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Lerman Diagngtic maging

Jay Lerman, MD
Board Certified Radiologist
MRI - Ultrasound
Mammography - Cat Scan

X-Ray - Bone Densitometry
PET/CT
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PHYSICIAN'S PHONE (EXT)
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SPECIAL INSTRUCTIONS

PET/CT NUCLEAR

FLUOROSCOPY/ DIAGNOSTIC X-RAY

Q1 ONCOLOGY TYPE
{1 NEUROLOGIC

0 SOLITARY PULMONARY NODULES
O MYOCARDIAL VIABILITY

{2 PLEASE INDICATE PROCEDURE

MAMMOGRAPHY (Low Dese)
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0 OTHER
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0 ABDOMINAL O COLOR DOPPLER 0 BREAST (L) or (R)
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COMPARISON
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