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Referral for Digital Motion X-ray®(DMX)
1526 Rose St. La Crosse WI 54603  608-781-9880    www.dmxofwisconsin.com
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Whiplash Injury Center, Inc.

4159-A Corporate Ct. Palm Harbor, FL 34683 Phone: 727.736.0000 Fax: 727.736.5170

Prescription
Date:
Patient Name: Phone#:
Referring Physician: Phone#: _
Digital Motion X-ray (DMX)
[] CERVICAL SPINE ™y ] LUMBAR i
[C] SHOULDER (RT/LT) [ ELBOW (RT/LT) [J WRIST (RT/LT) ;
I HIP (RT/LT) [] KNEE (RT/LT) [] ANKLE (RT/LT) !
Medical Necessity (check) I
[] Headaches l:] Dizziness [:] Blurred vision

[ Posterior neck pain

[] Pain increased with movement

[:l Confirm ligamentous instability in the upper 30% of the cervical spine, which is supported by
ligaments only and contains no discs. (Alar-Accessory-Transverse Ligaments)

Confirm ligamentous instability to the complete cervical spine in flexion-extension views. Anterior
Longitudinal Ligament, Posterior Longitudinal Ligament, Interspinous Ligament and Compression
Fractures
D Confirm ligamentous instability at facet joints in flexion-extension oblique views. (Capsular
Ligaments)

Confirm referred pain syndrome from capsular ligamentous injury. (Scleratomal Pain)

] confirm swallowing difficulty or complaint of swelling in throat
[ Increased pain and clicking on opening and closing jaw
] Negative previous imaging test

@

DX Code (ICD9) :
Primary Secondary (Optional)
THIS IS MEDICALLY NECESSARY FOR THIS PATIENT

Physician Signature

Physician's Additional Notes:
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Referral for Digital Motion X-ray® (DMX)

St. Cloud Chiropractic Clinic & CLEAR Scoliosis Center — 320-252-5599

Patient’s Name: Today’s Date: 1.

Referring Physician: ___ Phonet:

Region(s) Requested (check)*

[JcERvICALSPINE [T TV [J SHOULDER (RT/LT) ] ELBOW (RT/LT)  [] WRIST (RT/LT)
[JwumBARSPINE  []HIP (RT/LT) [] KNEE (RT/LT) ] ANKLE (RT/LT)  [] OTHER:

Symptoms and Findings  current Diagnosis Codes:

Primary Classic Symptoms {Check):

[:I Headaches D Posterior Neck Pain r_—l Referred Upper Back Pain D Referred Shoulder Pain
l:] Scleratomal Pain D Pain Increased w/ Movement [_] Popping or Clicking Sound w/ Movement

{Jother:

Secondary Classic Symptoms {Check Any That Apply): [ oizziness || siurreo vision || bifficulty Swettowing [_] Muscle Spasms

Classic X-ray Findings (Check):

D Translation or Angulation of One or More Vertebra D Subluxation E] Reversed or Straightened Curvature

Other Findings {Check)

[ patient is Now Able to Move the Anatomical Region or Site in Question

Medical Rationale(s) for Requesting Digital Motion X-ray® (Based on the Above)

D 1. Rule out fracture and/or any additional variants given the nature of the accident and/or ##2-3 belovs;

D 2. Confirm accident-related and/or non-accident-related diagnoses and/or severity with respect to the below canditions which could modify
my present or future treatment plan for optimizing the benefits of care:

Condition 1 — Ligamentous injury and resulting instability in the upper third of the cervical spine (an area held together primarily by ligaments and
contzining no discs) (Primary Ligament(s) Involved: Alar, Accessory, Transverse|

Condition 2 -- Ligamentous injury and resulting instability associated with the facet joints located in the lower two-thirds of the cervical spine
(Primary Ligament(s) Involved: Capsuiar)

Condition 3 -- Ligamentous injury and resuiting instability in the entire cervica! spine (Primary Ligament{s) Involved: Anterior Longitudinal,
Posterior Longitudinal, Interspinous)

D 3. Other Medical Necessity Rationales:

Physician Signature:

Additional Comments:

Send to: St. Cloud Chiropractic Clinic, 437 N. 33 Ave., St. Cloud, MN, Fax 320-253-4585





