
Truepath Imaging, LLC
12 Salt Ln Ste 430
Hinsdale, IL 60521

(630) 590-9766

Diagnostic Testing Referral Form 
Today's Date: _____________________ 

---------------------------------------------------------------------Required Information for Diagnostic Appointments---------------------------------------------------------------- 
(All Fields Between the Red Lines are Required Before an Appointment Can be Scheduled) 

Patient First & Last Name: ________________________________________________ Date of Birth: _______________ 

 Home   Cell   Phone: ______________________________ Email Address: ________________________________ 

Address: _____________________________________ City, State, Zip: ______________________________________ 

Type of Case:   Personal Injury      Private Pay       

Attorney/Case Manager First & Last Name: _____________________________________________________________  

Phone: _____________________________________ Email Address: _______________________________________ 

Address: _____________________________________ City, State, Zip: ______________________________________ 

Type of Test Requested:  

Vertebral Motion Analysis (VMA)           Cervical       Lumbar     Both Cervical & Lumbar     
Symptoms since the injury:   
Restriction of Motion:    cervical     thoracic     lumbar 
Headaches:     frontal     temporal     parietal     occipital      
Neck Pain:             right     left     bilateral      
Low Back Pain:     right     left     bilateral      
Muscle Spasms:        cervical     thoracic     lumbar 
Muscle Stiffness:       cervical     thoracic     lumbar 
Muscle Weakness:    cervical     thoracic     lumbar     upper extremity     lower extremity 
Feeling of Weakness in the Extremities:   upper extremity     lower extremity 
Radiating Pain / Tingling / Numbness:      upper extremity     lower extremity 

Traumatic Brain Injury (TBI)       qEEG and Cognitive Evaluation 

Symptoms since the injury: 
 

 Headache           Anxiety / Depression          Ears Ringing          Visual Disturbance       Light Sensitivity     Sleep Disturbance 
 Dizziness            Fainting / Syncope             Numbness              Irritability                      Anger                    Frustration       
 Impulsiveness     Apathy          Loss of Smell          Loss of Taste               Loss of Appetite    Nausea     
 Fatigue         Memory Loss / Issues       Speech Issues        Difficulty with Concentration    

 Other _______________________________________________________________________________________________________ 

-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

Brief Patient History: __________________________________________________________________________________ 

___________________________________________________________________________________________________ 

Additional Information: _________________________________________________________________________________ 

___________________________________________________________________________________________________ 

Special Instructions: ___________________________________________________________________________________ 

___________________________________________________________________________________________________ 

Referring Physician (print): _____________________________Provider Signature: ________________________________ 

*Please Send a Signed (by the Patient) Copy of the Our Medical Lien Along with This Form*
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