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SCOPE OF SERVICES
Radiology

Last Name

First Name

Middle Name

Check appropriate box indicating which clinical capabilities you are willing and able to perform

Please list any limitations on a separate sheet

General Radiology

Plain Films

Barium Burger

Chest B Reader

Defecogram

Fluoro: General

Hysterosalpinogram

General
Mammography
Screening Mammograms Fine Needle Aspirations
Diagnostic Mammograms Mammotome
Needle Locs Digital Mammography
Sentinal Node inj (NM) MQSA

Stereo Biopsies

# of reads over last 2 years:

Breast US Biopsies

# of Category 1 CME's over last 3 years:

Breast MR Biopsies

Ultrasound
Abdomen / Pelvis Carotid
Vascular Renal
Cardiac OB Ultrasound
Guidance Procedures Thyroid Scans
Arterial Doppler: Child Hip
Body Child Spine
Nuclear
General Thyroid Treatment
Cardiac 1131 Ablation
CT Pet
CT
Head / Neck CTA:
Spine Head & Neck
Chest / Abdomen / Pelvis Chest / Abdomen / Pelvis
Joint / MSK Cardiac
Extremity Guided Procedures
Cardiac
MRI
Neuro Cardiac
Chest / Abdomen / Pelvis MRA:
Spine Body
Joint Neuro
Extremity Cardiac
Procedures
Abscess Drainage Thyroid
Arthrogram: General
Shoulder Paracentesis
Ankle Thoracentesis
Knee Sialogram
Elbow Venograms
Hip Arteriograms
Lung Hip Injections
Biopsies: Myelogram
Lung Cystogram
Prostate Laryngogram
Renal Fistulogram
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Interventional Procedures

Angiography ?hrombolysis
Coronary AV Fistula Graft
Cerebral Intracranial
Renal IVC Filters
Pulmonary PICC Lines
Drainages Venous & Arterial Stents

Transluminal Angioplasty: Arteries

Billary Tubes & Drainages

Transluminal Angioplasty: Veins

Nephrostomy tubes and drainage

TIPPS Cholangiography
Embolization: Gl Stent Graphs
Gl Discogram
Tumor Vertbroplasty
Uterine Kyphoplasty
Venous Ablation Discogram

Signing below indicates that | am qualified to perform the services chosen on the checklist
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