clinic Name*

Address* City* State* Zip Code*

Phone Number* Fax Number

Email Address*

*
Date of Request Is this your first VMTH request or referral?* |:| Yes |:| No

SEE ADDITIONAL PAGE



https://vethospital.tamu.edu/for-referring-veterinarians
mailto:radreferrals%40cvm.tamu.edu?subject=

CLIENT / ANIMAL OWNER INFORMATION

Client's Last Name* Client's First Name*

Authorized Contact(s)*

Address* City* State* Zip Code*

PATIENT INFORMATION

Patient's Name* Patient’s Age (or estimate)*

Patient’s Species* Patient’s Sex* (Choose one.)

|:| Male intact D Male neutered |:| Female intact |:| Female spayed

Patient’s Breed* Number of Images*

Area of Interest* Date Imaged*

Pertinent History, Physical, and Laboratory Findings*

Thank you for choosing the Texas A&M Veterinary Medical Teaching Hospital.
We value the partnership we have with you, our referring veterinarian community.
Texas A&M Veterinary Medical Teaching Hospital | 4457 TAMU | College Station, TX 77843-4457
Small Animal Teaching Hospital * Tel: 979.845.2351 | Large Animal Teaching Hospital * Tel: 979.845.3541

Email: radreferrals@cvm.tamu.edu | Web: vethospital.tamu.edu December 2024
____________________________________________________________________________________________________________________|
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